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Whenever  a Lilly  representative  visits  physicians, 
he  gives  useful  facts  about  prescription  products — 
without  varnishing  the  truth.  Because  recognizing 
the  limitations  of  drugs  is  often  as  important  as  knowing 
their  beneficial  effects,  every  Lilly  representative 
regularly  presents  both  sides  of  the  picture. 


He  and  his  company  are  always  aware 
that  integrity  in  business  is  good  business. 
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cushions 

the 

climacteric 


Am  potties 

1-cc.  ampoules  of  0.2  mg.  ( 2,000  I.U.) 
1-cc.  ampoules  of  0.5  mg.  ( 5,000  I.U.) 
1-ec.  ampoules  of  1 mg.  (10,000  I.U.) 


Steri-Vials 

10-cc.  vials  of  1 mg.  ( 10,000  I.U.)  per  cc. 


THEE  LIN  in  Oil 


THEELIN 

Ampoules 

1-cc.  ampoules  of  1 
1-cc.  ampoules  of  2 
1-cc.  ampoules  of  5 


Suspension 

(10,000  I.U.) 
(20,000  I.U.) 
(50,000  I.U.) 


Steri-Vials 

10-cc.  vials  of  2 mg.  (20,000  I.U.)  per  cc. 
5-cc.  vials  of  5 mg.  (50,000  I U.)  per  cc. 


THEELIN,  ( ketohydroxyestratriene ) the  first  estrogen  to  be  isolated 
in  pure  crystalline  form  and  the  first  to  assume  clinical  importance, 
is  invaluable  for  alleviating  the  distress  of  the  menopause  and 
other  estrogen  deficiency  states.  A naturally-occurring  estrogen, 
theelin  relieves  symptoms  promptly  and  imparts  a sense  of 
well-being.  Moreover,  its  notable  freedom  from  side  effects  has 
long  been  familiar  to  physicians  everywhere.  Over  two  decades  of 
clinical  use  and  more  than  400  references  in  the  literature  attest 
to  its  effectiveness. 


The  physical  properties  of  THEELIN  — solubility  in  oil  and 
insolubility  in  water  — have  been  utilized  to  prepare  forms  for 
administration  that  facilitate  versatile  therapy.  THEELIN  IN  OIL 
is  rapidly  absorbed  from  the  injection  site.  Absorption  of 
THEELIN  AQUEOUS  suspension  is  slower  and  more  sustained; 
the  therapeutic  effect,  therefore,  is  produced  over  a longer 
period  of  time. 

Both  THEELIN  IN  OIL  and  THEELIN  AQUEOUS  SUSPENSION 
are  available  not  only  in  individual  ampoules,  but  also  in 
Steri- Vials®  for  greater  economy. 
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Meat... Its  Place  in  the 
Dietary  Management  of  Nephritis 

The  formerly  held  tenet  that  protein  intake  should  be  restricted  for  all  patients  with 
impaired  renal  function,  in  order  to  afford  the  kidney  physiologic  "rest,”  is  no  longer 
valid.  Except  for  infection  and  some  neoplastic  and  traumatic  disorders,  the  treatment 
of  renal  disease  is  nonspecific  and  essentially  symptomatic.  The  clinical  problem  cen- 
ters largely  on  diet  regulation,  in  the  hope  of  stimulating  the  kidneys  to  improve 
impaired  function,  without  unduly  risking  harm. 

Even  in  the  presence  of  azotemia,  a protein  intake  of  60  to  80  Gm.  per  day  has  not 
been  found  harmful  to  the  renal  patient.  Low  protein  intake,  on  the  other  hand, 
together  with  urinary  loss  of  protein  may  encourage  the  development  of  asthenia] 
anemia,  hypoproteinemia,  and  edema.2  Also  pertinent  to  the  dietary  management  in 
renal  disease  is  the  experimental  finding  that  high  protein  diets  in  normal  dogs  promote 
higher  urea  clearance  and  greater  renal  blood  flow  than  do  low  protein  diets.3’4 

Except  in  anuria,  a protein  intake  adequate  to  maintain  nitrogen  balance  has  been 
suggeste<J-  Although  as  little  as  30  to  40  Gm.  of  protein  per  day  may  suffice  for  this 
purpose  in  the  fever-free  patient  at  bed  rest,  few  occasions  arise  when  1 Gm.  of  protein 
per  day  per  kilogram  of  body  weight  may  not  be  given  safely.  In  the  presence  of 
significant  proteinuria,  unless  specifically  contraindicated,  the  dietary  protein  may  be 
increased  beyond  that  amount  in  order  to  counterbalance  the  urinary  protein  loss. 

Contrary  to  the  still  prevalent  ancient  belief  among  the  laity,  red  meats  are  just  as 
harmless  to  the  renal  patient  as  white  meats;  nor  is  there  evidence  that  plant  proteins 
are  more  beneficial  in  nephritis  than  animal  proteins.  As  with  the  normal  person,  the 
dietary  protein  of  the  patient  should  be  of  high  biologic  value. 

Meat,  because  of  its  high  content  of  biologically  complete  protein,  may  contribute 
valuably  to  the  protein  needs  of  the  nephritic  patient.  The  nutritional  importance  of 
meat,  however,  is  not  limited  to  its. contained  protein.  Meat  also  contributes  highly 
significant  amounts  of  iron  and  of  the  vitamin  B complex,  including  niacin,  panto- 
thenic acid,  pyridoxine,  riboflavin,  thiamine,  and  the  newly  discovered  vitamin  Bp. 
Other  salient  features  of  meat  in  the  dietary  of  the  patient  are  its  high  palatabihty,  its 
stimulation  of  the  digestive  processes,  its  satiety  value,  and  its  easy  and  practically 
complete  digestibility. 


1.  Mann,  G.  V.  and  Stare,  F.  J.:  Nutritional  Needs  in  Illness  and  Disease,  Handbook  of  Nutrition 
American  Medical  Association,  ed.  2,  Philadelphia,  The  Blakiston  Company,  1951,  chap.  17,  p.  351! 

2.  Weiss,  S.:  Diet  and  Bright's  Disease,  Connecticut  M.  J.  5:496,  1941. 

3'  ard  Sfnitll’,H;  T,he  E,xcke‘i°n  of  Urine  in  the  Dog:  II.  The  Urea  and  Creatinine 

Clearance  on  Cracker  Meal  Diet,  Am.  J.  Physiol.  99:101,  1931. 

marhelReenh?RP'4Rpl°adSAC'  *i' ’ dP'1"  A'  and  A,v‘ng’  A- : The  Relationship  of  the  Urea  Clearance 
to  the  Renal  Blood  Flow,  Am.  J.  Physiol.  110: 387,  1934. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 
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"particularly  useful 
for  the  routine  therapy 


of  the 


menopause”1 


ESTINYL 


Estinyl®  Tablets  alleviate  menopausal 
symptoms  rapidly  and  smoothly  in  very 
small  doses.  A derivative  of  estradiol, 

Estinyl  (ethinyl  estradiol)  produces  the  sense 
of  well-being  characteristic  of  therapy 
with  natural  estrogens. 


Tablets  of  0.02,  0.05,  and  0.5  mg.. 

1.  Perloff,  W.  M. : Am.  J.  Obst. 
& Gynec.  58: 684,  1949. 
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& PORTABLE 

•INVALID 
WALKERS 

ADULT  & CHILD  SIZE 

OXYGEN  THERAPY  SERVICE 
8-3112  — Phones  — 2-6181 
Phoenix,  Arizona 


ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 

For  Physicians,  Surgeons,  Dentists  Exclusively 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 
$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

SI 00.00  weekly  indemnity,  accident  and  sickness  Quarterly 
Cost  has  never  exceeded  amounts  shown. 

ALSO  HOSPITAL  POLICIES  FOR  MEMBERS,  WIVES 
AND  CHILDREN  AT  SMALL  ADDITIONAL  COST 


85c  out  of  each  $1.00  gross  income 
used  for  members  benefit 


$4,000,000.00  $17,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

49  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


MEDICAL  STAFF 

CHARLES  W.  THOMPSON,  M.D.,  F A C P , Director 
CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.,  Associate  Director 
ETHEL  FANSON,  M.D.  CARLOS  F.  SACASA,  M D. 

DOUGLAS  R.  DODGE,  M.D.  HERBERT  A.  DUNCAN,  M.D. 
KENNETH  P.  NASH,  M.t. 


PASADENA,  CALIFORNIA 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 


Vol  9,  No.  1 


Arizona  Medicine 


7 


tarn  me  jfeeeaed  azeez 

IN  CONGESTIVE  HEART  FAILURE 


“In  severe  congestive  failure,  our  most  dependable  remedy  is  the  mercurial  diuretic 
. . . Its  combination  with  theophylline  has  been  a distinct  advance."1 

Salyrgan-Theophylline  is  a highly  effective  combination  of  a mercurial  diuretic 
and  theophylline.  It  may  be  given  orally  in  certain  cases. 

Salyrgan-Theophylline  is  extensively  employed  for  the  treatment  of  cardiac  and 
cardiorenal  edema,  dropsy  of  nephrosis  and  ascites  of  hepatic  cirrhosis.  The  diuretic 
response  does  not  “wear  out,”  so  that  in  most  cases  administration  may  be  repeated 
as  required  for  years,  without  loss  of  efficiency. 

Noth,2  for  instance,  in  discussing  a case  of  Pick's  disease,  states  that  the  patient 
“has  received  about  450  doses  of  mercurial  diuretics,  nearly  all  of  which  were  of 
Salyrgan  given  [parenterally]  ...  At  no  time  has  he  experienced  orthopnea,  noctur- 
nal dyspnea,  or  episodes  of  dyspnea  while  at  rest.  He  is  still  working  every  day 
as  a banker  . . 


1.  Hutcheson,  J.  M.:  Management  of  Cardiac  Failure.  Virginia  Med.  Monthly,  74:458,  Oct.,  1947. 

2.  Noth,  P.  H.:  Pick's  Disease:  A Record  of  Eight  Years'  Treatment  with  Salyrgan,  Ammonium  Nitrate, 
and  Abdominal  Paracentesis.  Proc.  Staff  Meet.  Mayo  Clin.,  12:513/  Aug.  18,  1937. 


Salyrgan,  trademark  reg.  U.  S.  & Canada 


BRAND  OF  MERSALYJ.  AND  THEOPHYLLINE 

Ampuls  (1  and  2 cc.)  — Ampins  (1  cc.)  — Tablets 
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ACETATE 

(CORTISONE  Acetate  Merck) 


merck]! 


. 


Successful  clinical  experience  with  Cortone  in 
many  large  series  of  patients  reveals  the  safety 
of  this  product  in  individualized  dosage.  One 
investigator  notes:  “We  have  not  been  im- 
pressed by  the  severity  or  frequency  of  side- 
effects  . . . The  side-effects  due  to  excessive 
adrenal  cortical  hormone  disappeared  when 
the  hormonal  agent  was  discontinued.” 


Norcross,  B.  M.,  N.  Y.  State  J.  Med.  51:  2356,  Oct.  15,  1951. 


Cortone  is  the  registered  trade-mark  of  Merck  & 
Co.,  Inc.  for  its  brand  of  cortisone.  This  substance  was 
first  made  available  to  the  world  by  Merck  research 
and  production. 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY,  NEW  JERSEY 

In  Canada:  MERCK  & CO.  Limited — Montreal 
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At  one  bold  stroke,  Profexray  re- 
^ moves  many  limitations  that  may 
prevent  you  from  fully  utilizing  x-ray 
in  your  daily  practice  First  and  fore- 
most, Profexray  enables  you  to  make 
full  use  of  the  100  MA  power  modality 
...at  all  appropriate  time  and  KV  set- 
tings ..  .without  resorting  to  the  pur- 
chase of  much  bulkier,  far  more  costly 
equipment.  Yes,  Profexray  enables 
you  to  employ  100  MA  techniques  for 
stomachs,  colons,  gall  bladders,  abdo- 
mens, as  well  as  chests,  Profexray ’s 
exclusive  triple-interlocking  control  of 
time-KV-MA  factors  makes  overload- 
ing of  tubes  absolutely  impossible! 

Full  tilt-table  two-tube  convenience, 
of  course!  Double  focus  100  MA  tube. 
Completely  automatic  push-button 
technique  selection.  Ultra  compact 
design. 


P 


rofexray 

. . . pace-making  design 
. . at  down-to-earth  cost 

100  MA-100  KV  TWO-TUBE  TILT  TABLE 
RADIOGRAPHIC-FLUOROSCOPIC  UNIT 
with  triple-interlocking  control. 


Includes  (1)  All-automatic 
push-button  control  (2) 
Electron  ic  timer  (3) 
Double  - focus  100  MA 
tube  head  (4)  Separate 
fluoroscopic  tube  head 
(5)  12  x 16  fluoroscopic 
screen  (6)  Liebel-Flar- 
sheim  Bucky  (7)  Foot 
F O B MAYWOOD, ILL  switch 


Gentlemen.  Please  send  free  descriptive  circular  on 
PROFEXRAY 

Dr 


PROFEXRAY  OWNERS!  You  can  make  a double 
saving  on  the  exchange  of  your  present  equipment 
for  this  new  unit.  Write  for  details 


Address 

City State. 


Distributed  in  Arizona  by 


STANDARD  SURGICAL 

PHOENIX 


SUPPLY 

TUCSON 


710  N.  First  Street 


809  E.  Broadway 
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To  Assure  Precision 
in  the  management  of  jjie 
cardiac  patient 


PURODIGIN  offers  the  advantages  of: 

• a crystalline  product  of  uniform  potency, 

• fully  active  by  mouth; 

• supplied  in  graduated  potencies 

• to  facilitate  dosage  to  meet  the  needs  of 
the  individual  patient. 

TABLETS  OF : 0.05, 0. 1 , 0. 1 5 and0.2 mg. 

PURODIGIN* 

CRYSTALLINE  DIGITOXIN,  WYETH 


orporate 


d, 


Philadelphia 


2, 


Pa. 
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BELIEVE  IN 
YOURSELF! 

Doctor,  you  probably  have  read  a great  deal  of  cigarette 
advertising  with  all  sorts  of  claims. 

So  we  suggest:  make  this  simple  test. . . 


Then , Doctor,  BELIEVE  IN  YOURSELF! 


Philip  Morris 

Philip  Morris  & Co.  Ltd.,  Inc. 

100  Park  Avenue,  New  York  17,  N.  Y. 
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a | new  | drug  . . . 

for  the  treatment  of  ventricular  arrhythmias 


PRONE ST YL  Hydrochloride 

Squibb  Procaine  Amide  Hydrochloride 


lead  II.  Ventricular  tachycardia  persisting  after  six  days  of  oral 
tjuinidine  therapy  (8  Gm.  per  day). 

ffg; f~|3~7T %TT| l*f } i ^ tr—  T~ T I 


sinus 


§ii± 

- 

ill 

III 

11 

IS 

ill: 

±14 

* 

. 

-Kir 

TtF 

. . . . : . 

::p 

•ffff 

A 

1 . 

|| 

-Till 

Til1 

w 

jjl 

ixri 

,i 

ill 

4 1 1 1 

lit!' 

#1# 

r 1 

> 

trrr 

",  , t= 

44..L 
h 1 i 

jj  1 ' 

4.!; 

-H-H: 

-i+i-f 

iSi$ 

[ 

ill 

jiii 

si 

a±j± 

m 

~ 

LL4 

ml 

L^~~ 

4±y 

ki 

m 

Oral  administration  of  Pronestyl  is  indicated  in 
ventricular  tachycardia  and  runs  of  ventricular 
extrasystoles.  Intravenous  administration  is  some- 
times used  in  ventricular  tachycardia  and  to  correct 
ventricular  arrhythmias  during  anesthesia.  For 
detailed  information  on  dosage  and  administration, 
write  for  literature  or  ask  your  Squibb  Professional 
Service  Representative. 

PRONESTYL  IS  A TRADEMARK  OF  E.  R.  SQUIBB  & SONS 

Pronestyl  Hydrochloride  Capsules,  0.25  Gm.,  bottles  of  100  and  1000. 
Pronestyl  Hydrochloride  Solution,  100  mg.  per  cc.,  10  cc.  vials. 


Squibb 


MANUFACTURING 


CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858  . 
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LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 


1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 


Information  and  circulars  upon  request. 


Address:  O.  B.  JENSEN,  M.D. 
Superintendent  and  Medical  Director 
Livermore,  California 
Telephone  313 


CITY  OFFICES: 


San  Francisco 
450  Sutter  Street 
GArfield  1-5040 


Oakland 

1624  Franklin  Street 
GLencourt  1-5988 


SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES. 


PHOENIX 


TUCSON 


EL  PASO 
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1/2  bl  OllcIlOJJlldUtllOUlll  . Clinical  responses  in  bronchopneumonia, 

Terramycin-treated,  are  characterized 
by  the  same  promptness  noted  in  primary 
atypical  and  lobar  pneumonia.  In 
a series  of  31  cases  there  was  "a  good 
response  in  all  cases,  as  manifested  by 
the  fall  of  temperature  to  normal  in  24  to 
48  hours,  and  by  the  improved  clinical 
appearance  of  the  patient.”  Follow-up  x-rays 
made  in  10  to  14  days  "were  completely 
negative  or  showed  marked  improvement.” 


Potterfield,  T.  G.,  and  Starkweather,  G.A.: 

J.  Philadelphia  General  Hosp.  2:6  (Jan.)  1951 . 


Crystalline  Terramycin  HYDROcm/mmE 


available  Capsules,  Elixir,  Oral  Drops,  Intravenous, 

I Ophthalmic  Ointment,  Ophthalmic  Solution. 


ANTIBIOTIC  DIVISION 


CHAS.  PFIZER  & CO.,  INC.,  Brooklyn  6,  N.  Y. 
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1- IRIS 

2- IRIS 

3- IRIS 

4- IRIS 

5- IRIS 

6- IRIS 

7- IRIS 

8- IRIS 

9- IRIS 

10- IRIS 

11- IRIS 

12- IRIS 

13- IRIS 

14- IRIS 

15- IRIS 

16- IRIS 

17- IRIS 

18- IRIS 

19- IRIS 

20- IRIS 

21- IRIS 

22- IRIS 

23- IRIS 

24- IRIS 

25- IRIS 

26- IRIS 

27- IRIS 

28- IRIS 

29- IRIS 

30- IRIS 

31- IRIS 

32- IRIS 

33- IRIS 

34- IRIS 

35- IRIS 


Dietetic  Apple  Sauce 
Dietetic  Unpeeled  Apricots 
Dietetic  Boysenberries 
Dietetic  Black  Cherries 
Dietetic  Royal  Anne  Cherries 
Dietetic  Kadota  Figs 
Dietetic  Fruit  Cocktail 
Dietetic  Grapefruit 
Dietetic  Cling  Peaches  (V2S) 
Dietetic  Cling  Peaches,  SI. 
Dietetic  Elberta  Peaches  ( V2  s ) 
Dietetic  Elberta  Peaches,  Si. 
Dietetic  Bartlett  Pears 
Dietetic  Sliced  Pineapple 
Dietetic  Nectar  Prunes 
Dietetic  Cut  Green  Asparagus 
Dietetic  All  Green  Asparagus 
Dietetic  Sliced  Beets 
Dietetic  Diced  Carrots 
Dietetic  Whole  Kernel  Corn 
Dietetic  Peas 
Dietetic  Spinach 
Dietetic  Cut  String  Beans 
Dietetic  Tomatoes 
Dietetic  Apple  Juice 
Dietetic  Concord  Grape  Juice 
Dietetic  Grapefruit  Juice 
Dietetic  Orange  Juice 
Dietetic  Blended  Juice 
Dietetic  Pineapple  Juice 
Dietetic  Prune  Juice 
Dietetic  Carrot  Juice 
Dietetic  Celery  Juice 
Dietetic  Tomato  Juice 
Dietetic  Ripe  Olives 


35  Varieties  of 


IRIS 

DIETETIC  FOODS 

( Packed  without  added  sugar  or  salt ) 

are  available 


Patients  will  more  faithfully  follow  die 
physician's  recommendations  for  dietetic 
foods  when  a sufficient  variety  for  inter- 
esting meals  is  available.  IRIS  Dietetic 
Foods  are  packed  without  added  sugai 
or  salt.  IRIS  quality  is  outstanding! 

Complete  information  will  gladly  be 
furnished  upon  request. 

Available  at  many  grocery  stores  in 
Arizona. 


St,  HAAS,  BARUCH  & CO. 

P.  O.  Box  3975  • Phoenix.  Arizona  • Phone  3-5191 
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Hamblen,  E.  C. : Some  Aspects 
of  Sex  Endocrinology 
in  General  Practice, 
North  Carolina  M.  J. 
7:533  (Oct.)  1946. 


"Nowhere  in  medicine  are 
more  dramatic  therapeutic  effects 
obtained  than  those  which 
follow  estrogen  therapy  in  the 
girl  who  has  failed  to  develop 
sexually.  A daily  dose  of  2.5  to 
3.75  mg.  of  Tremarin’  given  in  a 
cyclic  fashion  for  several  months 
may  bring  about  striking  adolescent 
changes  in  these  individuals.”^ 


Estrogenic 
Substances 
( water-soluble) 
also  known  as 
Conjugated 
Estrogens 
(equine). 


“Premarin”— a naturally  occurring  conjugated  estrogen- 
long  a choice  of  physicians  treating  the  climacteric— has 
been  earning  further  clinical  acclaim  as  replacement 
therapy  in  hypogenitalism. 

In  the  treatment  of  hypogenitalism,  the  aim  of 
“Premarin”  therapy  is  to  develop  the  reproductive  and 
accessory  sex  organs  to  a state  compatible  with 
normal  function. 

Four  potencies  of  “Premarin”  permit  flexibility  of 
dosage:  2.5  mg.,  1.25  mg.,  0.625  mg.,  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 

“Premarin”  contains  estrone  sulfate  plus  the  sulfates  of 
equilin,  equilenin,  /3-estradiol  and  /?-dihydroequilenin. 
Other  a-  and  /3-estrogenic  “diols”  are  also  present  in 
varying  amounts  as  water-soluble  conjugates. 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  Y>rk  16,  New  York 

5005  R 
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frozen 


citrus 


is  as 


NUTRITIVE 

as 

fresh 


Long  welcomed  in  home  and  institutional  kitchens 
for  its  convenience,  economy  and  flavor— frozen 
citrus  is  now  acknowledged  the  “nutritive  equal”  of 
fresh.  The  Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association  has  declared*  that— 
under  modern  processing  methods— approximately 
98  percent  of  the  vitamin  C content  can  be  retained 
in  the  frozen  concentrated  juice.  And,  when  properly 
stored  (below  its  freezing  point),  there  is  practically  no 
loss  of  vitamin  C.  Frozen  citrus  can  thus  be  confidently 
recommended  for  diets  at  all  ages,  including  infancy. 

146:35 , 1951. 

FLORIDA  CITRUS  COMMISSION  • LAKELAND,  FLORIDA 


FLORIDAC^W 


ORANGES  • GRAPEFRUIT  • TANGERINES 
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. . . oral  estrogen  therapy 
that  imparts  no  odor, 
no  taste/  no  aftertaste 


I.  Perloff,  Wm.  H.  (1951), Treatment 
of  the  Menopause.  II.  American 

J.  Obst.  & Gynec.,  61:670,  March. 


When  you  have  replaced  her  confusion  with  under- 
standing, you  have  eliminated  one  of  her  two  major  prob- 
lems. The  other — the  actual  physical  symptoms — may  be 
solved  rapidly,  effectively,  esthetically  with  your  prescrip- 
tion for  Sulestrex.  A water-soluble,  stable,  pure  estrone 
salt,  Sulestrex  provides  as  effective  therapy  as  science 
has  yet  created.  It  contains  no  urinaceous  substances  to 
taint  her  breath  or  perspiration,  is  odorless,  tasteless,  in 
tiny  white  uncoated  tablets. 

Clinical  trials  with  Sulestrex  have  shown  that  response 
to  the  drug  is  constant,  predictable  and  relatively  free  of 
side-effects.  Following  a study  of  58  standardized  meno- 
pausal patients,  Perloff 1 reported  Sulestrex  a "potent  and 
effective  oral  estrogen  with  an  extremely  low  incidence  of 
nausea.”  Complete  control  of  symptoms  was  attained  with 
from  0.5  to  4.5  mg.  of  Sulestrex  daily — with  a median 
daily  dose  of  1.5  mg.  Write  for  complete  information. 
Sulestrex  Piperazine  Tablets — available  in  0.75-,  1.5-  and 
3.0-mg.  potencies — are  at  all  pharmacies,  ft  n n 
Abbott  Laboratories,  North  Chicago,  Illinois.  CxbiTolX 


Piperazine  Tablets 

(PIPERAZINE  ESTRONE  SULFATE,  ABBOTT) 
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prolonged 


a product  a 


anticoagulant  action— yet . 


“At  no  time  in  any  of  the  patients  was  there 
evidence  of  hemorrhagic  manifestations,  either 
systemic  or  at  the  site  of  injection  . . . and  no 
sensitivity  reaction  . . . followed  administration 
of  Depo-Heparin.”1 

“Twenty  patients  were  given  Depo-Heparin  as 
a postoperative  prophylactic  measure,  while  in 
six  it  was  administered  therapeutically  for  either 
thrombophlebitis  or  coronary  thrombosis.”1  A 
single  deej)  subcutaneous  injection  of  200  mg. 
of  Depo-Heparin  “resulted  in  effective  anti- 
coagulant action,”  achieving  “a  satisfactory  ele- 
vation of  the  clotting  time  for  a period  of 
twenty-one  hours  for  the  average  patient  re- 
sponse.”1 The  necessary  coagulation  time  deter- 
minations were  routinely  performed  during 
therapy. 


Depo*  -Heparin 

Each  cc.  contains: 

Heparin  Sodium  20,000  U.S.P.  units 

(Approx.  200  mg.) 

Gelatin 180  mg. 

Dextrose,  Anhydrous 80  mg. 

Water  for  Injection q.  s. 

Preserved  with  sodium  ethyl  mercuri  thiosalicylate 

1:10,000 


Supplied  with  disposable  1 cc.  cartridge  syringe. 

1.  Moss,  Henry  N.,  and  D'Alessandro,  Domenic  R. 
The  intensity  and  duration  of  the  effect  of  Depo 
Heparin  on  venous  coagulation  time  in  man.  Am 
Practitioner  & Dig.  of  Treatment  2:309  (April)  1951 

* Trademark,  Reg.  U.  S.  Pat.  Ofl 


Research  for  Medicine  ...  Produced  with  care . . . Designed  for  health 


THE  UPJOHfj'COMPANY,  KALAMAZOO.  MICHIGAN 


THE  SURGICAL  TREATMENT  OF  CARCINOMA  OF  THE 
COLON  AND  RECTUM 


John  Van  Prohaska,  M.  D.  and  Michael  C.  Govostis,  M.  D. 
Chicago,  Illinois 


Within  recent  years  numerous  contributions 
have  been  added  to  the  surgical  management 
of  cancer  of  the  colon  and  rectum.  These  con- 
tributions range  from  primary  end-to-end  anas- 
tomosis after  resection  of  the  left  colon(l)  to 
“pull  through”  operations  devised  for  the  preser- 
vation of  the  anal  sphincter(2).  With  these  ad- 
vances, one  is  aware  of  the  gradual  return  to 
the  more  adequate  operation  for  cancer  of  the 
rectum,  the  combined  abdomino-perineal  re- 
section of  Miles.  It  seems  that  sufficient  time 
has  elapsed  to  evaluate  these  efforts  and  ex- 
press them  in  terms  of  the  present  day  concept 
of  the  problem. 

The  prevalence  of  cancer  of  the  colon  and 
rectum  remains  unchanged.  Approximately  12 
per  cent  of  all  malignant  diseases  in  the  human 
body  take  their  origin  in  the  colon  and  rec- 
tum(3).  The  distribution  of  carcinoma  within 
the  colon  and  rectum  shows  that  45  per  cent  of 
all  malignant  tumors  occur  in  the  rectal  am- 
pulla, 18  per  cent  in  the  rectosigmoid,  14  per 
cent  in  the  sigmoid,  17  per  cent  in  the  flexures 
and  transverse  colon,  and  about  6 per  cent  in  the 
cecum.  Squamous  cell  carcinoma  of  the  anus 
is  relatively  rare,  and  occurs  in  an  incidence  of 
one-half  of  one  per  cent  of  all  the  malignancies 
in  the  colon  and  rectum. 

This  statistical  knowledge  immediately  gams 
in  importance  when  we  realize  that  45  per  cent 
of  this  type  of  cancer  may  be  diagnosed  by 
digital  examination  and  an  additional  30  per  cent 
by  a sigmoidcscopic  examination. 

Read  before  Sixtieth  Annual  Meeting,  Arizona  Medical  Asso- 
ciation, Tucson,  Arizona,  May  2,  1951. 


The  greatest  mean  average  incidence  is  at  the 
age  of  54.  From  this  focal  age  group  the  inci- 
dence tapers  down  toward  both  age  extremes. 
The  disease  takes  a slightly  greater  toll  of  males 
than  females. 

Early  cancer  of  the  large  bowel  and  rectum 
seldom  produces  a diagnostic  pattern  of  symp- 
toms which  the  patient  or  physician  can  readily 
recognize  as  the  unmistakable  sign  of  an  organic 
disease.  Rectal  bleeding,  discharge  of  bloody 
mucus,  rectal  discomfort,  fullness,  and  tenes- 
mus are  symptoms  and  signs  which  warrant 
prompt  digital,  anoscopic,  proctoscopic,  and  x- 
ray  examinations. 

Similarly,  the  persistent  disturbance  of  bowel 
habits,  alternate  diarrhea  and  constipation,  bloat- 
ing, abdominal  cramps,  loss  of  weight,  et  cetera, 
should  suggest  the  possibility  of  cancer  of  the 
large  bowel  and  lead  to  a proper  physical  and 
x-ray  examination.  By  routuine  digital  and  sig- 
moidoscopic  examination  at  least  75  per  cent  of 


age  incidence 
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cancer  arising  in  the  distal  sigmoidal  segment 
and  rectum  could  be  brought  within  the  scope 
of  early  diagnosis.  It  is  regrettable  to  note 
that  the  average  duration  or  sympioms  is  8 
months  before  diagnosis  and  proper  treatment 
are  established. 

In  the  pathogenesis  of  cancer  of  the  large 
bowel,  the  surgeon  must  particularly  consider 
the  relationship  of  carcinoma  of  the  colon  to 
polyps,  multiple  familial  polyposis,  and  the  mode 
of  spread  by  cancer  by  lymphatic  and  direct 
extension  to  adjacent  structures. 

The  familial  type  of  multiple  polyposis  is  es- 
sentially a malignant  disease  of  the  colon  which 
in  most  instances  must  be  treated  by  a total 
colectomy.  Only  when  the  disease  occurs  in 
early  childhood  should  one  entertain  the  spar- 
ing of  the  colon  until  the  child  is  15  to  16  years 
old,  because  cancer  seldom  develops  before  the 
age  of  16.  Total  colectomy  would  have  a pro- 
found effect  on  the  physical  development  of  the 
growing  child. 

EARLY  DIAGNOSIS  POSSIBLE 

1.  By  digital  and  anoscooic  examination.  . . .45% 

2.  Sigmoidoscopic  examination,  additional . 30% 

Total  75% 

Single  polyps,  sessile  or  pedunculated,  often 
cause  difficuluty  in  the  proper  differentiation  of 
benign  from  malignant  growths.  The  micro- 
scopic pattern  of  these  polyps  is  often  such  that 
the  pathologist  cannot  state  definitely  whether 
they  are  benign  or  malignan.  The  differentia- 
tion between  malignant  and  benign  polyps  is 
often  made  by  gross  inspection  in  situ.  Thus, 
the  burden  of  responsibility  for  radical  or  minor 
surgery  is  placed  almost  entirely  on  the  judg- 
ment of  the  surgeon. 

Cancer  of  the  large  bowel  and  rectum  spreads 
rather  frequently  by  lymphatics,  by  infiltration 
to  adjacent  structures,  and  by  distant  metastases 
to  the  liver. 


U(bt  Haalcolactoay  tor  c&relnona  of  tbu 
Oocua  arv4  Aucendlng  Colon.  For  Cancer 
of  tha  Kapatlc  Flexure  a larger  eegnent 
of  the  Tranteerea  Colon  ehoula  be  reao*e4. 


xhaded  are*  represents  the 
eaount  of  bowel  removed  for  Cancer 
of  the  Ironeverse  Colon.  The  elMle 
Colic  Artery  1*  teoledeO. 

Upon  the  evaluation  of  tins  knowledge  rests 
our  present  day  concept  of  the  surgical  manage- 
ment of  cancer  of  the  colon  and  rectum.  The 
lymph  nodes  draining  the  various  areas  of  the 
large  bowel  are  situated  along  the  arcades  of 
the  colonic  vessels.  Therefore,  an  adequate 

cancer  resection  consists  of  the  removal  of  large 
segments  of  the  colon  and  mesocolon  with  the 
associated  artery  removed  at  its  origin  from  the 
superior  mesenteric.  The  inferior  mesenteric 

artery  is  sacrificed  in  the  left  radical  hemicolec- 
tomy. 

Statistical  data  indicate  that  the  best  five-year 
cures  of  cancer  of  the  large  bowel  are  obtained 
when  the  lesion  is  situated  in  the  cecum(4). 
This  location  is  particularly  adaptable  to  a wide 
anatomic  resection.  In  the  usual  resection,  the 
right  colic  and  ileocolic  arteries  are  divided  at 
'.heir  origin  from  the  superior  mesenteric.  A 
segment  of  the  terminal  ileum,  cecum,  ascending 
colon,  and  the  right  half  of  the  transverse  colon 
are  removed  with  the  corresponding  lymph-bear- 
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ing  meso.  The  continuity  of  the  bowel  may  be 
re-established  by  an  end-to-end,  end-to-side,  or 
side-to-side  anastomosis,  depending  upon  the 
training  and  experience  of  the  surugeon.  We 
prefer  an  end-to-end  anastomosis  accomplished 
by  the  open  method.  The  difference  in  the  size 
of  the  lumen  between  the  ileum  and  the  trans- 
verse colon  is  compensated  by  sectioning  the 
ileum  obliquely  at  a 45-degree  angle.  Wangen- 
steen^) prefers  a closed  anastomosis.  We  use 
interrupted  No.  000  silk  for  the  serosal  suture 
and  a continuous  No  000  chromic  for  the  hemo- 
static, mucosal  stitch.  The  V-shaped  defect  in 
the  meso  is  carefully  sutured  on  both  surfaces. 
The  posterior  peritoneum  which  is  opened  in 
dissecting  the  ascending  colon  and  hepatic  flex- 
ure need  not  and  cannot  always  be  peritoneal- 
ized. 

The  lesions  of  the  hepatic  flexure  require  the 
same  type  of  radical  right  hemicolectomy.  The 
carcinomas  of  the  transverse  colon  should  be  re- 
sected by  the  removal  of  the  entire  transverse 
colon  and  the  omentum.  The  malignant  tumors 
of  the  splenic  flexures  present  the  most  discour- 
aging five-year  survival  rate(6).  It  is  strange 
that  most  surgeons  advise  right  hemicolectomy 
for  a right-sided  tumor,  whereas  only  a few 
surgeons  report  truly  radical  resection  of  the 
left  colon.  It  has  been  suggested  that  carcinoma 
of  the  splenic  flexure  and  of  the  descending  colon 
be  treated  by  a left  radical  hemicolectomy  con- 
sisting of  the  resection  of  the  flexure,  part  of  the 
transverse  colon,  and  descending  colon,  down  to 
the  sigmoid  (7,  8,  9).  To  this  we  wish  to  add 
that  in  some  cases  splenectomy  may  remove  in- 
volved lymph-bearing  areas.  The  bowel  con- 
tinuity is  re-established  by  an  end-to-end  anas- 
tomosis between  the  transverse  and  sigmoid 
colons.  The  well  prepared  and  decompressed 
bowel  will  seldom  need  a proximal  colostomy  as 
an  insurance  for  the  safe  healing  of  the  anastom- 
osis. A primary  anastomosis  shoud  be  made 
only  when  the  blood  supply  of  the  bowel  is  ade- 
quate, when  there  is  no  tissue  soiling,  and  no 
tension  on  the  anastomotic  line.  Meticulous 
serosa-to-serosa  approximation  is  essential. 

Carcinomas  situated  at  or  below  the  peri- 
toneal reflexion  can  only  be  adequately  treated 
by  a combined  abdomino-perineal  resection. 
Since  an  anastomosis  below  the  peritoneal  re- 
flexion presents  serious  ’ethnical  difficulties,  it 
is  only  natural  that  adequancy  of  cancer  resec- 
tion is  often  sacrificed  for  the  safe  accomplish- 


Left  Hemicolectomy  for  Canoer  Of  tfci 
Splenio  Plaxure  and  Ascending  Oslo*. 
For  malignancies  at  or  Just  above  tfm 
Peritoneal  fte  flea  Lon , the  rtiNilM 
la  carried  further  doenuarC. 


End  t,  end  anastomosis 


ment  of  the  anastomosis. 

In  the  dissection  of  the  rectosigmoid  contain 
ing  a carcinoma  some  malignant  cells  of  neces- 
sity are  broken  off  and  become  adherent  to  the 
mucosa  below  the  major  tumor  mass.  It  seems 
plausible  that  implantation  may  take  place.  This 
phenomenon  was  observed  in  three  of  our  pa- 
tients who  developed  recurrences  at  or  just  below 
the  line  of  anastomosis.  Garlock  and  Ginsberg 
( 10 ) reported  41  per  cent  recurrence  at  the  anas- 
tomotic line  in  cases  where  the  tumor  was  lo- 
cated 12%  centimeters  or  less  from  the  anus,  and 
only  10  per  cent  recurrence  for  tumors  situated 
higher  than  this  level. 

The  low  anastomosis,  the  “pull  through,”  and 
other  sphincter  saving  operations  should  be  re- 
served for  patients  with  a locally  resectable  le- 
sion complicated  by  palpable,  but  of  course  not 
overwhelming,  hepatic  metastases.  The  reason 
for  doing  any  kind  of  section  at  all  on  these  pa- 
tients is  twofold:  first,  there  is  enough  evidence 
in  our  own  cases  that  many  patients  may  survive 
2 to  5 years  after  such  a resection,  even  though 
they  had  undisputed  evidence  of  hepatic  metas- 
tases at  surgery;  secondlv,  cancer  of  the  recto- 
sigmoid and  rectum  develops  most  unpleasant 
complications  of  uncontrollable  pain,  bleeding, 
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tenesmus,  and  the  possibility  of  perforation  into 
the  urinary  bladder,  none  of  which  can  be  re- 
lieved by  a simple  colostomy. 

There  is,  then,  a definite  place  for  the  various 
types  of  sphincter-saving  operation.  In  the 
final  analysis  the  surgeon  must  fit  the  operation 
to  the  individual  needs  of  the  patient.  We  are 
certain  that  senile  patients  with  a limited  span 
of  life,  or  those  in  whom  colostomy  would  create 
physical  or  psychic  incompatibilities,  might  be 
better  served  by  a spincter-saving  operation. 

There  is  no  doubt  that  good  pre-operative 
care  directed  toward  a thorough  cleansing  of  the 
bowel,  the  correction  of  rluid,  mineral,  and  pro- 
tein deficiencies,  have  led  to  a welcome  reduc- 
tion of  surgical  mortality.  A typical  pre-opera- 
tive plan  should  include  the  following: 

1.  Low  residue,  high  protein,  high  carbohy- 
drate diet. 

2.  Vitamin  B and  Ascorbic  Acid. 

3.  Admission  to  hospital  at  least  3 days  be- 
fore surgery. 

4.  Sulfathalidine,  15  grains  6 times  daily  for 
5 days. 

5.  Cleansing  enema  before  administration  of 
Sulfathalidine  is  begun. 

6.  Aureomycin,  500  milligrams  every  6 hours 
for  two  days  before  surgery. 

7.  Vitamin  K,  75  milligrams  once  daily  while 
patient  is  on  antibiotics. 

8.  Cleansing  enema  night  before  surgery. 

9.  Blood  transfusion  started  at  beginning  of 
operation. 

Post-operatively,  the  patient  must  again  be 
kept  in  adequate  fluid,  mineral,  erythrocytic,  and 
protein  balance.  He  must  receive  further  pro- 
tection from  infection  by  the  parenteral  adminis- 
tration of  antibiotics  until  he  is  again  able  to 
take  them  by  mouth.  Even  though  the  merit 
of  early  rising  provokes  some  divergent  opinions, 
it  appears  to  be  a welcome  program  in  an  un- 
eventful convalescence. 

Patients  admitted  to  tlie  hospital  with  an  ob- 
structive carcinoma  of  the  bowel  must  be  decom- 
pressed. Although  an  adequate  decompression 
occurs  spontaneously  in  many  patients,  one  must 
not  hesitate  to  perform  a colostomy  when  con- 
servative measures  fail  to  relieve  the  obstruction. 
The  colostomy  must  be  placed  in  such  a way 
that  the  abdomen  may  again  be  entered  for  a 
successful  execution  of  either  a primary  resec- 
tion or  the  Miles  operation.  A colostomy  in  the 
right  half  of  the  transverse  colon  appears  to  be 


the  best  suited  for  an  obstructing  carcinoma  of 
the  left  colon.  An  obstruction  in  the  rignt 
colon  may  be  relieved  by  the  Miller-Abbott  tube, 
a first-stage  cecostomy,  ileostomy,  or  by  a short- 
circuit  anastomosis  between  the  ileum  and  the 
transverse  colon. 

Carcinoma  of  the  rectum  and  colon  with  ex- 
tension to  adjacent  structures  is  not  a hopeless 
problem.  Radical  surgery  may  be  performed 
if  the  usual  criteria  of  operability  are  followed. 
The  table  presents  examples  of  radical  resection 
of  tumors  and  adjacent  structures: 


Surgical  mortality 

0 

1 year  survival 

91% 

2 year  survival 

75% 

5 year  survival 

25% 

Most  authors  report  50  to  54  per  cent  of  five- 
vear  survivals  as  the  over  all  result  of  surgical 
treatment  of  carcinoma  of  the  colon  and  rec- 
tum (11).  This  corresponds  rather  closely  to  re- 
sults observed  on  our  own  patients. 

Resectability,  however,  varies  greatly  among 
different  surgeons.  Series  from  45  to  93  per 
cent  are  reported.  Garlock  and  Klein  (12)  re- 
ported a resectability  of  66.7  per  cent  on  ward 
patients  and  81.5  per  cent  on  private  patients. 
Allen’s  (13)  series  ran  as  high  as  96  per  cent. 
Our  own  series,  based  on  100  consecutive  cases 
of  all  bowel  and  rectal  carcinomas,  indicates  a 
resectability  rate  of  92  per  cent. 

Most  authors  report  a surgical  mortality  of 
about  5 per  cent.  In  our  cases  we  have  had 
only  1 per  cent  mortality  in  operations  on  the 
large  bowel  whereas  our  mortality  in  abdomino- 
perineal resections  is  6 per  cent. 

Conclusions 

Seventy-five  per  cent  of  carcinomas  of  the 
colon  and  rectum  are  so  situated  that  they  can 
be  readily  diagnosed  by  digital  and  sigmoidos- 
copic  examinations.  The  appreciation  of  this 
simple  knowledge  should  lead  to  improvement 
in  early  diagnosis. 

It  is  generally  agreed  that  carcinoma  of  the 
l ight  colon  is  best  treated  by  radical  right  hemi- 
colectomy. There  is  less  uniformity  of  opinion 
as  to  what  constitutes  an  adequate  resection  of 
cancer  situated  in  the  left  colon  or  rectum. 

The  authors  advocate  wider  resection  of  the 
left  colon  for  sigmoidal  and  splenic  flexure  car- 
cinomas. We  further  advocate  the  one-stage 
combined  abdomino-perineal  resection  for  malig- 
nancies situated  at  or  below  the  peritoneal  re- 
flexion. 
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PT. 

Diagnosis 

Operation  Survival 

B.  C. 

Ga.  of  rectum 

Miles  plus  V2  of  urinary  bladder  3%  yrs.— liver  metastases 

B.  J. 

Rectosigmoid  with 
bladder  fistula 

Anterior  resection  plus  V2  of  bladder  Alive  and  well— 3 years 

A.  K. 

Ga.  of  rectum 

Miles  operation.  Hysterectomy  Alive  and  well— 7 years 

T.  P. 

Ga.  of  rectum 

Miles  operation.  Hysterectomy  Four  years 

A.  G. 

Ca.,  splenic  flexure 

Left  hemicolectomy;  splenectomy  Alive  and  well—1 7%  years 

B.  K. 

Ga.,  hepatic  flexure 

Rt.  hemicolectomv;  partial  gastrectomy;  11  months— metastases 
Partial  pancreatecoduodenectomy 

A.  G. 

Ca.,  splenic  flexure 
with  obstruction 

Colostomy;  left  hemicolectomy;  par-  Alive— 1%  years 
tial  gastrectomv;  partial  pancreatec- 
tomy; partial  left  leaf  of  diaphragm 

McD.  R. 

Ca.,  transverse  colon 

Resection  of  transverse  colon  plus  par-  1 year— liver  metastases 
tial  hepatectomy 

P.  K. 

Ca.,  cecum  and  Ca., 
splenic  flexure 

Rt.  hemicolectomy;  resection  of  splenic  Alive— 12  years 
flexure;  left  hepatic  lobectomy  Alive—  6 years 

D.  J. 

Ca.  of  sigmoid 

Colostomy— anterior  resection  % urin-  Alive— 3 years 
ary  bladder,  part  of  abdominal  wall  has  metastases 

C.  R. 

Ca.,  ascending  colon, 
duodenocolic  fistula 

Rt.  half  of  colon,  partial  stomach,  2V2  years— metastases 

duodenum,  and  pancreas 

K.  J. 

Multiple  polyposis 

Sigmoid  colon,  part  of  abdominal  2 years— metastases 

wall,  primary  anastomosis 
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THE  TREATMENT  OF  SKIN  CANCER 

Kenneth  C.  Sawyer,  M.  D. 

Arthur  R.  Woodburne,  M.  D. 

Denver,  Colorado 


Because  of  accessibility  and  innate  low-grade 
of  malignancy,  carcinoma  of  the  skin  should  be 
the  most  favorable  malignant  neoplasm  to  diag- 
nose, treat,  and  cure.  If  such  tumors  are  un- 
recognized, neglected,  or  treated  inadequately, 
however,  death  is  just  as  certain  and  decisive 
as  it  from  malignancies  having  their  origin 
in  more  vital  organs  of  the  body. 

Fortunately,  the  intensive  program  of  the 
American  Cancer  Society  and  other  educational 
efforts  have  been  of  tremendous  help  in  having 
these  patients  come  to  us  when  lesions  are  small 
and  confined  to  the  skin.  Treatment  now  re- 
sults in  an  infinitely  higher  percentage  of  pei 
manent  cures  than  it  was  possible  to  obtain 
twenty  years  ago. 

Skin  cancer  in  general  is  most  simply  classi- 
fied in  the  three  major  groups: 

1.  Squamous  cell  carcinoma. 

2.  Basal  cell  carcinoma 

3.  Melanoblastoma. 

Squamous  cell  carcinoma  is  a sequel  of  involu- 
tional changes  in  the  squamous  cells  of  the 
epithelium.  Hereditary  factors  are  important. 
The  pink-skinned,  blue-eyed  individual  is  par- 
ticularly predisposed  to  this  type  of  cancerous 
change.  Chemical,  actinic,  and  weathering  ef- 
fects are  frequently  contributory  causes.  One 
typical  example  of  this  type  in  this  region  is 
ihe  Scotch-Irish  rancher  who  worked  out-of- 
doors  all  of  his  life.  His  skin  ages  prema- 
turely, and  horny  keratotic  patches  develop  ovei 
the  dorsal  surface  of  the  hands,  the  lips,  ears 
and  cheeks,  in  other  words,  those  areas  exposed 
to  the  sun  and  weather.  Squamous  cell  car- 
cinomas are  usually  preceded  by  senile  kera- 
toses. The  base  of  the  horny  patch  becomes 
infiltrated  and  later  ulcerates.  A hard  pearly  rim 
forms  about  the  ulcer. 

The  basal  cell  carcinoma  is  characterized  his- 
topathologically  by  uniform  polygonal  basop- 
hilic staining  cells  in  strands  and  groups.  It 
is  thought  that  these  carcinomas  are  usually  mal- 
ignant degenerative  changes  of  accessory  skin 
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structures,  such  as  the  ducts  of  sweat  and 
sebaceous  glands  or  hair  follicles. 

Melanoblastoma  is  a malignant  tumor  of  pig- 
mented naevus  cells.  Many  times  these  tumors 
arise  in  pigmented  moles,  but  naevus  cells  are 
found  in  all  parts  of  the  skin,  so  that  rnelano- 
blastomas  may  arise  in  apparently  normal  skin. 
Hairy  and  pigmented  lesions  are  not  precursors  oi 
melanoblastoma.  The  most  formidable  blemish 
is  the  flat,  pigmented  junctional  naevus  of  the 
sole,  palm,  or  other  areas  subject  to  trauma  from 
occupation  or  clothing. 

The  diagnosis  of  cancer  of  the  skin  is  made 
or  suspected  by  the  gross  appearance  of  the 
lesion.  The  irregular  outline,  everted  edge,  the 
firm  consistency,  and  the  fixed  base  of  a skin 
cancer,  all  serve  to  mark  its  identitfy  at  a very 
early  stage.  Biopsy  from  the  clean  borders  of 
the  lesion  or  excision  of  the  entire  tumor,  with 
microscopic  examination  of  the  excised  tissue,  is 
mandatory  in  any  chronic  skin  lesion. 

There  is  a difference  of  opinion  regarding  the 
most  favorable  method  of  treating  carcinoma  of 
the  skin.  The  application  of  escharotics,  electro- 
coagulation, excision,  and  radiotherapy  all  have 
their  advocates.  These  are  all  acceptable,  pro- 
viding that  the  tumor  is  destroyed  completely 
by  the  method  of  treatment  chosen.  The  mode 
of  treatment  is  of  less  importance  than  the  skill 
of  the  operator  in  its  use.  One  should  bear  in 
mind  that  the  choice  of  the  ideal  method  can 
be  made  only  if  all  forms  of  treatment  are  avail- 
able and  if  the  choice  is  independent  of  any 
vested  interest  in  an  x-ray  machine,  a quan- 
tity of  radium,  or  the  possession  of  the  requisite 
skill  and  courage  to  undertake  major  surgery. 

When  the  control  of  the  disease  can  be  ac- 
complished with  equal  certainty  by  any  of  the 
available  methods,  preference  should  be  given  to 
the  treatment  which  gives  the  most  satisfactory 
cosmetic  result.  (1)  The  location,  amount  of  ex- 
tension, and  history  of  previous  treatment  are 
important  factors  in  selecting  the  therapy  for  the 
particular  tumor  being  considered. 

We  have  hesitated  to  recommend  roentgeno- 
therapy in  the  treatment  of  carcinoma  of  the 
eyelids,  the  skin  of  the  ears  and  nose,  or  any 
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region  contiguous  to  cartilagenous  or  bony  struc- 
tures, because  of  past  experience  with  painful 
chondronecrosis.  Merritt(2),  however,  states 
that  well-filtered  radiations  applied  with  con- 
venient protraction  eliminate  these  untoward 
effects,  while  assuring  the  success  of  this  con- 
servative treatment.  Regato(3),  who  has  had 
extensive  experience  in  treating  skin  cancers, 
believes  that  roentgenotherapy  properly  given 
cannot  be  excelled  in  treating  neoplasms  in  these 
locations.  He  believes,  and  we  agree,  that  roent- 
genotherapy is  actually  contraindicated  in  the 
treatment  of  carcinomas  arising  from  scars. 

Topical  application  of  radium  has  not  been 
effective;  however,  interstitial  implantation  of 
radon  seeds  or  radium  needles  have  been  very 
successful  in  the  hands  of  some.  ( Cole  and 
Driver  ( 4 ) and  Lehmann  and  Pipkin  ( 5 ) ) . 

Lesions  of  the  lip,  vulva,  dorsal  surface  of 
the  hands  are  squamous  cell  in  type,  and  if 
larger  than  2 cm.  in  diameter  or  longer  than 
six  months  duration  should  be  exercised  surgic- 
ally with  lymph  channel  and  lymph  node  re- 
moval. 

Pigmented  naevi,  junctional  naevi  and  any  pig- 
mented spots  which  begin  to  scale  or  show 
tendency  to  grow  in  size  or  thickness  should 
be  widely  excised.  The  excision  should  go  be- 
yond the  border  of  the  lesion  in  all  directions 
at  least  1 cm.  distal  to  any  evidence  of  tumor, 
and  in  larger  neoplasms  to  include  the  deep 
fascia. 

This  report  is  based  upon  our  experience  with 
374  cases  of  skin  cancer:  268  of  these  lesions 
were  less  than  2 cm.  in  diameter  and  showed  no 
evidence  of  local  extension  nor  metastasis  to  re- 
gional or  distant  lymph  nodes.  This  group 
was  treated  by  the  following  technique: 

1.  Local  infiltration  anesthesia. 

2.  Biopsy  of  part  tumor  for  microscopic  study. 

3.  Electrocoagulation  of  all  evident  tumor. 

4.  Curettement  of  the  entire  lesion  with  a 
small  spoon  down  to  normal  tissue.  (Wide  ex- 
perience with  the  dermal  curet  will  allow  the 
operation  to  go  well  beyond  any  gross  tumor). 

5.  Electrocoagulation  of  a few  millimeters  of 
the  surrounding  tissue. 

6.  X-ray  therapy  of  1,000  units,  100  Kv.  P., 
5 M.  A.,  1 mm.  aluminum  filtration  once  a week 
for  three  weeks. 

The  above  combined  therapy  was  originally 
recommended  by  McKee(6)  thirty  years  ago, 
and  it  has  been  in  general  use  by  dermatologists 


since  Elliot  and  Welton(7)  reported  1700  con- 
secutive cases  of  this  type  with  a five-year  cure 
rate  of  97%. 

The  second  group  of  106  cases  of  skin  cancer 
was  treated  by  surgical  excision.  This  group 
consisted  of  23  basal  cell  carcinomas,  69  squam- 
ous cell  carcinomas,  and  14  malignant  melano- 
mas. 23%  of  this  series  had  had  some  type  of 
previous  treatment.  The  procedures  employed 
in  treating  these  cases  were  as  follows: 

1.  Local  excision. 

2.  Local  excision  with  application  of  skin 
graft. 

3.  Excision  with  prophylactic  lymph  node  dis- 
section. 

4.  Excision  with  therapeutic  lymph  node  dis- 
section. 

5.  Amputation. 

The  patients  in  group  1 have  been  followed 
for  four  years.  There  have  been  seven  recur- 
rences and  no  deaths,  which  makes  the  four 
vear  cure  rate  97.4%. 

The  patients  in  group  2 have  been  followed 
for  3 years.  There  have  been  13  recurrences 
and  6 known  deaths  of  which  3 were  patients 
with  melanoblastoma. 

In  this  less  favorable  series  12.26%  of  the  pa- 
tients had  a recurrence  or  extension  of  their 
original  tumor  and  required  subsequent  treat- 
ment. 6 or  5.66%  of  the  patients  died.  The 
curability  rate  in  group  2 was  82.08.% 

SUMMARY 

The  present  day  concepts  of  the  treatment  of 
cancer  of  the  skin  have  been  briefly  discussed. 
The  three  and  four  year  end  results  of  374  cases 
of  skin  cancer  treated  by  electrocoagulation  with 
irradiation  and  by  surgical  excision  have  been 
presented.  The  importance  of  early  diagnosis 
and  complete  destruction  of  the  primary  skin 
cancer  has  been  re-emphasized. 

1839  High  Street. 
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SPOROTRICHOSIS 

(Report  of  a Case) 

KENNETH  C.  BAKER,  M.D  and  J.  T.  MALONE,  M.D. 
Tucson,  Arizona 


Sporotrichosis  has  been  reported  from  all 
countries.  In  North  America,  the  disease  ap- 
pears to  be  more  prevalent  in  the  north  central 
part  of  the  United  States.  However,  isolated 
cases  and  small  series  have  come  from  widely 
scattered  areas  of  the  country.  The  disease  is 
most  often  encountered  in  adults,  although  Fogel 
and  Martin(l)  record  the  infection  in  a girl 
seven  years  old;  and  Foerster(2)  in  a review 
of  148  reported  cases  found  21  instances  in  chil- 
dren between  two  and  twelve  years  of  age. 
Foerster  stressed  the  occupational  nature  of  the 
infection  and  the  importance  of  shrubs  and  soil 
in  its  transmission.  Other  dermatologists  have 
observed  cases  in  florists,  all  of  which  followed 
trauma.  The  single  initial  lesion,  or  sporotricho- 
tic  chancre,  as  described  by  Campbell,  Frost, 
and  Punkett(4),  may  remain  localized  for  some 
time  before  evidence  of  a characteristic  lymph- 
angitis appears,  or  it  may  not  appear  at  all.  To 
my  knowledge,  there  has  been  no  case  reported 
in  Arizona,  although  it  is  common  in  Mexico  and 
not  unusual  in  Texas.  Sporotrichum,  as  the 
dermatologist  ordinarily  sees  it,  is  of  the  lymph- 
atic variety,  beginning  with  the  initial  nodule  or 
ulcer,  usually  on  the  hand  or  other  exposed  parts, 
and  spreads  by  the  lymphatics  with  formation 
of  a string  of  nodules  which  later  separate.  All 
available  evidence  suggests  that  man  acquired 
sporotrichum  from  contact  with  plants,  although 
the  disease  may  be  contacted  from  infected  ani- 
mals or  animals  acting  as  infected  carriers.  This 
patient,  in  question,  was  bitten  by  an  insect  and 
apparently  infected  with  the  disease. 

The  diagnosis  of  sporotrichum  cannot  be  made 
with  certainty  except  by  cultivation  and  identi- 
fication of  the  organism.  The  intradermal  test 
with  sporotrichum  is  usuaully  position,  although 
Smith(3)  has  reported  cases  with  a negative 
sporotrichum  test.  Sporotrichosis  almost  uni- 
formly responds  favorably  to  the  administration 
of  iodine  in  various  forms.  In  this  particuular 
case,  iodines  were  not  advisable  and  gantrisin 
proved  effective. 

REPORT  OF  CASE 

Mr.  J.  H.  R.,  a 33  year  old  white  male,  was 

Note:  Case  reported  at  Clinical  Conference,  Veterans  Adminis- 
tration Hospital,  Tucson,  Arizona,  November,  1950. 


referred  to  the  Dermatology  Clinic  at  the  Veter- 
ans Administration  Hospital,  Tucson,  Arizona, 
on  August  27,  1950,  because  of  a group  of  pus- 
tules over  the  external  malleolus  of  the  left  ulna. 
The  lesions  consisted  of  small  vesicles  and 
pustules,  one  of  which  was  pea-sized  and  the 
remaining  very  superficial  and  smaller.  The  his- 
tory given  was  that  of  an  insect  bite  on  his  wrist 
about  a week  previously,  which  became  red- 
dened, pruritic  and  with  the  appearance  of  a 
pustule.  He  was  treated  by  his  ward  doctor  with 
boric  acid  compresses  and  sulphathiazole  cream 
locally,  with  no  appreciable  improvement.  The 
appearance  of  the  lesion,  when  first  seen,  was 
suggestive  of  a typical  insect  bite  with  folliculitis 
and  secondary  pyoderma  from  scratching.  There 
was  no  evidence  of  lymphangitis  nor  lympha- 
denopathy.  The  treatment  was  changed  from 
sulfathiazole  cream  to  bacitracin  ointment  with 
normal  saline  packs.  He  was  seen  again  in  one 
week  with  some  improvement  noted.  Culture 
and  direct  smear  were  taken  at  that  time  in  order 
to  determine  the  type  of  organism  present.  The 
following  week  the  patient  returned  with  a 
typical  granuloma  of  the  wrist  with  discrete, 
erythematous  nodules  scattered  along  the  flexor 
aspect  of  his  left  arm.  A direct  smear  was  again 
made  and  cultures  taken  for  sporotrichosis  after 
discontinuing  the  local  treatment  for  48  hours. 
The  previous  culture  and  direct  smear  were  ne- 
gative for  any  evidence  of  fungus  infection. 
Sporotrichum  was  grown  on  several  media  when 
the  second  culture  was  taken.  As  the  patient 
had  been  hospitalized  for  chronic  pulmonary 
tuberculosis,  reinfection  type,  with  left  tubercul- 
ous cervical  adenitis,  active,  iodides  were  not 
prescribed  but  gantrisin  ( Hoffman-LaRoche ) 
ordered,  grams  one  q 4 h.  Complete  healing  of 
the  lesions  was  accomnlished,  probably  has- 
tened, by  the  use  of  x-ray  therapy.  As  a lueco- 
penia  developed,  the  dosage  of  the  gantrisin  was 
reduced  to  one  tablet  q 4 h after  a rest  period 
of  several  days.  Repeated  cultures  have  proven 
negative  for  sporotrichosis.  An  interesting  note 
in  this  patient’s  hospital  course  was  that  there 
was  considerable  enlargement  of  the  cervical 
glands  during  the  period  of  the  sporotrichum  in- 
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fection  with  marked  increase  in  tenderness  of 
the  glands. 

COMMENT 

The  purpose  of  this  report  is  to  call  attention 
to  the  fact  that  sporotrichosis  must  be  kept  in 
mind  in  a differential  diagnosis  of  many  indur- 
ant  types  of  lesions,  regardless  of  whether  or 
not  the  usual  clinical  picture  is  present.  This 
particular  case  proved  to  be  the  typical  lymphatic 
variety  (although  early  cultures  taken  did  not 
substantiate  the  diagnosis ) , which  responded 

WHAT  TO  KNOW  ABOUT 

ROBERT  M. 

Professor 

University  of  Toronto  School 

I have  presumed  that  in  giving  me  this  title 
the  program  committee  desired  that  I should 
discuss,  insofar  as  the  time  allotted  will  permit, 
some  of  the  things  that  those  who  are  not 
thoracic  surgeons  should  know  about  modern 
chest  surgery.  This,  it  seems  to  me,  is  con- 
cerned with  the  diagnosis  of  surgical  lesions, 
the  indications  for  operation  and  the  results  that 
may  be  anticipated  without  and  from  surgical 
therapy.  It  involves  only  an  incidental  knowl- 
edge of  technique. 

TRAUMA 

Injuries  to  the  chest  come  under  the  care  of 
every  doctor.  The  management  of  simple  frac- 
tures of  one  or  two  ribs  presents,  as  a rule,  little 
difficulty.  When  multiple  fractures  occur  para- 
doxical movement  of  the  wah  is  permitted  and 
must  be  controlled.  The  most  serious  compli- 
cations result  from  failure  to  clear  secretions. 
This  may  be  related  in  part  to  injury  to  the 
lung  but  is  mainly  due  to  the  paradoxical  move- 
ments of  the  chest  wall  and  the  aggravation  of 
pain  which  coughing  produces.  Excessive  seda- 
tion aggravates  the  problem.  The  pain  should 
be  controlled  by  blocking  the  intercostal  nerves 
posterior  to  the  fractures  with  novocaine,  if  nec- 
essary, repeatedly.  If  the  airway  cannot  be 
cleared  by  coughing,  tube  aspiration  or  bron- 
choscopic  suction  must  be  employed.  Such  pa- 
tients should,  in  my  opinion,  be  nursed  flat  or 
preferably  with  the  head  low  and  not  in  the 
Fowler’s  position.  It  is  illogical  to  ask  them  to 
raise  material  against  gravity  Failure  to  clear 
secretions  may  result  in  death  from  anoxia,  ate- 
lectasis, pneumonia  and,  at  a later  date,  lung 

Read  before  Physicians  Chest  Disease  Symposium,  Los  An- 
geles, California,  January,  1950. 


to  sulfonamide  therapy  instead  of  the  usual 
iodides. 
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MODERN  CHEST  SURGERY 

JANES,  M.D. 

of  Surgery 

of  Medicine,  Toronto,  Canada 

abscess  or  bronchiectasis. 

Spontaneous  or  traumatic  pneumothorax  par- 
ticularly if  it  be  of  the  pressure  variety  be- 
cause of  a valve-like  opening  must  be  recognized 
and  treated  promptly.  It  is  relieved  easily  by 
syphon  drainage  under  water.  It  is  a not  un- 
common complication  of  other  severe  injuries 
such  as  find  their  way  to  neuro-surgical  and 
orthopaedic  services.  Everyone  responsible  for 
the  care  of  injured  people  should  be  familiar 
with  the  picture  it  presents. 

Haemothorax  may  require  early  aspiration  for 
the  relief  of  pressure  but  should,  at  any  rate, 
be  aspirated  after  24  hours.  The  first  aspiration 
should  not  necessarily  be  complete  but  by  the 
end  of  a few  days  the  blood  should  all  be  re- 
moved. Aspiration  is  possible  in  the  majority 
of  cases.  In  a small  proportion  clotting  occurs 
early  and  complete  aspiration  is  impossible.  Such 
clotted  haemothoraces  should  be  operated  upon. 
It  is  true  that  small  haemothoraces  may  be  ab- 
sorbed entirely  with  no  permanent  disability  but 
extensive  ones  result  in  permanent  limitation  of 
chest  wall  and  diaphragm  movement  and  serious 
curtailment  of  respiratory  reserve.  The  fear  of 
infection  through  aspiration  is  not  well  found- 
ed. Carefully  controlled  breathing  exercises 
during  the  period  of  recovery  are  very  impor- 
tant. When  serious  bleeding  into  the  chest 
continues  it  is  much  more  likely  to  be  coming 
from  a systemic  than  a pulmonary  vessel.  The 
pressure  within  the  pulmonary  circulation  is  so 
low  that  with  retraction  of  injured  lung  clotting 
occurs  readily  unless  a major  vessel  be  torn. 
Presistent  bleeding  demands  thoractomy.  If  a 
tear  in  the  wall  of  a bronchus  is  recognized,  the 
chest  should  be  opened  and  the  opening  closed. 
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Should  such  a patient  recover  without  operation 
complete  atelectasis  of  the  lung,  stricture  of  tne 
bronchus  and  usually  chronic  empyema  result. 
Cure  can  be  accomplished  only  by  pneumonec- 
tomy and  complete  thoracoplasty. 

EMPYEMA 

An  important  change  nas  taken  place  in  the 
treatment  of  empyema.  In  the  pre-antibiotic 
days  there  was  no  need  to  hurry  the  aspiration 
of  pleural  fluid  in  cases  of  pneumonia  unless 
by  its  volume  it  was  interfering  with  ventilation 
or  contributing  to  the  toxicity  of  the  patient. 
Today  pleural  fluid  should  be  cultured  and  if 
organisms  are  encountered  their  sensitivity  to 
antibiotics  should  be  determined  in  order  that 
the  appropriate  antibiotic  may  be  employed. 
Early  and  repeated  aspiration  with  the  instilla- 
tion of  suitable  antibiotics  cures  most  empyemas 
today.  The  aspiration  should  be  as  complete 
as  possible  and  under  no  circumstance  should 
air  be  allowed  to  enter  and  permit  separation  of 
the  pleural  surfaces.  Incomplete  aspiration  and 
the  production  of  a pyopneumothorax  is  likely 
to  result  in  failure  of  the  method  and  necessitate 
surgical  drainage.  Spontaneous  pyopneumo- 
thorax that  results  from  rupture  of  a major  lung 
abscess  and  is  due  to  mixed  infection  has  not 
been  cured  by  aspiration  and  antibiotics  in  the 
past  and  has  required  early  drainage.  Recent 
experience  suggests  that  aureomycin  may  con- 
trol some  of  these  cases.  Unlike  penicillin  it 
would  appear  to  enter  the  pleural  space  in 
therapeutic  concentrations  when  administered 
systemically. 

LUNG  ABSCESS 

There  seems  little  doubt  that  the  incidence 
of  lung  abscess  in  all  clinics  has  been  reduced 
by  the  prompt  use  of  antibiotics,  especially  peni- 
cillin, in  the  early  stages  of  pneumonitis,  Anti- 
biotics appear  to  have  been  of  definite  value  in 
the  treatment  of  well  formed  abscesses.  We 
have  had  a feeling  recently,  however,  that 
early  optimism  in  regard  to  the  percentage  of 
cures  that  we  were  obtaining  may  not  have 
been  justified.  There  has  been  a recent  flood 
of  cases  that  had  gone  on  to  chronicity  that 
could  be  treated  only  by  lobectomy  or  pneu- 
monectomy. Patients  with  abscess  of  the  lung 
that  are  not  responding  promptly  to  antibiotic 
therapy  and  the  usual  so-called  medical  treat 
ment  should  be  seen  in  consultation  by  a sur- 
geon. One  should  be  aware  that  recession  of 
fever,  lessened  pulse  rate  and  increased  sense 


of  well-being  do  not  mean  necessarily  that 
spontaneous  recovery  is  going  to  take  place. 
The  clinical  evidence  of  improvement  must  be 
supported  by  radiological  evidence. 

BRONCHIECTASIS 

The  physician  should  be  aware  of  the  gloomy 
prognosis  in  cases  of  bronchiectasis  that  are  not 
or  cannot  be  operated  upon.  I have  a feeling 
that  this  is  not  so  bad  since  penicillin  has  become 
available  for  the  treatment  of  pneumonic  epi- 
sodes particularly  if  postural  drainage  be  car- 
ried out  conscientiously.  The  results  of  surgery 
in  disease  sufficiently  localized  for  surgical  re- 
moval are,  however,  so  brilliant  that  there  should 
be  no  hesitation  about  advising  operation.  The 
physician  who  fails  to  advise  operation  in  suit- 
able cases  is,  I believe,  negligent.  The  mortality 
in  unilateral  lobectomy  for  bronchiectasis  should 
not  exceed  two  per  cent.  For  bilateral  cases  it 
will  remain  considerably  higher.  The  propor- 
tion of  lung  that  can  be  removed  without  serious 
late  disability  has  not  as  yet  been  decided.  One 
must  emphasize  that  bronchiectasis  cannot  be 
excluded  by  physical  examination  and  plain  chest 
films.  Bronchograms  must  be  done  and  these 
must  be  complete.  Cure  depends  entirely  upon 
removal  of  all  diseased  bronchi.  Many  adults 
are  still  presenting  themselves  for  treatment  of 
disease  which  dates  from  infancy  or  childhood. 
This  will,  I hope,  be  corrected  in  the  future. 
Bronchiectasis  interferes  seriously  with  physical 
and  mental  development.  Even  very  young 
children  withstand  operation  well.  Dr.  Wilkin- 
son of  the  Hospital  for  Sick  Children,  Toronto, 
has  done  70  lobectomies,  10%  of  which  were  for 
bilateral  disease,  in  children  from  2 to  14  years 
of  age  without  a death  and  9 pneumonectomies 
with  2 deaths  during  the  past  5 years.  One  death 
was  due  to  a technical  error  and  could  have  been 
avoided,  the  other  was  from  secondary  haemorr- 
hage on  the  37th  day.  In  the  future,  many  pa- 
tients who  are  allowed  today  to  reach  adult 
vears  before  operation  will,  I hope,  be  cured  in 
childhood. 

TUBERCULOSIS 

The  practitioner  is  unlikely  to  have  much 
direct  relation  to  the  surgical  treatment  of 
tuberculosis  since  most  tuberculous  patients  are 
housed  and  treated  in  special  institutions.  He 
should  be  familiar,  however,  with  what  can  be 
accomplished  by  surgery  since  patients  and  their 
relatives  will  usually  seek  his  advice  before  sub- 
mitting to  operation.  He  should  know  that 
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relapse  of  apparently  arrested  disease  is  fre- 
quent and  that  a high  proportion  of  these  re- 
lapses can  be  prevented  by  collapse  therapy. 
In  the  past  many  patients  have  been  advised 
against  submitting  to  surgery  because  of  a belief 
that  operative  treatment  was  unlikely  to  be  suc- 
cessful and  certain  to  produce  much  disability. 
One  should  not  accept  responsibility  for  such 
advice  unless  he  is  familiar  with  what  has  been 
and  is  being  accomplished.  The  death  rate  from 
tuberculosis  in  the  Province  of  Ontario  reached 
a new  low  of  19.2  per  100,000  population  in  the 
year  1948,  in  1947  it  was  24.9  per  100,000.  It 
had  decreased  only  2 per  100,000  in  the  previous 
9 years.  This  sudden  decrease  of  20%  in  mortal- 
ity figures  is  probably  attributable  to  three  fac- 
tors, early  diagnosis  for  which  routine  x-ray  sur- 
veys must  be  given  much  credit,  the  fact  that 
streptomycin  was  made  available  by  the  provin- 
cial government  for  all  oatients  who  might  be 
benefited  by  it,  and  the  wider  application  of 
surgical  therapy.  One  may  say  safely  that  few 
fields  of  surgical  endeavour  are  more  gratifying 
to  the  surgeon  than  the  surgical  treatment  of 
pulmonary  tuberculuosis. 

TUMORS  OF  THE  CHEST  WALL 
AND  CHEST 

Tumours  of  the  chest  wall,  apart  from  those 
originating  in  the  breast,  are  uncommon.  Any 
soft  tissue  tumour  may,  of  course,  occur.  The 
most  interesting  group  is  that  arising  from  the 
ribs.  Their  pathology  is  that  of  bone  tumours 
in  general.  They  may  be  primary  or  secondary 
in  nature.  The  latter  need  not  concern  us  other 
than  to  realize  that  the  ribs  are  frequently  the 
site  of  blood  borne  metastases.  The  important 
thing  to  remember  about  primary  tumours  is  that 
they  should  be  removed  when  discovered 
whether  that  be  accidentally  in  an  x-ray  film 
taken  for  another  purpose  or  through  the  pres- 
ence of  a palpable  tumour.  Those  that  are  not 
malignant  have  a tendency  to  undergo  malig- 
nant change.  If  removed  adequately  they  are 
cured  in  a high  proportion  of  cases  but  inade- 
quate primary  removal  is  apt  to  end  in  dis- 
aster. Adequate  removal  involves  opening  the 
chest  and  operation  should  be  undertaken,  there- 
fore, by  one  familiar  with  chest  problems  and 
with  adequate  facilities. 

The  majority  of  tumours  within  the  chest 
apart  from  those  arising  from  the  lungs  and 
bronchi,  are  mediastinal  in  origin.  There  is 
such  a variety  of  these  that  one  could  not  hope 


to  discuss  them  in  a presentation  such  as  this. 
Perhaps  I may  be  excused  for  reminding  you 
that  lesions  of  the  oesophagus  can  be  confused 
readily  with  tumours  and  that  in  case  of  doubt  a 
barium  examination  should  be  done,  that  an 
aortic  aneurysm  or  even  an  elongated  asorta  may 
not  be  easy  to  differentiate  and  that  in  the  lower 
chest  oesophageal  hiatus  herniae,  herniae  thru 
the  space  of  Morgagni  and  even  irregularities  of 
the  liver  have  led  to  errors  in  diagnosis.  Tum- 
ours of  the  mediastinum  show  a marked  ten- 
dency to  malignant  degeneration;  with  increase 
in  size  their  removal  becomes  more  difficult  and 
more  hazardous.  Benign  growths  and  cysts,  with 
the  possible  exception  of  those  that  have  attain- 
ed great  size,  can  be  removed  with  a negligible 
mortality  and  their  removal  should  be  advised 
routinely.  Trial  doses  of  roentgen  therapy  are 
indicated  when  the  x-ray  picture  is  frankly  that 
of  lymph  node  involvement  or  when  the  mass 
is  pretty  obviously  not  amenable  to  surgery.  All 
other  lesions  should  be  operated  upon.  Thor- 
acotomy has  now  become  as  safe  as  laparotomy 
in  proper  hands. 

CANCER  OF  THE  LUNG 

I will  not  attempt  to  add  to  what  I have  said 
already  in  this  regard. 

OESOPHAGUS 

One  cannot  hope  to  do  more  than  mention  a 
few  of  the  lesions  affecting  this  struction.  The 
most  interesting  recent  work  is  that  upon  the 
oesophageal  atresias.  The  practitioner  should 
know  that  a new  born  infant  who  coughs,  re- 
gurgitates and  becomes  cvanosed  on  attempting 
to  take  food  probably  has  one  of  the  forms  of 
atresia.  The  diagnosis  can  be  confirmed,  as  a 
rule,  by  attempting  to  pass  a small  rubber  cathe- 
ter and  taking  a flat  plate  of  the  chest  and 
abdomen.  A very  small  amount  of  lipiodol  may 
be  injected  through  the  catheter  but  barium 
should  not  be  used  since  it  will  pass  directly  or 
be  aspirated  into  the  lungs,  produce  broncho- 
pneumonia and  make  recovery  of  the  infant 
unlikely.  Chiefly  because  of  the  work  of  the 
Boston  and  Ann  Arbor  groups  these  infants  now 
have  a chance  for  recovery  if  the  diagnosis  is 
made  immediately  and  the  infant  is  referred  at 
once  to  a proper  centre. 

Great  advances  have  been  made  in  recent 
years  in  the  technical  aspects  of  surgery  of  the 
oesophagus.  The  majority  of  benign  lesions  such 
as  diverticula,  strictures  and  cardiospasm  are 
amenable  to  survery.  The  long  term  results 
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of  operation  for  cancer  are  still  discouraging. 
This  is  due  mainly  to  the  lateness  of  diagnosis. 
It  is  unfortunate  that  so  many  of  them  do  not 
produce  symptoms  that  bring  the  patient  to  the 
doctor  before  local  extension  or  metastases  have 
made  cure  impossible.  Improvement  in  the 
results  that  are  being  obtained  should  follow 
education  of  patients  to  an  awareness  of  the 
importance  of  early  symptoms  and  immediate 
investigation  of  these  symptoms.  The  barium 
examination  when  doubtful,  should  be  supple- 
mented by  oesophagoscopy.  This  procedure  was 
undertaken  formerly  with  trepidation  because  of 
the  frequency  with  which  complications  occurred 
but  in  skilled  hands  these  need  not  be  feared 
unduly. 

The  increasing  realization  that  partial  gastrec- 
tomy is  inadequate  for  many  cancers  of  the  stom- 
ach is  bringing  these  cases  into  the  field  of  thor- 
acic surgery  or  at  least  under  the  care  of  the 
surgeons  familiar  with  the  transthoracic  and 
thoracoabdominal  approach. 

CARDIOVASCULAR 

The  great  strides  that  nave  been  made  in  intra- 
thoracic  cardiovascular  surgery  are,  I am  sure, 
familiar  to  all  of  you.  Treatment  of  patent 
ductus  arteriosus  and  of  coarctation  of  the  aorta 
has  now  been  established.  The  shunt  operations 
of  Blalock  and  Potts  offer  palliation,  at  least,  to 
many  children  with  the  Tetralogy  of  Fallot.  Ar- 


MASSACHUSETTS GENERAL 
HOSPITAL  CASE  NO.  28112 


The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


First  Admission:  A seventy-five-year-old  Ger- 

man-American  retired  store  owner  was  admitted 
to  the  hospital  because  of  weakness. 

He  was  in  good  health  until  four  months  be- 
fore entry,  when  there  was  gradual  onset  of 
weakness,  dyspnea  and  a sense  of  pressure  in 
the  chest  on  effort.  He  had  a little  palpitation, 
but  no  pain  or  orthopnea.  His  appetite  was 


teriovenous  fistulae  in  the  lung  can  be  recog- 
nized with  certainty  and  treated  by  local  resec- 
tion of  the  area  or  by  lobectomy.  Real  progress 
in  intracardiac  surgery  awaits,  in  my  opinion, 
the  development  of  a technique  by  which  the 
bloodless  heart  can  be  produced.  The  work  of 
Gibbon  of  Philadelphia  and  Crafoord  of  Stock- 
holm and  more  recently  of  Jongbloed  of  Utrehct 
is  of  great  interest.  Mustard  and  Chute  have 
been  working  for  some  time  in  our  laboratories 
on  a technique  very  similar  to  Jonglboed’s. 
Bigelow  has  been  working  for  the  past  three 
years  on  hypothermia  in  the  hope  that  the  tem- 
peratures of  warm  blooded  mammals  may  be 
reduced  to  a point  at  which  they  resemble  the 
poikilotherm  (hibernating  animal).  In  their 
hypothermic  state  the  oxygen  requirements  of 
the  tissues  are  so  low  that  it  may  be  possible 
to  deprive  the  brain  of  circulation  for  a suffi- 
cient time  to  permit  of  intracardiac  procedures. 
The  work  is  of  great  interest.  A preliminary 
publication  will  appear  in  the  near  future. 

I have  presented  in  a somewhat  rambling 
fashion,  I fear,  some  of  the  accomplishments  of 
thoracic  surgery  that  should  be  known  to  every 
practitioner  of  medicine.  We  are  on  the  verge, 
I am  sure,  of  further  technical  advances  in  the 
field  of  cardiac  surgery.  In  the  main,  future 
progress  in  this  as  in  all  other  branches  of  sur- 
gery, will  depend,  without  doubt,  on  increase  in 
fundamental  knowledge. 


fair  until  three  days  before  entry,  when  he  ex- 
perienced some  eructation  and  some  diarrhea, 
with  cramps.  There  were  no  other  gastrointes- 
tinal symptoms. 

The  family  history  was  irrelevant.  The  pa- 
tient had  been  admitted  to  the  hospital  two  and 
a half  years  earlier  because  of  a tender  mass 
beneath  the  left  nipple.  A simple  mastectomy 
was  performed,  a biopsy  showing  chronic  cystic 
mastitis.  At  that  time,  examination  of  the  blood 
showed  a red-cell  count  of  2,600,000  with  65  per 
cent  hemoglobin.  Since  this  admission,  the  pa- 
tient had  lost  about  30  pounds  in  weight. 

On  examination,  the  patient  appeared  pale  and 
emaciated.  His  tongue  was  neither  smooth  nor 
red.  The  fingernails  were  flat,  with  longitudinal 
ridges.  The  veins  over  the  costal  margins  and 
upper  thorax  appeared  quite  prominent.  The 
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lungs  were  normal.  The  heart  was  of  normal 
size,  with  a faint  systolic  murmur  at  both  base 
and  apex.  The  abdomen  was  normal,  except 
for  bilateral  inguinal  hernias.  Vibration  sense 
and  position  sense  were  present,  but  diminished 
in  the  feet. 

The  temperature,  pulse  and  respirations  were 
normal.  The  blood  pressure  was  145  systolic, 
50  diastolic. 

Examination  of  the  blood  showed  a white- 
cell count  of  4400  with  36%  polymorphonuclears 
and  64  per  cent  lymphocytes,  and  a red-cell 
count  of  1,910  000  with  45  per  cent  hemoglobin 
and  a color  index  of  1.28.  The  cell  volume  was 
20.7  per  cent,  with  a volume  index  of  1.28.  The 
red  cells  showed  macrocytosis;  there  was  a reti- 
culocytosis  of  0.6  per  cent.  The  blood  Hinton 
reaction  was  negative.  The  TakataAra  and  for- 
molgel  reactions  were  negative.  The  serum  pro- 
tein was  5.8  gm.  per  100  cc.  The  van  den  Bergh 
reaction  was  normal.  1’he  bromsulfalein  test 
showed  normal  excretion  of  dye. 

Examination  of  the  urine  at  admission  showed 
a one  plus  test  for  albumin,  and  200  red  blood 
cells  per  high-power  field  in  the  sediment.  A 
few  colonies  of  Staphylococcus  albus  were  ob- 
tained on  culture;  four  subsequent  studies  of  the 
urine  showed  17  to  25,  10  to  15,  0 and  0 red 
blood  cells,  respectively.  Examination  of  the 
stools  was  negative.  Examination  of  the  stomach 
contents  showed  no  free  acid  after  histamine. 

Roentgenographic  examination  of  the  esopha- 
gus, stomach  and  duodenum  was  negative.  An 
intravenous  pyelogram  showed  good  excretion  of 
dye  and  normal  pelves,  but  the  calyxes  were  ob- 
scured by  intestinal  shadows. 

The  patient  was  treated  with  six  successive  ex- 
perimental liver  extract  fractions  over  a period 
of  three  months,  with  only  minimal  improve- 
ment in  the  blood  picture.  There  was  some  re- 
lief of  the  weakness,  however.  At  discharge, 
examination  of  the  blood  showed  a red-cell 
count  of  2,940,000  with  71  per  cent  hemoglobin, 
33.6  per  cent  cell  volume  and  1.8  per  cent  reticu- 
locytes. 

Final  admission  (one  and  a half  years  later): 
The  patient  was  followed  in  the  out-patient  de- 
partment and  was  given  the  usual  course  of  in- 
tramuscular treatment  with  a standard  commer- 
cial liver  extract.  Roentgenologic  examina- 
tion of  the  upper  gastrointestinal  tract  was  nega- 
tive on  two  occasions.  The  red-cell  count  rang- 
ed between  3,000.000  and  4,400,000,  until  a few 


months  before  re-entry,  when  it  slowly  fell  to 
2,400,000  despite  maintenance  of  regular  liver 
extract.  One  week  before  re-entry,  the  patient 
became  quite  weak  and  drowsy,  and  yet  was 
unable  to  sleep.  He  also  developed  increasing 
dyspnea  on  exertion,  anorexia  and  nausea,  and 
complained  of  a “brown  taste”  in  his  mouth. 

On  re-examination,  he  appeared  pale,  but 
well  nourished.  There  was  frequent  stuttering, 
and  nervous  twitching.  The  lungs  seemed  em- 
physematous, with  fine  inspiratory  rales  at  the 
right  base  posteriorly.  The  heart  was  of  normal 
size,  with  a loud  systolic  murmur  over  the  pie- 
cordium.  The  veins  over  the  upper  thorax  were 
dilated.  There  was  pitting  edema  of  the  legs. 
The  abdomen  appeared  as  before.  The  reflexes 
were  hyperactive,  with  a questionable  Chvostek 
sign.  Vibration  sense  was  slightly  diminished 
in  the  lower  extremities. 

The  temperature  was  98  degrees  F.,  the  pulse 
75,  and  the  respirations  25.  The  blood  pres- 
sure was  190  systolic,  90  diastolic. 

Examination  of  the  blood  showed  a white-cell 
count  of  9200  with  67  per  cent  polymorphonu- 
clears, and  a red-cell  count  of  2,940,000  with  8 
gm.  hemoglobin,  28  per  cent  cell  volume,  a 
color  index  of  0.78,  0 per  cent  reticulocytes,  and 
numerous  macrocytes.  The  nonprotein  nitro- 
gen was  138  mg.  per  100  cc. 

Examination  of  the  urine  showed  a four  plus 
test  for  albumin  and  a sediment  with  10  red 
cells,  2 or  3 white  cells  and  a few  finely  granular 
casts  per  high-power  field. 

A roentgenogram  of  the  chest  showed  a pic- 
ture consistent  with  pulmonary  edema  on  the 
right  side. 

The  patient  received  supportive  treatment,  but 
failed  rapidly.  On  the  third  hospital  day,  the 
temperature  rose  to  101  degrees  F.,  the  pulse 
to  102  and  the  respirations  to  35.  The  patient 
expired,  apparently  in  uremia. 

DR.  JAMES  FILLMORE 

At  the  outset  of  this  week’s  discussion  I was 
inclined  to  believe  this  seventy-six  year  old  man 
had  pernicious  anemia  for  which  he  was  treated 
intermittently  over  a oeriod  of  three  years. 
However,  there  was,  no  doubt  a considerable 
question  concerning  the  diagnosis.  He  had  re- 
peated studies  including  x-ray  studies  of  the 
G.I.  tract.  He  was  given  six  “therapeutic  trials” 
which  suggested  doubt  in  the  minds  of  those 
attending  this  patient  during  his  entire  period 
of  observation.  It  seemed  the  most  likely  diag- 
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nosis  was  pernicious  anemia  and  it  was  so 
strongly  thought  to  be  such  that  these  six  suc- 
cessive experimental  liver  extract  fractions  were 
given  over  a period  of  three  months.  I sup- 
pose this  means  therapeutic  tests  for  pernicious 
anemia.  I believe  that  it  would  be  well  to  re- 
view what  the  therapeutic  tests  entail.  Some 
patients,  in  the  early  stage  of  the  disorder,  fail 
to  present  all  of  the  usual  manifestations  of  per- 
nicious anemia  and  since  it  is  of  the  most  im- 
portance to  initiate  treatment  early  in  order  to 
prevent,  in  a doubtful  case,  the  development  of 
irreparable  damage  to  the  nervous  system,  a 
therapeutic  test  is  done.  In  this  case  the  com- 
mon procedure  is  to  examine  the  blood  daily 
for  three  or  four  days  naying  particular  atten- 
tion to  the  number  of  leticulocytes.  If  these 
remain  at  a relatively  constant  level  fifty  USP 
units  of  injectable  liver  extract  or  fifty  micro- 
grams of  vitamin  B-12  are  administered  on  the 
fourth  or  fifth  day  in  a single  intramuscular  in- 
jection or  ten  USP  units  of  liver  extract  or  ten 
micrograms  of  Vitamin  B-12  may  be  injected 
daily  for  five  days  as  an  alternative  procedure. 
The  reticulocytes  are  carefully  enumerated  daily 
and  complete  blood  values  obtained  every  other 
day  for  a period  of  ten  days.  Barring  compli- 
cations such  as  azotemia  of  a severe  degree  or 
marked  febrile  sepsis,  patients  with  true  perni- 
cious anemia  whose  initial  red  blood  cell  level 
is  3.5  million  or  lower  will  show  a characteristic 
reticulocyte  and  red  blood  cell  response.  The 
reticulocytes  begin  to  rise  between  48  and  46 
hours  after  the  initiation  of  treatment.  They 
reach  a peak  on  the  fifth  to  tenth  day  and  then 
subside  slowly  to  a low  level  during  the  second 
or  third  week.  At  the  height  of  the  reticulocyte 
response  the  red  cells  and  hemoglobin  commence 
to  rise  and  continue  to  do  so  steadily  until  nor- 
mal values  are  established.  The  rate  of  rise  of 
the  red  cells  and  the  hemoglobin  is  dependent 
on  the  initial  red  cell  values.  The  absence  of  a 
characteristic  response  of  the  reticulocytes  and 
red  cells  in  an  anemic  patient  is  almost  certain 
evidence  barring  the  complications  mentioned 
above  that  the  patient  does  not  have  pernicious 
anemia.  It  is  of  course  of  paramount  impor- 
tance that  no  other  form  of  treatment  for  anemia 
be  administered  while  the  therapeutic  trials  of 
liver  extract  is  under  way.  Our  patient  was 
given  six  successive  experimental  liver  extract 
fractions  in  a three  months  period  at  the  end  of 
which  time  there  was  a total  red  count  of  2,900,- 


000  with  71  per  cent  hemoglobin  and  1.8  per  cent 
reticulocytes.  The  normal  value  for  reticu- 
locytes ranges  from  .5  to  1.5  per  cent.  It  is  ap- 
parent that  this  patient  failed  to  respond  to  a 
therapeutic  test,  as  it  was  repeated,  as  stated,  six 
different  times.  I feel  that  this  is  the  first  valu- 
able point  against  this  man’s  having  pernicious 
anemia.  Another  point  which  I believe  is  against 
pernicious  anemia  is  the  failure  of  this  man  ovei 
his  period  of  observation  to  have  shown  prog- 
ressive neurological  changes  as  I would  expect 
in  a patient  who  did  not  respond,  as  far  as  his 
anemia  was  concerned,  to  adequate  therapy.  The 
vibration  sense  and  position  sense,  on  this  man’s 
first  admission,  were  present  but  diminished  in 
the  feet  and  now  three  years  later  it  is  reported 
that  the  vibration  sense  was  only  slightly  dimin- 
ished in  the  lower  extremities.  I would  expect 
the  neurological  symptoms  to  become  more 
exaggerated  and  progressive  than  is  shown  in 
this  case  if  this  were  a case  of  pernicious  anemia 
which  had  simply  failed  to  respond  to  medical 
therapy.  By  this  time  I would  think  there  should 
be  more  weakness,  numbness  and  tingling  in  the 
extremities,  difficulty  in  walking  and  distur- 
bances in  co-ordination  and  gait.  The  usual 
physical  signs  in  order  of  frequency  are  impaired 
vibratory  sensation,  ataxia,  a positive  Romberg 
sign,  disturbed  position  sense,  plantar  extensor 
response,  spasticity,  diminished  reflexes,  increas- 
ed reflexes,  disturbed  cutaneous  instability  and 
sphincter 'disturbances.  The  majority  of  these 
were  not  complained  of  by  our  patient.  The  re- 
port of  the  stomach  content  on  the  patient’s 
first  admission  showed  no  free  acid  after  hista- 
mine; however  there  was  no  further  report  made 
during  his  second  and  third  admissions  to  the 
hospital.  Gastric  anacidity  is  demonstrable  in 
at  least  99  per  cent  of  the  patients  with  the 
classical  pernicious  anemia.  It  has  been  main- 
tained that  the  presence  of  free  hydrochloric  acid 
in  the  gastric  secretion  is  clear  evidence  against 
the  diagnosis  of  pernicious  anemia,  but  there  are 
other  conditions  in  which  anacidity  is  not  un- 
commonly seen.  About  three  per  cent  of  per- 
fectly healthy  adults  have  no  free  hydrochloric 
acid  in  their  contents,  apparently  as  a normal 
idiosyncrasy.  Carcinoma  of  the  stomach  and 
pernicious  anemia  are  the  two  common  diseases 
in  which  free  hydrochloric  acid  is  not  found  but 
in  cases  of  cachexia  of  any  kind,  cirrhosis  of  the 
liver  or  heart  diseases  with  failing  compensa- 
tion there  may  also  be  an  absence  of  hydrochloric 
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acid.  I think  that  a single  report  of  absence  of 
hydrochloric  acid  should  be  interpreted  witn 
some  care  (and  not  all  in  the  favor  of  per- 
nicious anemia).  The  absence  of  glossitis  is  still 
another  point  against  pernicious  anemia.  It  was 
reported  that  our  patient’s  tongue  was  neither 
smooth  nor  red  and  no  mention  was  made  of 
any  complaint  to  that  effect  by  this  man. 

I should  say  with  the  absence  of  glossitis,  or 
other  significant  gastrointestinal  symptoms  and 
the  absence  of  neural  manifestations  involving 
the  posterior  or  lateral  columns— a macrocytic 
anemia  which  did  not  respond  to  anti  pernicious 
anemia  treatment  it  is  possible  this  man  did 
not  have  pernicious  anemia. 

Now  after  taking  most  of  my  time  tearing 
down  the  evident  diagnosis  what  could  this 
man  have  had? 

There  is  one  quite  rare  problem  which  I would 
like  to  mention  briefly,  because  of  the  mention 
in  the  case  history  of  the  finger  nails  which 
were  flat— with  longitudinal  ridges— in  this  pa- 
tient who  had  a macrocytic  anemia  and  an  ill 
defined  gastrointestinal  complaint  of  anorexia 
and  nausea  and  of  a “brown  taste”  in  his  moulh. 
I would  like  to  suggest  a possible  Plummer- 
Vinson  Syndrome  (dysphagia;  hypochromic  ane- 
mia, glossitis,  anacidity,  splenomegaly  as  may  be 
the  case  in  any  long  standing  anemia,  and 
changes  in  the  finger  nails).  However,  the  ma- 
jority of  these  cases  show  remissions  to  proper 
nutrition  and  iron  therapy. 

Another  interesting  laboratory  report  is  that 
of  the  urine.  On  his  second  admission  at  the 
age  of  seventy-five  he  had  1 plus  albumin,  200 
RBC  per  high  power  field  and  a culture  of 
staph,  albus.  Two  later  urine  reports  revealed 
RBC  of  a lesser  amount  in  the  urine.  The 
final  urinalysis  on  his  admission  showed  a 4 
plus  albumin  with  few  RBC  and  WBC  and  a 
few  granular  casts  per  high  power  field.  It  is 
likely  this  patient  had  at  least  microscopic 
amounts  of  blood  in  the  urine  from  his  first 
reported  urinalysis  to  this  last  admission.  His 
blood  pressure  at  the  time  of  his  first  admission 
was  145/80  and  at  the  time  of  his  last  admis- 
sion the  blood  pressure  was  recorded  as  190/60. 

One  may  hesitate  to  make  a diagnosis  of 
chronic  glomerulonephritis  with  such  a scanty 
urine  study  and  without  a single  report  of  spe- 
cific gravity.  However,  the  continued  albumin- 
uria, 4 plus  on  last  admission,  the  varying  degrees 
of  microscopic  hematuria,  and  the  pitting  edema 


of  the  legs  along  with  the  hypertension  makes  a 
diagnosis  of  glomeruulonephritis  a good  possi- 
bility. As  was  stated  earlier,  in  spite  of  treat- 
ment for  his  anemia,  he  developed  a terminal 
blood  picture  of  2.94  million  RBC,  8 gm.  hemo- 
flobin  with  a color  index  of  0.78  and  many 
macrocytes.  This  blood  picture  is  now  one  of 
hypochromic  anemia  and  the  usual  for  hemo- 
globin formation,  which  in  this  case  was  prob- 
ably due  to  a chronic  hematuria  which  we  know 
he  had  as  far  back  as  three  years  before  his 
death. 

The  terminal  event  in  this  old  German-Amer- 
ican  store  keeper  was  the  development  of  a 
uremia  which  I should  say  was  the  cause  of 
death. 

MY  DIAGNOSIS 

1.  Uremia. 

2.  Chronic  Glomerulonephritis  with  iron  de- 
ficiency anemia  from  chronic  blood  loss. 

3.  Pernicious  anemia? 

W.  WARNER  WATKINS,  M.D.: 

This  case  record  has  some  conflicting  state- 
ments which  need  to  be  reconciled.  Chronolog- 
ically, the  history  starts  two  and  a half  years 
back  when  this  septuagenarian  had  a tumor  of 
the  left  breast  removed.  Biopsy  had  indicated 
this  to  be  a chronic  cystic  mastitis,  but  we  have 
no  information  about  the  final  pathological  re- 
port. However,  we  must  take  the  facts  as  pre- 
sented and  assume  that  this  was  a benign  con- 
dition and  not  significantly  related  to  the  sub- 
sequent developments.  A blood  examination, 
presumably  made  in  connection  with  his  hospi- 
talization, showed  2,600,000  red  cells  and  65% 
hemoglobin,  giving  a color  index  of  1.25.  The 
failure  to  follow  up  this  finding  is  what  makes 
me  think  this  was  a routine  entrance  examina- 
tion to  a hospital,  because  the  doctors  in  charge 
of  patients  usually  pay  too  little  attention  to 
these.  At  all  events  the  surgeon  was  so  en- 
grossed in  removing  this  old  man's  breast,  where 
biopsy  had  disclosed  a benign  lesion  which  one 
x-ray  treatment  probably  would  have  cured,  that 
he  completely  overlooked  the  much  more  serious 
blood  disease  which  the  routine  hospital  exam- 
ination had  uncovered.  This  is  probably  as  good 
a place  as  any  to  indicate  what  should  have 
been  the  further  procedure  at  this  point.  Faced 
with  the  disclosure  of  such  an  anemia,  a com- 
plete blood  survey  is  called  for,  and  the  mini- 
mum requirements  of  this  would  include  the 
following  six  laboratory  examinations:  — 
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1.  Red  cell  count,— which  they  already  had 
secured. 

2.  Hemoglobin  determination,  which  had  been 
done,— and  calculation  of  color  index,  which  I 
have  done  for  them. 

3.  White  cell  count. 

4.  Study  of  stained  smears,  for  (a)  differential 
count  of  white  cells,  (b)  observation  of  size, 
shape  and  color  condition  of  red  cells,  (c) 
reticulocyte  count. 

5.  Hematocrit  reading  of  cell  volume. 

6.  Calculation  of  cell  volume  index. 

A more  thorough  study  would  add,— 

7.  Platelet  count. 

8.  Icterus  index. 

9.  Determination  of  diameter  of  red  cells. 

10  Coagulation  and  bleeding  times. 

Other  tests  would  be  required  in  differential 
diagnosis,  such  as  the  blood  chemical  factors, 
liver  function  tests,  and  so  forth.  However,  the 
first  six  mentioned  would  be  immediately  de- 
manded by  this  first  blood  count,— to  classify  the 
anemia. 

But  they  neglected  the  old  man  and  during 
the  next  two  years,  while  he  was  enjoying  this 
good  health  he  was  said  to  have  been  in,  ne 
lost  thirty  pounds,  got  paler  and  weaker,  finally 
reaching  the  stage  of  dyspnea,  which  brought 
him  to  the  hospital  a second  time.  Now  they 
gave  plenty  of  attention  to  his  blood  picture. 
The  facts  enumerated  would  seem  to  warrant 
a deductive  analysis  of  what  seems  to  be  an 
obvious  blood  condition,  rather  than  the  usual 
inductive  accumulation  of  facts,  until  we  have 
enough  for  a diagnostic  conclusion.  Deductive 
reasoning  can  be  a risky  approach  to  a diag- 
nosis, too  much  resembling  Dr.  Willard  Smith’s 
“diagnosis  by  hunch,”  or  the  feminine  approach 
by  way  of  intuition.  However,  some  cases  are 
susceptible  to  that  technic,  and  this  seems  to  be 
one  of  them.  In  deductive  analysis,  we  start 
with  a provisional  diagnosis  which  included 
several  criteria  or  characteristics.  The  basis 
from  which  we  start  in  this  case  is  a provisional 
diagnosis  of  Addisonian  Pernicious  Anemia. 
What  justification  do  we  haVe  for  starting  with 
this  provisional  diagnosis  and  proceeding  de- 
ductively? 

Some  sheets  have  been  supplied,  showing 
several  different  approaches  to  the  problem  of 
classifying  the  anemias.  You  are  asked  to  refer 
to  them  because  my  time  will  not  permit  read- 
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ing  them,  but  only  to  call  attention  to  two  or 
three  pertinent  points. 

Note  the  terms  used  in  the  classifications  based 
on  the  number  of  red  cells,  their  size  and  hemo- 
globin content.  Note  that  there  are  twenty 
seven  possible  combinations  of  blood  pictures. 
However,  the  usual  classifications  are  based  on 
cell  size  and  cell  content  of  hemoglobin,  giving 
six  possible  combinations,  as  shown  on  these 
separate  sheets.  Of  these  six  possible  classifica- 
tions, the  only  one  which  corresponds  to  the 
blood  picture  of  our  patient  is  the  one  num- 
bered III  under  Haden’s  Classification  viz., 
Macrocytic  and  Hyperchromic.  Then,  in  the 
“Classification  Based  on  Size  of  Red  Cell  and 
Cell  Content  of  Hemoglobin,”  as  used  by  Win- 
trobe  and  others,  the  diseases  which  are  asso- 
ciated with  Macrocytic  Hyperchromic  blood  pic- 
ture are  listed.  Out  of  that  list  of  fifteen,  three 
only  seem  to  warrant  consideration.  These  are 
diffuse  liver  disease,  and  cancer  of  stomach  or 
intestine,  in  addition  to  pernicious  anemia.  Dif- 
fuse liver  disease  was  in  the  minds  of  the  doc- 
tors studying  this  patient,  because  they  per- 
formed  several  liver  function  tests,  all  of  which 
gave  normal  or  negative  results.  They  were 
also  carefully  looking  for  possible  stomach  or 
bowel  cancer,  with  three  x-ray  examinations,  all 
of  which  were  negative.  This  leaves  us  with 
pernicious  anemia  as  the  only  possible  condi- 
tion, on  the  basis  of  facts  given,  associated  with 
a macrocytic  hyperchromic  anemia.  That  cer- 
tainly justifies  a deductive  analysis  of  the  symp- 
toms  and  laboratory  findings,  on  the  basis  of  this 
presumptive  diagnosis. 

The  basic  characteristics  of  pernicious  anemia 
into  which  we  must  fit  the  facts  disclosed  by 
history,  physical  examination  and  laboratory  find- 
ings,—are  the  following:  — 

Pernicious  anemia  is  a chronic  anemia  char- 
acterized by  five  groups  of  abnormalities. 

1.  There  is  abnormal  blood  formation  asso- 
ciated with  (a)  Reduction  in  red  cells.  Our 
patient  has  low  red  counts  consistent  for  per- 
nicious anemia,  (b)  A reduction  in  hemoglobin 
but  to  a lesser  degree  than  the  red  cells,  giving 
a color  index  above  1.  Our  patient  had  this, 
his  color  index  being  1.28  according  to  the 
record,  though  I figured  it  1.18.  (c)  A reduced 

cell  volume.  Our  patient’s  cell  volume  was 
20.7,  as  compared  with  a normal  of  45.  (d)  An 

increased  cell  volume  index.  Our  patient’s  index 
is  stated  to  be  1.28,  I figured  it  1.3,— as  com- 
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pared  with  a normal  of  1.  (e)  Macrocytosis 

and  hyperchromia  of  red  cells.  Our  patient  has 
both,  (f)  Leukopenia  at  the  expense  of  the 
polymorphs.  Our  patients  white  count  is  4400 
with  only  36%  polymorphs,  (g)  A low  reticu- 
locyte percentage.  Our  patients  count  was 
0.6%,  as  compared  with  a normal  of  from  0.5  to 
1.0,— or  at  the  low  limit  of  normal. 

As  result  of  these  blood  changes,  a patient 
with  pernicious  anemia  develops  pallor,  weak- 
ness and  shortness  of  breath,— all  of  which  our 
patient  had. 

2.  There  are  gastro-intestinal  disturbances  in 
pernicious  anemia,— chief  among  which  are  glos- 
sitis and  achlorhydria.  Our  patient  had  absent 
HC1,  but  not  the  glossitis.  However,  this  latter 
symptom  is  not  essential  for  a diagnosis  of  per- 
nicious anemia,  while  achlorhydria  is. 

3.  Nervous  system  involvement  manifested  by 
tingling  sensations  in  the  extremities,  loss  of 
vibratory  sense  and  lack  of  coordination.  Our 
patient’s  vibratory  perception  and  sense  of  posi- 
tion were  diminished  in  the  feet. 

4.  Degenerative  changes  in  liver  and  kid- 
neys frequently  accompany  pernicious  anemia, 
but  may  be  late  developments.  In  our  patient, 
the  liver  tests  were  normal,  but  there  were 
urinary  abnormalities  suggesting  nephritis,  ter- 
minating in  uremia. 

5.  Response  to  liver  medication  should  be 
definite  in  pernicious  anemia.  Our  patient  re- 
sponded, but  the  blood  improvement  is  said  to 
have  been  minimal.  The  figures  given  are  for 
tests  made  at  the  end  of  three  months’  medica- 
tion, and  may  not  reflect  the  therapeutic  test 
improvement  which  should  be  looked  for  earlier, 
even  as  early  as  two  weeks  after  starting  speci- 
fic medication.  The  reticulocyte  percentage 
should  go  up  to  at  least  10%,  and  it  reached 
only  1.8%,  or  if  it  did  go  up  earlier  and  dropped 
back  to  1.8,  we  do  not  know  this.  He  is  said 
to  have  gotten  stronger  under  treatment  until 
the  final  episodes. 

All  the  later  facts  in  this  case  suggest  the 
development  of  liver  or  kidney  disease  or  both, 
clouding  the  blood  picture  in  the  final  examina- 
tions,—toward  the  type  associated  with  nephritis 
and  uremia.  We  do  not  have  enough  data  to 
differentiate  between  liver  disease  and  kidney 
disease  in  the  final  days  of  life,  but  the  evi- 
dence points  to  kidney  rather  than  liver.  A 
completely  dark  horse  in  this  whole  situation 
would  be  some  such  condition  as  myeloma  which 


is  among  the  fifteen  diseases  associated  with 
macrocytic  hyperchromic  anemia.  We  have  no 
other  suggestion  of  myeloma  anywhere,  and 
cannot  give  it  serious  consideration  on  the  basis 
of  facts  presented. 

Therefore,  whatever  data  we  study  in  our 
deductive  analysis,  we  find  consistence  and 
confirmation  of  the  presumptive  diagnosis  of 
pernicious  anemia.  Should  diis  prove  not  to 
be  the  case,  it  will  be  against  all  reason,  all 
clinical  evidence,  all  laboratory  evidence,  and 
anything  else  will  be  a pathological  curiosity 
which  should  not  militate  against  the  sound- 
ness of  any  reasoning,  nor  even  the  accuracy  of 
my  diagnosis. 

Diagnosis:  Pernicious  anemia.  Nephrosis  & 
Uremia. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Wyman  Richardson:  If  there  were  any 
surgical  brethren  here,  I should  have  asked  them 
if  it  is  customary  to  discharge  patients  with 
severe  anemia  without  doing  anything  about  it. 
I do  not  see  anyone  here  to  ask  about  that 
problem.  Certainly,  a man  with  a red-cell 
count  of  2,600,000  requires  a little  thought  con- 
cerning the  cause  of  that  anemia. 

I might  add  that  the  mean  cell  volume  figures 
out  at  108  cubic  microns,  macrocytic  by  measure- 
ment  and  macrocytic  by  observations,  as  it  says 
in  the  next  sentence,  “The  red  cells  showed 
macrocytosis.” 

There  is  nothing  in  the  story  of  the  first  admis- 
sion to  suggest  any  diagnosis  but  pernicious 
anemia.  The  original  symptoms,  those  of  weak- 
ness, dyspnea  and  a sense  of  pressure  in  the 
chest,  could  well  have  been  due  to  anemia 
alone,  although  we  must  remember  that  they 
could  also  have  been  caused  by  some  degree  of 
coronary  disease  or  coronary  occlusion. 

The  physical  examination  is  perfectly  consis- 
tent with  a diagnosis  of  pernicious  anemia,  al- 
though there  is  nothing  particularly  corrob- 
orative about  it.  The  flat  fingernails  with  longi- 
tudinal ridges  may  not  be  of  significance.  They 
may  indicate  a nutritional  deficiency  in  a rather 
elderly  man.  The  fact  that  the  vibration  sense 
was  present  does  not  rule  out  the  diagnosis  of 
pernicious  anemia.  Diminished  vibration  sense 
in  elderly  people  is  of  no  diagnostic  significance. 
In  fact,  it  is  difficult  to  use  the  vibration  sense 
as  a criterion  of  disease  m such  patients.  The 
blood  picture  shows  a macrocytic  anemia,  al- 
though not  very  highly  macrocytic  by  count,  if 
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the  counts  are  correct.  The  color  index  is  high, 
higher  than  the  mean  cell  volume  indicates, 
and  suggests  that  one  of  these  two  figures  is 
incorrect.  I think  we  can  take  it  that  the 
patient  had  a macrocytic  anemia. 

In  an  attempt  to  explain  the  urinary  findings, 
an  x-ray  examination  with  intravenous  pyelo- 
gram  done. 

I am  assuming  that  this  patient  had  perni- 
cious anemia,  in  addition  to  something  involv- 
ing the  genitourinary  tract  that  resulted  in  hema- 
turia. 

Have  we  any  of  the  x-ray  films? 

Dr.  Tracy  B.  Mallory:  Yes;  we  have  a film, 

but  no  radiologist  is  here  to  interpret  it. 

Dr.  Richardson:  I must  confess  that  I cannot 
make  much  out  of  it.  I can  see  filling  on  one 
side  hut  not  on  the  other  I shall  not  say  any- 
thing more  about  it,  but  hope  that  one  of  the 
experts  will  be  here  before  I have  finished. 

Another  thing  in  the  record  that  I think  it  fair 
to  ask  for  and  discuss  is  the  specific  gravities  of 
the  urine  on  the  occasions  when  it  was  exam- 
ined. 

Dr.  J.  H.  Means:  I find  one  specific  gravity  of 
1.022  on  the  first  admission  and  at  the  second 
admission,  it  ranged  from  1.020  to  1.022. 

Dr.  Richardson:  It  is  of  some  importance  and 
some  interest  that  the  specific  gravity  was  1.022 
at  the  first  admission. 

The  question  of  the  ciagnosis  of  pernicious 
anemia  depends  somewhat  on  the  terminology. 
If  one  accepts  as  a criterion  for  the  diagnosis 
the  fact  that  anemia  is  subsequently  relieved  by 
liver  extract,  one  has  a rather  broad  group  of 
cases  that  can  be  called  pernicious  anemia.  The 
diagnosis  of  pernicious  anemia  may  be  limited 
to  a group  that  is  due  ourely  to  some  possibly 
congenital  defect  of  the  gastric  mucosa  resulting 
in  a deficient  secretion  of  gastric  juice— so- 
called  “idiopathic”  or  ‘agnogenic”  Addisonian 
pernicious  anemia.  Furthermore,  one  must  con- 
sider a characteristic  group  of  pernicious-anemia 
like  cases  relieved  by  liver  extract  that  are 
due  to  secondary  disease  elsewhere.  As  we  go 
on  in  this  case,  however,  if  we  assume  that  it  is 
pernicious  anemia,  there  is  nothing  to  suggest 
any  underlying  disease  that  might  produce  per- 
nicious anemia  in  a secondary  manner. 

“The  patient  was  followed  in  the  Out  Patient 
Department  and  was  given  the  usual  course  of 
intramuscular  treatment.”  The  usual  course  of 
intramuscular  treatment  was  not  the  correct 


one.  If  the  total  red-cell  count  could  not  be 
maintained  at  a level  of  5,000,000,  he  should 
have  had  an  unusual  course  of  treatment  in- 
volving much  large  amounts  of  liver.  Neverthe- 
less, there  was  an  apparent  definite  response, 
which  suuggests  that  the  diagnosis  of  pernicious 
anemia  may  well  have  been  correct. 

“The  veins  over  the  costal  margins  and  upper 
thorax  appeared  quite  prominent.”  I think  that 
is  a red  herring  and  I shall  say  no  more  about  it. 

On  the  second  entry,  the  quality  of  the  anemia 
changed  from  a definitely  macrocytic  to  a prob- 
ably microcytic  one,  and  also  probably  slightly 
hypochromic.  This  man  had  pernicious  anemia, 
and  was  thoroughly  treated.  It  is  a fairly  safe 
diagnosis  for  me  to  make  because  I di  not  believe 
that  Dr.  Mallory  can  check  me  up  on  it.  If  the 
patient  had  pernicious  anemia  that  was  not 
thoroughly  treated,  he  can  check  me  on  it,  but 
I do  not  see  how  I can  lose  either  way.  If  he 
says  that  the  anemia  was  due  to  some  other 
disease,  I shall  counter  that  by  saying  that  the 
change  in  the  anemia  may  have  been  due  to  some 
other  disease. 

I want  to  mention  the  cystic  mastitis  and  raise 
the  question  whether  the  patient  had  carcinoma 
of  the  breast,  with  widespread  metastases  and 
some  involvement  of  the  urinary  tract.  That 
seems  a wild  guess  to  make.  There  is  no  sug- 
gestion of  bone-marrow  replacement  from  the 
appearance  of  the  smear,  by  x-ray  study  or  by 
symptoms.  The  first  thing  I considered  as  a 
cause  of  the  urinary  findings  and  uremia  was 
urinary  obstruction.  Did  the  patient  have  an 
enlarged  prostate,  with  simple  retention  and 
iremia  from  retention?  The  rectal  examination, 
I assume,  was  negative,  and  there  was  no  evi- 
dence of  bladder  enlargement:  it  seems  unlikely 
that  that  could  have  been  the  cause  of  the 
anemia.  With  pernicious  anemia,  one  must 
think,  of  course,  of  cord  bladder,  but  there  is 
no  suggestion  of  cord  involvement  and  I think 
we  should  rule  that  out.  If  there  was  obstruc- 
tion, it  must  have  been  ureteral  and  due  to 
tumor.  That  seems  a rather  farfetched  idea  to 
me.  The  commonest  cause  of  recurring  hema- 
turia in  an  elderly  patient  with  fairly  normal 
specific  gravity  is  some  vascular  disturbance  in 
the  kidney,  either  repeated  embolus  to  the  kid- 
ney or  nephrosclerosis  of  the  kidney.  What 
seems  to  me  most  probable  is  that  this  patient 
had  rather  marked  generalized  arteriosclerosis, 
which  involved  the  kidneys  more  than  other 
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organs,  and  that  the  renal  findings  were  due  to 
a form  of  nephrosclerosis.  It  also  seems  prob- 
able that  there  was  involvement  of  the  coronary 
vessels,  but  not  very  marked. 

One  other  possibility  is  that  this  patient  de- 
veloped pericarditis.  Frequently,  Dr.  Mallory 
finds  acute  pericarditis  that  has  not  been  sus- 
pected by  the  clinicians  The  facts  that  this 
man’s  temperature  rose  rapidly  and  that  he 
died  so  quickly  suggest  that  there  may  have 
been  something  superimposed,  and  one  could 
bring  up  the  question  of  pericarditis.  I see 
nothing  to  suggest  it  definitely. 

I have  left  out  one  disease  that  one  should 
always  think  of  in  the  presence  of  anemia  and 
uremia— plasma-cell  myeloma.  I considered  this 
very  strongly,  but  the  urinary  findings  do  not 
seem  consistent  with  nephrosis.  They  were  not 
those  of  the  plugged-tubule  type  of  renal  failure, 
since  there  was  too  mucn  hematuria.  Also,  the 
type  of  anemia  was  not  that  usually  seen  with 
bone-marrow  encroachment  by  neoplasm  in  that 
there  was  not  enough  evidence  of  immature  red 
cells  or  of  active  bone-marrow  regeneration,  so 
that  I rule  out  myeloma  on  these  two  counts. 

That  leaves  me  with  the  diagnosis  of  per- 
nicious anemia,  which  was  probably  not  a fac- 
tor in  the  patient’s  death,  and  generalized  arter- 
iosclerosis, more  marked  in  the  kidneys,  and  re- 
sulting in  nephrosclerosis,  uremia  and  death. 

Dr.  Jacob  Lerman:  I wondered  about  the 

unilateral  pulmonary  edema,  and  wondered 
whether  I should  have  dismissed  the  question 
that  this  breast  condition  was  a carcinoma  after 
all. 

May  I see  the  x-ray  film  again?  I did  not 
visualize  any  picture  such  as  that.  It  makes 
me  feel  badly. 

Dr.  Mallory:  Dr.  Richard  Schatzki  and  Dr. 

A.  Thornton  Scott,  a couple  of  years  ago,  noted 
focal  pulmonary  edema  quite  similar  to  this  in  a 
number  of  patients  with  nephritis  and  usually 
with  uremia 

Dr.  Alfred  Kranes:  Dr.  M.  C.  Sussman  has 

also  collected  an  interesting  group  of  cases  ot 
unilateral  edema  and  of  one-lobe  pulmonary 
edema  in  heart  failure;  these  cases  presented  the 
most  striking  pictures  that  I have  seen 

Dr.  Richardson:  One  of  my  rules  is  not  to 

change  my  mind  at  the  last  moment.  I am  not 
going  to  now. 

Dr.  Mallory:  Dr  Means,  have  you  anything 

to  add? 


Dr.  Means:  We  made  clinically  about  the 

same  diagnosis  that  Dr.  Richardson  did.  I 
think  there  is  no  more  to  be  said  about  that. 

I am  interested  in  the  x-ray  picture.  I was 
thinking  of  Dr.  Schatzki  and  Dr.  Scott’s  observa- 
tions and  also  the  demonstration  that  Dr.  Frank 
Fremont-Smith  made  a number  of  years  ago 
that  edema  in  general  is  closely  related  to  body 
position.  It  would  be  interesting  to  take  pic- 
tures of  such  patients,  having  them  lie  for  a 
while  first  on  one  side  and  later  on  the  other  to 
see  if  the  picture  changed.  It  is  a new  concept 
to  find  edema  in  the  middle  of  the  lung  field, 
and  it  may  be  because  the  patients  are  lying 
down,  and  hence  this  area  may  be  the  dependent 
portion. 

Dr.  Mallory:  I shall  disagree  with  that  in  a 

moment. 

Dr.  Lerman:  This  patient  had  a hematuria  of 
200  red  cells  in  the  first  sediment.  That  seems 
to  be  a good  deal  for  mere  vascular  disease  of 
the  kidney.  I am  rather  inclined  to  some  malig- 
nant process  in  the  bladder  or  in  the  kidney 
itself. 

Dr.  Richardson:  I think  that  hematuria  oc- 
curs either  with  embolism  or  with  vascular  dis- 
ease. I certainly  have  seen  it. 

CLINICAL  DIAGNOSIS 
Pernicious  anemia. 

Uremia. 

Pulmonary  edema. 

DR.  RICHARDSON’S  DIAGNOSIS 
Pernicious  anemia. 

Nephrosclerosis,  with  uremia 

ANATOMICAL  DIAGNOSIS 
Subacute  glomerulonephritis. 

(Pernicious  anemia.) 

Focal  pulmonary  hemorrhage. 

Bronchiectasis,  right  middle  lobe. 
Arteriosclerosis,  moderate,  aortic  an  dcoronary. 
Hypertrophy  of  the  heart. 

Operative  scar;  left  mastectomy. 

Inguinal  hernias,  bilateral. 

PATHOLOGICAL  DISCUSSION 

Dr.  Mallory:  The  autopsy  showed  primary 

disease  of  the  kidneys,  which  weighed  275  gm. 
and  were  rather  pale.  The  surfaces  were  still 
fairly  smooth,  with  beginning  granulation.  The 
microscopic  examination  showed  a subacute  or 
very  early  chronic  glomerulonephritis.  How  long 
the  patient  had  it,  it  would  be  difficult  to  esti- 
mate on  histologic  grounds  alone;  I should  think 
that  it  was  not  over  a period  of  two  years.  It 
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developed  some  time  between  the  mastectomy 
and  either  the  first  or  the  second  subsequent 
admission.  Whether  he  had  it  at  the  first  re- 
enry,  I cannot  be  sure. 

The  heart  was  slightly  hypertrophied.  The 
coronary  arteries  showed  atheroma,  but  no  point 
of  occlusion.  The  lungs  showed  focal  bron- 
chiectasis and  also  a lesion  that  we  have  seen 
a number  of  times  in  nephritis  and  to  my  eye  is 
indistinguishable  from  what  we  occasionally  see 
in  cases  of  acute  rheumatic  fever.  It  has  been 
described  clinically  as  pulmonary  edema,  but 
under  the  microscope  it  is  predominantly  pul- 
monary hemorrhage.  There  are  almost  always 
foci  of  organization  by  connective  tissue,  which 
are  usually  found  in  the  respiratory  bronchioles. 
Many  of  these  cases  could  be  and,  I believe, 
sometimes  have  been  described  as  bronchiolitis 
obliterans.  It  is  certainly  not  pulmonary  edema 
such  as  one  sees  in  the  average  cardiac  patient. 
The  alveoli  are  full  of  red  cells;  there  is  a 
moderate  amount  of  fibrinoid  material,  usually 
at  the  periphery.  Usually,  there  are  no  leuko- 
cytes. To  my  eye,  it  is  as  yet  indistinguishable 
from  what  has  been  described  as  rheumatic 
pneumonia. 

The  bone  marrow  is  the  only  thing  that  could 
possibly  suubstantiate  or  deny  Dr.  Richardson’s 
diagnosis  of  pernicious  anemia.  I do  not  con- 
sider it  very  conclusive.  It  was  rather  more 
hyperplastic  than  the  marrow  of  chronic  nephri- 
tis usually  is,  with  a distinctly  greater  degree 
of  proliferation  of  the  red  cells  than  is  seen 
in  the  average  case  of  nephritis,  not  a clearcut 
picture  of  pernicious  anemia.  On  the  other 
hand,  the  alterations  from  what  one  ordinarily 
meets  in  chronic  nephritis  were  definitely  in  the 
direction  of  pernicious  anemia.  Consequently, 
I am  inclined  to  think  it  did  show  some  effect 
of  that  disease  as  well. 

Dr.  Means:  Are  you  suggesting  that  the  find- 
ings that  Dr.  Schatzke  and  Dr.  Scott  described 
as  edema  were  not  edema? 

Dr.  Mallory:  Yes. 

Dr.  Means:  That  is  all  right  then.  You  can 
fight  that  out  with  Dr.  Sehatzki  and  Dr.  Scott. 

WARNING!!! 

LAW  REQUIRES  SEROLOGICAL  TEST  FOR 
SYPHILIS 

Many  states  have  laws  or  regulations  which 
require  that  each  physician  or  midwife  who  has 
the  responsibility  for  attending  a pregnant 


woman  must  submit  a sample  of  the  patient’s 
blood  to  the  laboratory  to  be  examined  for 
serologic  evidence  of  syphilis.  These  wise  and 
beneficial  laws  or  regulations  have  resulted  in 
the  discovery  of  many  cases  of  unsuspected 
syphilis.  These  discoveries,  in  turn,  have  led 
to  treatment  of  the  mother  and  prevention  of 
disease  transmission  to  the  child  in  utero  since 
it  is  well  known  that  any  child  born  with  such 
an  infection  is  a candidate  for  mental  deficien- 
cies, blindness,  physical  deformities  and  prema- 
ture death. 

The  State  of  Arizona  has  such  a law  which 
is  very  specific  and  obligatory  on  the  part  of 
the  physician.  In  the  Arizona  Code  1939,  Chap- 
ter 68,  Public  Health,  Article  6,  Vital  Statistics, 
Section  68-622  Prenatal  Examinations,  we  quote 
♦he  following: 

“(a)  Any  physician  attending  a pregnant 
woman  for  conditions  relating  to  her  preg- 
nancy shall,  during  the  period  of  gestation,  or 
at  delivery,  at  the  time  of  first  examination, 
take  or  cause  to  be  taken  a sample  of  the 
blood  of  such  woman,  and  shall  submit  the 
same  to  an  approved  laboratory  for  a stan- 
dard serological  test  for  syphilis  . . . 

“(b)  For  the  purpose  of  this  act  ‘standard 
serological  test'  means  a test  for  syphilis  ap- 
proved by  the  state  board  of  health,  made  at 
a laboratory  approved  by  the  board  to  make 
such  tests.  Any  laboratory  test  required  by 
this  act  shall  be  made  by  the  state  laboratory 
without  charge.” 

Section  68-623  states: 

“Whenever  a birth  or  stillbirth  is  reported, 
the  attending  physician  or  other  person  requir- 
ed to  make  a report  of  the  birth  shall  state  on 
the  certificate  whether  a blood  test  for  syp- 
hilis was  made  upon  a specimen  of  blood 
taken  from  the  woman  who  bore  the  child  and 
the  approximate  date  when  the  specimen  was 
taken.” 

A review  and  statistical  study  ol  birth  records 
for  the  past  three  months  (August  to  November) 
emphasizes  the  fact  that  many  physicians  either 
are  not  cognizant  of  the  regulation  or  are  negli- 
gent. This  study  revealed  that  over  eighty  ( 80 ) 
deliveries,  attended  by  fifty  (50)  physicians, 
occurred  wherein  the  birth  certificate  stated  that 
a serological  test  for  syphilis  was  not  done. 

During  1950  of  a total  of  18,304  hospital  births 
where  it  is  assumed  a doetor  was  the  attendant, 
309  or  1.7%  of  the  cases  had  no  serological  test. 
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Of  a total  of  1188  non- hospital  births  attended 
by  a physician,  241  or  20%  of  the  cases  had  no 
serological  test.  Thus,  one  sees  that  the  problem 
is  serious  and  cannot  be  overemphasized.  It  is 
hoped  that  by  alerting  the  physician  to  the  ser- 
iousness of  the  problem  and  the  obligation  to 
which  he  must  subscribe,  the  situation  will 
reverse  itself  and  all  physician-attended  preg- 
nant women  will  have  a serological  test  for 
syphilis  as  the  regulation  specifies. 

REGULATION  FOR  PREVENTION  OF 
OPHTHALMIA  NEONATORUM 

Again,  through  laxity  or  just  simple  ignorance 
of  the  statute,  a similar  situation  exists  in  the 
procedure  for  prevention  of  Ophthalmia  Neona- 
torum. Regulation  No.  11  of  “Rules  and  Regula- 
tions for  the  Control  of  Communicable  Diseases 
of  the  Arizona  State  Department  of  Health’ 
states: 

“For  the  prevention  of  gonorrheal  ophthal- 
mia, the  physician  or  person  attending  the 
birth  of  a child  shall  drop  two  (2)  drops  of 
one  ( 1 ) percent  aqueous  solution  of  silver 
nitrate  into  the  eyes  of  the  baby  immediately 
after  birth.” 

Because  of  this  regulation  and  its  specificity, 
the  Arizona  Department  of  Health  must  main- 
tain a firm  policy  which,  in  turn,  becomes  obli- 
gatory on  the  physician  to  accept  only  silver 
nitrate  as  an  effective  agent,  in  the  prophlaxis 
of  ophthalmia  neonatorum.  Silver  nitrate  is  an 
effective,  time  proven  agent;  it  is  safe  to  use, 
requires  but  a single  application  and,  in  the  wax 
ampule  container,  is  a very  stable  agent. 

It  is  pertinent  to  call  to  the  attention  of  the 
profession  that  in  the  enactment  of  laws,  rules 
and  regulations  concerning  public  health  in  the 
State  of  Arizona  provisions  were  made  for  penal- 
ties which  may  be  imposed  when  violations  of 
the  law  and  regulations  of  health  board  occur. 
These  penalties  may  be  severe,  and,  in  the  case 
of  a physician,  may  lead  to  revocation  of  license 
to  practice  his  profession. 

Copies  of  “Arizona  Public  Health  Laws”  and 
“Rules  and  Regulations  for  the  Control  of  Com- 
municable Diseases”  are  available  at  the  offices 
of  the  State  Department  of  Health.  It  is  highly 
desirable  and  urged  that  the  physicians  in  this 
state  acquaint  themselves  with  this  service  and 
request  copies  of  these  pamphlets  which  cover 
not  only  the  above  stated  laws  and  regulations 


but  also  others  that  a physician  should  familiarize 
himself  with. 

Editors  Note:  The  Professional  Board  of  your  Association  in  a 
meeting  held  in  Phoenix,  Arizona,  October  21,  1951,  following 
consideration  of  these  matters  and  m support  of  the  Maternal  and 
Child  Health  Division  of  the  State  Department  of  Health,  di- 
rected publication  of  this  article  for  the  enlightenment  of  the 
medical  profession  and  members  of  the  Hospital  Association, 
urging  strict  compliance  with  these  requirements. 

IS  THERE  A SHORTAGE  OF 
PHYSICIANS? 

(A.M.A.  pamphlet:  “Facts  on  Medical  Education 
and  Doctor  Supply  in  the  U.  S. ) 

This  is  a difficult  question  to  answer  flatly, 
because  it  depends  on  one’s  definition  of  a 
shortage,  and  it  must  be  answered  realistically. 

For  the  person  who  can’t  locate  a physician 
when  he  wants  one,  there  is  a shortage.  For  the 
rural  community  that  needs  a physician  to  re- 
place its  aging  doctor,  and  can’t  attract  one,  there 
is  a shortage.  For  the  VA  hospital  that  is 
understaffed,  there  is  a shortage.  There  will  al 
ways  be  a shortage  of  good  doctors,  just  as  there 
are  always  too  few  good  physicists,  good  engin- 
eers, good  teachers,  good  presidential  material, 
etc. 

BUT  DOES  THIS  MEAN  THAT  THERE  IS 
AN  OVERALL  NATIONAL  SHORTAGE?  Let’s 
look  at  the  facts. 

The  U.  S.  today  has  a higher  physician-popu- 
lation ration  than  any  large  country. 

Only  Israel,  where  the  influx  of  refugee  physi- 
cians has  created  an  abnormal  situation,  has  a 
higher  ratio. 

Physicians’  fees  have  risen  only  38%  since 
1935-39  while  the  overall  cost  of  living  has  risen 
69%.  This  would  not  indicate  that  medical  care 
is  a scarce  commodity. 

Perhaps  the  best  indication  that  there  is  no 
shortage  of  physicians  is  provided  by  a look 
at  the  general  health  indices  of  our  country 
for  the  past  half  century.  Life  expectancy,  for 
example,  has  jumped  from  49  years  in  1900  to 
67  years  for  men  and  69  years  for  women  in 
1950.  Every  other  statistical  measure  of  the  na- 
tion’s health  shows  steady  improvement.  While 
physicians  obviously  are  not  solely  responsible 
for  this  record,  it  is  reasonable  to  assume  that 
such  remarkable  progress  would  not  have  been 
possible  had  there  been  a shortage  of  the  chief 
deliverers  of  medical  care— the  physicians.” 
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VA  REDEFINES  RULES  ON  DOMICILIARY  CARE  AND 
INSURANCE  RECOVERY: 

Veterans  Administration  regulations,  revised  to  conform  with  new  laws, 
also  redefine  procedures  for  recovering  medical  care  costs  from  insurance 
companies  and  for  the  first  time  set  a dollar-and-cents  standard  for  deter- 
mining when  a veteran  has  “no  adequate  means  of  support.”  The  new 
regulations,  printed  in  the  Federal  Register  of  November  30,  include: 

1.  When  a non-service  connected  case  applies  for  free  domiciliary  (noi 
hospital)  care,  claiming  “no  adequate  means  of  support,”  an  income  of 
$125  per  month  is  the  cutoff  point  for  a man  with  no  dependents.  If  in- 
come is  under  that,  he  is  eligible;  if  above,  he  is  not  However,  if  the  pa- 
tient is  contributing  in  whole  or  in  part  to  the  support  of  a wife,  child, 
mother  or  father,  the  $125  limitation  does  not  apply. 

Rules  governing  non-service  connected  admissions  to  VA  hospitals 

remain  virtually  unchanged.  The  veteran  still  must  affirm  he  is 
unable  to  pay  for  hospitalization,  and  VA  still  may  not  investigate 
beyond  the  statement. 

2.  VA  reaffirms  its  intention  to  recover  money  from  obligated  third  par- 
ties for  medical  care  rendered  to  veterans.  This  long-standing  policy  has 
been  enforced  with  varying  success.  It  is  aimed  at  collecting  from  health 
and  hospital  insurance  companies,  from  union  welfare  funds,  from  public 
and  private  compensation  funds,  from  legally  liable  persons  (as  in  accident 
cases)  and  from  other  federal  departments. 

On  this  point,  the  regulation  states  that  veterans  “who  it  believed  may 
be  entitled  to  hospital  care  or  medical  or  surgical  treatment  or  reimburse- 
ment for  all  or  part  of  the  cost,  by  reason  of  statutory,  contracted  or  other 
relationships  with  third  parties  . . . will  not  be  furnished  hospital  treat- 
ment without  charge  ...  to  the  extent  of  the  amount  for  which  third 
parties  are  liable.” 

The  regulations  explain  in  detail  how  hospital  administrators  are  to  pro- 
ceed to  make  collections  from  such  third  parties. 
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Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION.  (See  MEDICAL  WRITING  by  Morris  Fish- 
bein.) 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Submit  manuscript  typewritten  and  double-spaced. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


YOU  ARE  THE  A.  M.  A. 

WHAT  DO  YOU  GET  FOR  YOUR  $25? 

Dr.  W.  W.  Bauer,  Director  of  the  American 
Medical  Association,  Bureau  of  Health  Educa- 
tion, recently  addressed  the  members  of  the 
Maricopa  County  Medical  Society.  His  timely 
topic,  “What  Do  You  Get  For  Your  $25?”  I am 
sure  was  educational  and  enlightening.  To  those 


of  you  unable  to  attend  and  others  out-of- 
county,  effort  will  be  made  to  relay  a brief  out- 
line of  the  substance  of  his  remarks. 

When  you  sent  that  check  to  your  local  medi- 
cal society,  including  state  dues  and,  more  re- 
cently, A.M.A.  dues,  the  thought  may  flash  across 
your  mind— what  am  I getting  out  of  this?  The 
immediate  and  obvious  answers  are  that  you 
are  getting  status  as  a reputable  physician  ac- 
cepted by  your  professional  colleagues  plus  rec- 
ognition of  your  right  to  mingle  with  them 
professionally  and  participate  in  their  discussions 
and  work  with  them  for  common  objectives.  You 
are  getting  a place  in  a great  team  of  almost 
150,000  members  dedicated  to  “the  advancement 
of  the  science  and  art  of  medicine  and  the 
betterment  of  the  public  health.” 

The  Judicial  Council  furnishes  a court  of  last 
resort  to  decide  ethical  questions  under  the 
general  policies  laid  down  by  the  House  pi 
Delegates,  thus  giving  the  individual  physician 
the  strength  inherent  in  group  support  for  his 
ethical  standards  which  are  often  at  variance 
with  the  ideas  of  less  altruistic  individuals. 

The  evaluation  of  new  drug  products  thru  the 
Council  on  Pharmacv  and  Chemistry  is  a service 
which  affects  every  practicing  physician.  He 
can  make  direct  use  of  it  by  using  and  encourag- 
ing the  use  of  accepted  products,  but  whether 
he  does  so  or  not,  the  whole  level  of  produc- 
tion and  introduction  of  new  drugs  is  raised  by 
the  very  existence  of  the  Council  and  the  knowl- 
edge among  manufacturers  that  whatever  new 
drug  product  they  offer  to  the  profession  will 
be  closely  scrutinized  and  evaluated  without 
fear  or  favor.  In  like  manner  the  Council  on 
Foods  and  Nutrition  tends  to  improve  the  quality 
and  regulate  the  claims  for  foods  having  medic- 
inal significance,  while  the  Council  on  Physical 
Medicine  and  Rehabilitation  performs  a similar 
functon  in  its  field. 

The  evaluation  of  medical  schools  and  hos- 
pitals through  the  Council  on  Medical  Educa- 
tion and  Hospitals  is  known  to  every  physician. 
So  is  the  work  of  the  Bureau  of  Legal  Medicine 
and  Legislation,  whose  name  defines  its  func- 
tion and  whose  reports  in  the  Journal  and  sub- 
sequent assembling  in  volumes  of  reports  and 
decisions  have  served  physicians  for  many  years. 
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Well  known  also  is  the  Council  on  Scientific 
Assembly  and  the  closelv  related  Committee  on 
the  Scientific  Exhibit  through  which  the  world's 
greatest  medical  meetings  are  made  available  to 
physicians  twice  a year,  once  in  the  form  of 
the  Annual  Session,  and  once  on  a more  regional 
basis  through  the  Clinical  Session,  held  in  mid- 
winter. Of  course,  the  Journal  of  the  American 
Medical  Association  and  the  nine  specialty  jour- 
nals require  no  introduction  to  the  doctor.  When 
he  considers  his  $25  investment,  the  Journal  or 
his  alternate  choice  of  one  of  the  special  journals 
would  in  itself  fully  compensate  him,  consider- 
ing the  prices  of  other  publications  and  the 
intrinsic  value  of  his  own  organizational  press. 
Everything  over  and  above  these  can  be  re- 
garded as  extra  dividends. 

As  a member  of  the  State  Journal  Advertising 
Bureau,  your  state  medical  journal  gets  con- 
sultation and  sales  service  on  advertising  con- 
tracts which  have  made  possible  large  increases 
in  revenue  and  savings  in  sales  costs,  and  have 
opened  the  pages  of  state  journals  to  advertising 
which  might  otherwise  not  have  been  available. 

In  these  days  of  hign  and  spiraling  prices, 
the  A.M.A.  must  buy  materials  and  services  in  a 
rising  market.  Printing  materials  and  office  sup- 
plies are  increasingly  expensive  and  so  are  labor 
and  clerical  costs  and  travel.  It  is  necessary  in 
such  a situation  either  to  curtail  services  or  to 
meet  the  cost  by  developing  increased  income. 
The  A.M.A.  has  nothing  to  sell  to  the  public  and 
therefore  cannot  increase  commodity  prices.  Its 
only  source  of  income  is  the  advertising  revenue 
of  its  publications  and  the  dues  of  its  members. 
The  Association  has  taken  special  pride  in  its 
independence  of  government  funds,  foundation 
grants,  and  other  income  whose  acceptance 
might  impair  the  complete  freedom  of  the  Asso- 
ciation to  determine  its  policy  and  voice  its 
opinions.  The  profession  must  pay  a price  for 
these  privileges  because,  paradoxically  enough, 
freedom  is  not  without  price. 

To  return  to  the  recital  of  services  which  are 
tendered  you  with  your  membership  card,  may 
I refer  to  the  Council  on  Medical  Service  through 
whose  studies,  meetings,  and  liaison  activities 
great  progress  has  been  made  in  making  better 
medical  service  available  to  more  people  at 
prices  which  they  can  afford  through  hospital, 
surgical  and  medical  insurance,  the  establish- 
ment of  grievance  committees  and  emergency 
call  services,  community  health  councils,  and  in 


many  other  ways.  The  medical  profession  can 
have  no  better  advantage  than  public  good  will 
accruing  from  its  services  to  patients,  not  only  in 
individual  practice  but  through  organized  medi- 
cine. In  a similar  way,  the  Council  on  Industrial 
Health  has  not  only  helped  to  promote  health 
and  safety  in  industry  but  has  improved  relation- 
ships among  employers,  physicians  and  workers 
to  the  mutual  benefit  of  all.  So  has  the  Com- 
mittee on  Rural  Health,  the  Committee  on  Emer- 
gency Medical  Service  m the  event  of  war  oi 
disaster,  and  the  Commission  on  Chronic  Ill- 
ness in  which  the  Association  is  one  of  four 
major  participants.  Each  of  these  in  its  own 
field  renders  a service  to  every  individual  doctor 
when  it  serves  the  people  and  enhances  the  value 
and  the  prestige  of  the  medical  profession  as  a 
whole. 

The  Bureau  of  Investigation,  one  of  the  oldest 
A.M.A.  departments,  beginning  before  the  turn 
of  the  century  as  a column  in  the  Journal  en- 
titled “Propaganda  for  Reform,”  continues  its 
unceasing  war  on  quackery  and  frauds,  though 
its  task  has  been  lessened  by  the  heightened 
activities  of  the  Post  Office  Department,  the 
Food  and  Drug  Administration  and  the  Federal 
Trade  Commission  in  these  areas.  No  small 
measure  of  this  government  activity  is  attribut- 
able to  the  influence  of  the  medical  profession. 
The  Bureau  of  Medical  Economic  Research  has 
combated  another  kind  of  quackery  practiced 
by  the  distorters  of  stacistics  and  the  misusers 
of  facts  and  has,  in  addition,  contributed  much 
constructive  statistical  research,  establishing  such 
new  concepts  as  medical  service  areas  supplant- 
ing the  old  county  unit  system,  and  pointing  out 
that  medical  costs  have  risen  less  than  general 
living  costs  and  that  medical  efficiency  is  not 
measured  by  number  of  doctors  but  how  much 
and  how  well  doctors  can  serve  their  patients; 
these  are  but  a few  of  the  contributions  of  this 
Bureau.  It  has  also  established  the  growing  im- 
portance of  accidents  in  mortality  and  morbidity 

Hidden  away  in  a corner,  although  a corner 
of  sizable  proportions  now,  is  a little-known 
department,  the  Chemical  Laboratory,  upon 
which  the  scientific  councils  of  the  Association 
lean  heavily  in  the  evaluation  of  drugs  and  foods. 

The  library  of  the  Association,  with  its  periodi- 
cal leading  and  clipping  service  and  the  book 
reviews  and  abstracts  in  the  Journal,  is  well 
known  to  most  physicians.  This  in  itself  is  a 
service  for  which  commercial  organizations  col- 
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lect  far  greater  fees  than  the  $25  which  the  doc- 
tor pays  per  year  for  the  privilege  of  calling 
upon  the  resources  provided  by  the  A.M.A. 

Another  part  of  what  you  get  for  your  $25 
is  the  Washington  Office  which  has  maintained 
in  the  capital  city  a dignified,  informative  chan- 
nel of  contact  with  our  national  legislators  which 
they  have  appreciated  increasingly  in  the  few 
years  this  office  has  existed.  Much  of  the  in- 
formation about  pending  legislation  affecting  the 
public  health  and  the  practice  of  medicine  would 
reach  the  medical  profession  too  late  or  not  at 
all  if  it  were  not  for  the  Washington  Office. 

In  every  war  situation  the  medical  profession, 
despite  adverse  publicity,  has  always  fulfilled 
its  obligations  to  the  nation.  At  the  present 
time  the  Council  on  Emergency  Medical  Service 
is  performing  a patriotic  duty  in  procurement  of 
medical  officers  for  the  armed  forces  and  at  the 
same  time  maintaining  adequate  service  to  the 
civilian  population  and  protecting  the  legitimate 
interests  of  doctors. 

In  the  field  of  public  relations  everyone  knows 
the  determined  educational  campaign  conducted 
by  the  Association  to  ward  off  the  threat  of 
governmental  control  in  medicine.  Much  less 
publicized  are  the  public  relations  values  of  the 
continuing  services  rendered  by  the  Association. 
Any  and  all  of  the  activities  already  enumerated 
have  inevitable  repercussions  of  a favorable 
nature  upon  the  public  attitude  toward  the 
medical  profession.  Health  education  is  so 
closely  related  to  public  relations  that  the  line 
of  demarcation  is  often  very  hazy  and  only 
the  close  cooperation  which  exists  between  the 
Department  of  Public  Relations  and  the  Bureau 
of  Health  Education  prevents  duplication,  over- 
lapping, and  unwholesome  competition.  The 
Public  Relations  Department  handles  press  and 
magazine  relationships.  Network  and  trans- 
scribed  radio  and  television  have  been  assigned 
to  the  Bureau  of  Health  Education  as  well  as 
convention  coverage  in  this  field  for  the  An- 
nual and  Clinical  Sessions.  The  Public  Rela- 
tions Department  sometimes  handles  radio  and 
television  in  connection  with  the  meetings  held 
by  various  bureaus  and  councils  such  as  the 
Annual  Congress  on  Medical  Education  and 
Licensure,  the  Congress  on  Industrial  Health, 
the  meetings  of  the  Rural  Health  Committee, 
etc.  The  electrically  transcribed  health  pro- 
grams of  the  Association  have  a very  definite 
accessory  value  in  public  relations,  covering,  as 


they  do,  80  per  cent  of  the  nation’s  heavily 
populated  areas  with  11,000  annual  broadcasts 
in  which  300  to  600  of  the  country’s  AM  radio 
stations  participate.  So  also  do  the  occasional 
documentary  network  programs.  The  Question 
and  Answer  correspondence  with  lay  readers 
extends  direct  personal  service  to  15,000  inquir- 
ers a year. 

Committee  work  and  advisory  services  extend- 
ed by  many  departments  to  governmental  agen- 
cies, voluntary  health  agencies,  cooperating  pro- 
fessional groups,  educators,  business  men’s  and 
women’s  organizations,  labor  unions,  and  reli- 
gious organizations  all  have  a two-fold  value: 
they  give  needed  help  which  can  come  only 
from  medical  sources,  and  they  make  friends 
for  the  medical  profession  in  ways  difficult  to 
measure,  but  no  less  real  for  all  that. 

The  phase  of  committee,  conference,  and 
workshop  service  with  which  I am  most  familiar 
is  that  rendered  by  the  Bureau  of  Health  Edu- 
cation through  our  medical  and  educational  con- 
sultants in  school  health  work.  Meeting  with 
national  and  state  level  groups  of  doctors,  edu- 
cators, and  public  health  workers  and  through 
national  conferences  on  physicians  and  schools, 
these  consultants  offer  a two-way  channel  of 
communication  between  doctors  and  educators, 
locating  and  smoothing  points  of  friction,  inter- 
preting professional  viewpoints,  and  coopera- 
tively integrating  interprofessional  activities.  This 
work  grew  out  of  one  of  the  earliest  of  the 
Association’s  liaison  committees,  the  Joint  Com- 
mittee on  Health  Problems  in  Education  of  the 
National  Education  Association  and  the  Amer- 
ican Medical  Association.  Through  these  con- 
tacts it  has  been  possible  for  me  to  serve  twice 
on  a year-book  commission  of  the  American 
Association  of  School  Administrators,  the  first 
time  in  1940-42,  to  originate  the  year-book, 
“Health  in  Schools,”  and  the  second  time,  this 
year  and  last,  to  revise  that  same  book.  “Health 
in  Schools”  is  among  the  most  widely  distributed 
and  popular  publications  of  the  National  Edu- 
cation Association.  It  contains  nothing  that  is 
not  in  full  accord  with  accepted  medical  prin- 
ciples. Its  companion  volume,  “Health  Educa- 
tion,” first  published  in  1925  and  in  its  fourth 
edition  in  1948,  occupies  a similar  commanding 
position.  A third  volume  devoted  to  school 
health  services  as  distinguished  from  health  edu- 
cation is  in  preparation.  Pamphlets  such  as 
“Suggested  School  Health  Policies,”  ‘Health  Ap- 
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praisal  of  School  Children”  and  others  have  been 
influential  in  establishing  policies  and  procedures 
in  relation  to  school  health  which  improved  the 
health  of  our  children  without  impairing  the 
family  doctor  relationships  which  we  know  to 
be  fundamental  to  good  medical  care. 

Unique  in  the  public  field  is  TODAY’S 
HEALTH,  the  lay  magazine  sponsored  by  the 
medical  profession.  It  has  been  copied  by 
closely  similar  publications  in  England,  Germany 
and  Canada;  an  Australian  edition  has  been  pro- 
posed; it  is  the  most  widely  quoted  health  maga- 
zine in  the  world.  It  offers  a channel  for  health 
education  and  legitimate  public  relations  which 
is  not  equaled  anywhere  because  it  reaches 
directly  a conservatively  estimated  two  million 
readers  monthly,  not  counting  uncounted  and 
uncountable  secondary  readers  who  see  it  in 
libraries,  in  schools,  and  elsewhere. 

This  is  what  you  get  tor  your  $25— but  wait. 
I should  say,  this  is  what  you  might  get  for 
your  $25  if  you  only  would.  How  many  times 
have  you  traveled  to  Chicago  without  visiting 
A.M.A.  headquarters  in  which  you  have  so  heavy 
an  investment  of  interest  and  of  money?  How 
often  have  you  referred  a knotty  problem  in 
school  health,  in  medical  service,  in  medical 
economics  or  in  the  numerous  scientific  fields  to 
the  agency  established  by  your  representatives 
and  financed  by  you?  Do  you  put  TODAY’S 
HEALTH  to  work  in  your  office,  in  schools,  li- 
braries and  among  your  friends?  On  the  basis 
of  roughly  twenty-five  major  activities  at  or 
closely  related  to  A.M.A.  headquarters  they 
cost  you  each  less  than  one  dollar  per  year 
for  direct  services  and  for  indirect  benefits  which 
can  hardly  be  measured  or  evaluated. 

If  you  don’t  get  $25  worth  for  your  mem- 
bership check  it  may  be  due  in  part  to  the 
fact  that  you  have  never  fully  exercised  your 
membership  privileges.  The  resources  are  there. 
They  wait  only  to  be  tapped. 

FOUR-GROUP  COMMISSION  TO 
ACCREDIT  HOSPITALS 

The  American  Medical  Association,  American 
Hospital  Association,  American  College  of  Sur- 
geons, and  the  American  College  of  Physicians 
(with  membership  ratio  of  6-6-3-3,  total  18), 
will  comprise  a Joint  Commission  for  the  Ac- 
creditation of  Hospitals  in  the  United  States 
and  possibly  Canada.  Should  the  Canadian 
Medical  Association  participate,  it  will  appoint 


one  representative,  and  the  American  Hospital 
Association  one  other  from  the  Canadian  Hos- 
pitals, which  would  then  make  a membership 
of  20.  Operations  are  expected  to  commence 
January  1,  1952.  The  budget  has  been  tenta- 
tively set  at  $70,000,  not  including  costs  of 
hospital  inspection  services,  the  responsibility  of 
the  individual  organizations,  to  be  financed  pro- 
portionate to  constituent  organization  represen- 
tation on  the  Commission.  They  will  formulate 
standards  relating  to  hospital  accreditation,  es- 
tablish the  type  and  scope  of  inspections  to  be 
made  under  this  program,  assign  responsibility 
for  hospital  inspections  to  the  several  participat- 
ing organizations,  and  award  certificates  of  accre- 
ditation to  qualified  hospitals.  A physician  ex- 
perienced in  hospital  administration  is  to  be 
appointed  as  director. 

Presently  3,200  hospitals  are  approved  by  the 
American  College  of  Surgeons. 

ANNUAL  POSTGRADUATE 
CONFERENCE  IN  CLINICAL 
OPHTHALMOLOGY 

"The  Stanford  University  School  of  Medicine 
will  offer  the  annual  postgraduate  conference 
in  Clinical  Ophthalmology  from  March  24 
through  28,  1952.  The  program  this  year  will 
be  devoted  to  Ophthalmic  Surgery.  Registra- 
tion will  be  open  to  physicians  who  limit  their 
practice  to  the  treatment  of  diseases  of  the 
eye  or  eye,  ear,  nose  and  throat.  In  order  to 
allow  free  discussion  by  members  of  the  con- 
ference, registration  wiii  be  limited  to  thirty 
physicians. 

“Instructors  will  be  Dr.  A.  Edward  Maumenee, 
Dr.  Dohrmann  K.  Pischel,  Dr.  Jerome  W.  Bett- 
man,  Dr.  Max  Fine,  Dr.  Earle  H.  McBain,  and 
Dr.  Arthur  J.  Jampolsky. 

“Programs  and  further  information  may  be 
obtained  from  Office  of  the  Dean,  Stanford  Uni- 
versity School  of  Medicine,  2398  Sacramento 
Street,  San  Francisco  15,  California.” 

W.  H.  Northway,  M.D.,  Assistant  Dean 
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Normohydration 

FOR  BOWEL  REGULATION 


Typically,  the  constipated  stool  is  dehydrated, 
whereas  the  diarrheal  stool  or  that  induced  by  salines 
and  irritants  is  hyperhydrated,  containing  free  water. 

When  Metamucil  is  employed  for  the  management 
of  constipation,  it  is  mixed  in  a full  glass  of  cool  liquid. 
The  ingested  liquid  containing  the  mucilloid  promotes 
normohydration. 


METAMUCIL®  is  the  highly  refined  mucilloid  of 

Plantago  ovata  (50%),  a seed  of  the  psyllium  group, 
combined  with  dextrose  (50%)  as  a dispersing  agent. 
G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 


SEARLE  RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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RX,  DX,  AND  DRS. 

By  GUILLERMO  OSLER,  M.D. 


Here’s  a cheer  for  DR.  LEWIS  HOWARD,  new 
president-elect  of  the  Western  Branch,  American 
Public  Health  Association.  . . . Dr.  Howard  has 
been  Mr.  Public  Health  in  Tucson  for  most  of 
the  modern  years.  He  arrived  there  in  1924,  and 
became  both  city  and  county  health  officer  in 
1931.  . . . Here’s  hoping  he  gets  to  make  inspection 
trips  in  all  parts  of  his  territory  in  their  best 
seasons — Honolulu,  Vancouver,  Banff,  Manila,  Sun 
Valley,  La  Jolla,  Carmel,  and  all  other  such  plague 
spots. 

Two  recent  articles,  quoted  in  Abbott's  "What's 
New",  tell  of  the  ORAL  use  of  PROCAINE  FOR 
CONTROL  OF  ALLERGIC  REACTIONS.  . . . 
Schapiro  and  Sadove  have  used  it  for  intractable 
asthma.  . . . Luddecke  has  used  it  in  conjunction 
with  ascorbid  acid  for  control  of  allergy  from 
antibiotics,  tetanus  AT,  etc.  The  dose  is  250  mg. 
of  procaine  hydrochloride  plus  150  mg.  of  ascorbic 
acid.  There  were  no  side  effects  in  10  cases,  and 
as  much  as  2,400  mg.  of  procaine  was  given  daily. 
. . . Small  series,  good  promise. 


Here  is  a tip  for  the  Arizona  State  Hospital  for 
the  Insane.  . . . Drs.  Isbister,  Robertson,  Stanley, 
and  Stringer  describe  “A  TUBERCULOSIS  CON- 
TROL PROGRAM  IN  A MENTAL  INSTITUTION’’ 
in  the  Journal  of  the  Mich.  State  Med.  Soc.  . . . 
They  describe  the  situation  in  Michigan  before  an 
active  program  was  installed, — tuberculosis  spe- 
cialists were  not  helping;  isolation  was  the  method 
in  use;  no  decrease  with  this  method  had  oc- 
curred in  New  York.  ...  A survey  was  made  in 
the  Michigan  State  Hospital  for  the  criminally 
insane  (staffed  by  a superintendent  and  3 psy- 
chiatrists for  1,100  patients).  There  were  72  cases 
of  tuberculosis  in  1,310  examinations;  41  were  ac- 
tive disease.  ...  A surgical  program  was  begun, 
using  an  imported  team  of  nurses  and  surgeons, 
using  their  own  supplies.  One  of  the  psychiatrists 
became  their  anaesthetist.  . . . Bed  rest  could  not 
be  enforced,  so  that  phrenic  crushes  alone  were 
of  little  value.  Pneumothorax  was  abandoned  as 
hazardous.  Phrenic  plus  pneumoperitoneum  was 
valuable  in  7 cases.  Thoracoplasty  was  regularly 
effective  in  8 cases.  Resection  and  extra-pleural 
oleothorax  were  successful  in  one  case  apiece. 

. . . This  Osier  has  urged  such  active  therapy  for 
years,  but  it  is  surprising  to  know  that  it  works 
in  the  absence  of  bed  rest,  and  when  the  patients 
throw  equipment  at  the  physicians. 


Hospital  Topics  describes  a pair  of  16mm.  color 
films  on  ASEPSIS  which  are  now  available.  The 
Wilmot  Castle  Co.  will  send  them  to  any  group  of 


more  than  15  people,  free  of  charge.  . . . The  di- 
rector and  editor  was  Dr.  Carl  Walter  of  Harvard, 
a leading  evangelist  for  aseptic  methods.  . . . The 
films  depict  preparation  of  sterile  supplies,  and 
disposal  of  contaminated  supplies.  The  total  run- 
ning time  is  26  minutes. 


Newspaper  editors  decide  on  the  relative  impor- 
tance of  news  items.  ...  At  first  glance  one  would 
feel  that  it  is  unfair  to  place  on  page  5 a few 
paragraphs  with  a small  heading  "Doctor  Volun- 
teers Eliminate  Draft  Need.”  When  the  subject 
was  first  discussed  and  the  Armed  Services  need- 
ed physicians,  this  was  first-page  stuff!  . . . On 
second  glance,  after  saying  that  “so  many  doctors 
and  dentists  have  volunteered  that  they  no  longei 
rely  on  the  draft,”  they  tell  the  reason  why, — 
Medical  men  are  offered  either  a bonus  and  com- 
mission for  volunteering,  or  a private’s  rank  on 
being  drafted.  The  ratio  of  preference  was  5,367 
to  2. 


TIME  Magazine  mentions  the  research  work  of 
Dr.  Joseph  Stokes  Jr.,  on  VIRUSES.  There  are 
two  points  of  interest  in  the  story.  . . . Dr.  Stokes 
believes  that  if  production  of  an  active  immunity 
(using  a measles  virus)  is  attempted  while  a tran- 
sient passive  immunity  is  present  (using  an  im- 
mune gamma  globulin),  the  result  may  be  a safe 
and  continued  protection.  It  might  occur  with 
other  viruses.  . . . The  second  point,  not  mentioned 
by  TIME,  concerns  Dr.  Stokes  himself.  In  the 
early  1920s,  Dr.  Stokes  went  thru  his  4 medical 
years  at  Pennsylvania  with  grades  of  100  in  all 
subjects. 


There  will  be  quite  a stir  in  the  near  future 
about  two  heart-supportive  drugs,  BETAINE  and 
GLYCOCYAMINE.  The  Annals  of  Western  Medi- 
cine and  Surgery  for  October  1951  contained  the 
first  four  papers  on  use  of  the  substances,  with 
articles  by  the  two  Doctors  Borsook  of  Los  An- 
geles and  Pasadena,  and  by  Drs.  Van  Zandt,  Gray- 
biel,  and  Patterson.  . . . Their  thesis, — Glycocya- 
mine,  with  the  help  of  betaine,  is  the  precursor 
of  creatine.  Phospho-creatine  is  the  main  re- 
servoir of  readily  available  energy  for  muscle 
and  nerve  cells.  When  such  cells  are  poorly 
functioning,  even  after  anatomic  enlargement  to 
meet  strain,  excess  of  certain  nutritives  may  be 
valuable.  . . . Their  proof, — several  series  of  de- 
compensated cardiacs  who  responded  by  symp- 
toms and  signs  with  better  function  and  return  of 
compensation.  . . . The  work  was  done  under  the 
auspices  of  Cal.  Tech.,  by  a grant  from  the  In- 
ternational Minerals  and  Chemical  Corporation, 
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and  by  a contract  with  the  Office  of  Naval  Re- 
search. . . . Non-medical  publicity  has  already 
started  to  appear. 


The  J.A.M.A.  for  May  fifth  had  articles  on  two 
modern  and  topical  subjects.  An  abstract  of  the 
piece  about  FROZEN  FOODS  would  include  the 
suggestions  that,  if  the  foods  are  frozen  soon  and 
rapidly,  the  vitamins  and  proteins  will  not  be  in- 
jured. . . . AVIATION  MEDICINE  presents  nu- 
merous problems,  only  partly  solved.  The  physi- 
cal factors  which  can  provide  hazards  to  the  human 
in  flight  include  speed,  heat,  cold,  sudden  changes, 
position,  vision,  air  pressure,  body  gases,  etc. 


California  has  taken  a radical  step  in  ISOLA- 
TION OF  THE  TUBERCULOUS.  . . . This  column 
recently  mentioned  Cal’s  compulsory  hospitaliza- 
tion law.  Now  comes  the  report  of  a 20-bed  hos- 
pital unit  for  UNRULY  PATIENTS  at  Terminal 
Island,  off  San  Pedro,  near  Los  Angeles.  It  was 
authorized  by  the  1949  legislature.  . . . The  pa- 
tients are  those  “who  repeatedly  refuse  to  ac- 
cept treatment  elsewhere  and  whose  actions  make 
their  disease  a hazard  to  the  community.”  ...  A 
person  doesn’t  have  ^ the  right  to  spread  disease 
as  he  wishes.  . . . ’Actually  these  patients  are 
irresponsible,  often  nearly  psychopathic,  fre- 
quently alcoholics,  and  sometimes  are  strepto- 
mycin resistant.  . . . The  subject  is  one  which 
the  V.A.  hasn’t  cared  to  handle,  but  which  is  a 
horrible  headache  to  that  service. 


The  Surgeon  General's  office  has  reporied  the 
RELATIVE  MORTALITY  RATES  of  the  past 
three  wars, — World  War  I,  8 per  cent;  World  War 
II,  4 per  cent;  Korea  War,  214%  per  ceni.  ...  In 
addition  to  experience,  the  use  of  penicillin,  whole 
blood,  forward-area  care,  and  air  evacuation  faci- 
lities are  given  most  of  the  credit.  Cold-weather 
discipline  is  also  important,  since  Korea  is  the  cold- 
est country  in  which  our  army  has  ever  cam- 
paigned. 


One  can  usually  tell  a new  drug  by  the  com- 
pany it  keeps — who  announces  it,  who  did  the 
research,  where  the  report  appeared,  how  it  is 
advertised,  etc.  ...  A NEW  SOPORIFIC  drug  has 
just  been  put  out  (by  Schering  Corp.),  advertised 
in  the  usual  trade  journals  (Modern  Medicine), 
mentioned  in  the  drug  publications  (Western 
Druggist),  and  said  to  be  a non-habit  forming 
non-barbiturate  composed  of  carbon,  hydrogen, 
and  oxygen!  . . . Can  you  place  it?  The  name  is 
DORMISON  (METHYLPARAFYNOL),  a name 
which  at  least  suits  our  semantic  requirements. 
. . . It  could  turn  out  to  be  a good  new  drug,  or 

just  another  preparation  aimed  at  a lush  field 

depending  on  a future  trial. 


Unfortunate  results  from  healing  crop  up  as  we 
discover  more  effective  healing  agents.  The  most 
recent  seems  to  be  the  ECTOPIC  PREGNANCIES 


which  follow  the  use  of  penicillin  for  pelvic  in- 
flammatory disease.  . . . Dr.  Leon  Krohn  of  Los 
Angeles  reports  in  'California  Medicine'  that  the 
incidence  of  ectopics  in  his  practice  has  trebled 
since  the  advent  of  the  antibiotic.  . . . The  healed 
tubes  open,  but  apparently  not  enough  to  allow 
the  ovum  to  descend  to  the  uterus. 


The  thoughtfulness  of  Drs.  Prigal  and  Molomut 
in  correlating  CHRONIC  AND  REPEATED  IN- 
FECTIONS in  a family  is  doubtless  matched 
by  the  futility  of  their  chore.  . . . They  presented 
(in  the  J.A.M.A.)  a clear  picture  of  the  susceptible 
host  and  the  non-vulnerable  carrier.  The  organ- 
ism frequently  was  the  hemolytic  staphlococeus, 
a hardy  bacterium  which  is  often  resistant  to 
antibiotics.  . . . The  futile  part  of  this  valuable 
information  is  that  it  will  be  so  seldom  used. 
The  sick  person  is  the  one  who  will  receive  the 
drugs,  and  the  average  doctor  will  let  the  subject 
alone  until  we  all  take  multiple  antibiotics  every 
morning  with  our  vitamin  pills. 


If  a DRUGS  MANUFACTURER  can  have  3 
months  head  start  with  a new  or  improved  phar- 
maceutical preparation  he  is  lucky.  . . . Lederle's 
advantage  of  one  year  in  production  of  aureomycin 
was  unusual.  . . . Competition  among  drug  com- 
panies, each  of  which  has  an  antibiotic  specialty, 
results  in  round-robin  price  cuts.  . . . The  United 
States  is  one  of  the  few  major  countries  which 
permits  patenting  of  a new  drug.  Most  only  per- 
mit patenting  of  the  process.  . . . Pfizer  became 
the  world's  leading  AB  producer  because  it  was 
a specialist  in  drugs  produced  by  fermentation.  . . . 
Discovery  of  a commercially  valuable  AB  has  cost 
the  lucky  manufacturer  millions.  Squibb,  Lilly, 
Abbott,  Upjohn,  and  Sharp  and  Dohme  have  spent 
many  millions  and  not  yet  hit  the  jackpot.  . . . 
One  company  screened  from  five  to  six  thousand 
soil  samples  a month  in  search  of  an  outstanding 
culture.  Only  76  out  of  the  100,000  showed  any 
promise. 


SCREENING  ANTIBIOTICS  has  reached  a basic 
pattern,  according  to  Upjohn’s  ‘Oddysey  of  Mod- 
ern Drug  Research’.  The  Hektoen  Institute  at 
Cook  County  Hospital,  for  instance,  tries  out  each 
organism  on  twelve  bacterial  strains,  including 
tubercle  bacilli,  two  molds,  and  a protozoon.  . . . 
If  the  drug  is  active  in  test  tube  studies,  the  toler- 
ance in  mice  is  established.  ...  If  that  test  is 
passed,  the  AB  is  given  “the  works,”  with  more 
than  200  varieties  of  organisms.  . . . The  Great 
Therapeutic  Desideratum  at  present  is  a material 
which  will  work  against  viruses. 


PULMONARY  FIBROSIS  may  have  obscure 
causes.  There  were  647  patients  in  the  past  20 
years  at  the  Mayo  Clinic  with  a diagnosis  of  'pul- 
monary fibrosis  of  indeterminate  nature.'  Fifteen 
of  those  known  to  be  dead  had  been  autopsied.  . . . 
The  causes  were  identified  in  all  but  one  case,  and 
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they  included  such  etiologies  as  bronchiectasis 
(4),  organized  pneumonia  2),  lymphatic  metastatic 
carcinoma  (3),  aplastic  anemia,  mitral  stenosis, 
multiple  infarctions  focal  abscesses,  Hodgkin's  dis- 
ease, and  Aspergillus  infection. 


The  Shield  M’fg.  Co.  has  presented  a new 
plexiglass  RESPIRATOR.  There  are  other  chest 
‘contour’  respirators — and  a lucky  thing  for  the 
paralyzed.  . . . Ten  years  ago  this  Osier  tried 
to  make  a respirator  of  rubber  and  copper,  to 
prevent  paradoxical  movement  of  a hemithorax 
after  thoracoplasty.  No  success,  and  the  attempts 
were  abandoned  when  the  difficulties  in  the  field 
were  described  by  Dr.  Claude  (‘The  Leukemias’) 
Forkner.  . . . Dr.  Forkner  had  just  returned  from 
a professorship  at  P.U.M.C.  in  China.  He  brought 
back  the  famed  Fred  Snite,  who  had  been  his 
patient  there,  and  he  had  to  invent  a chest  res- 
pirator which  would  allow  for  transfers  in  trans- 
portation. . . . He  at  once  encountered  other  in- 
ventors, priorities,  patents,  etc.  The  most  interest- 
ing contact  was  a Swedish  invention,  sponsored 
by  a wild  Irishman,  who  was  also  a manager 
of  Sonja  Henie!  . . . Inventors  meet  such  inter- 
esting people. 


AN  ANNOTATED  BIBLIOGRAPHY  OF 
GROUP  PRACTICE  1927  - 1950 

Bulletin  85,  revised  edition,  prepared  by  the 
AMA  Bureau  of  Medical  Economic  Research, 
defines  “Group  Practice’  : 

1.  There  must  be  at  least  three  physician 
members. 

2.  The  receipts  from  medical  practice  must 
have  been  pooled  in  some  manner  and  then 
redistributed  to  members  according  to  some 
previously  arranged  plan. 

3.  “Closed  staff”  hospitals  were  not  included 
unless  the  members  of  the  staff  pooled  the  in- 
come received  for  services  outside  the  hospital. 

4.  Purely  “diagnostic  groups”  which  receive 
only  referred  cases  were  excluded. 

5.  “Industrial”  groups  which  furnish  medical 
services  to  a single  industry  and  thus  to  only  a 
limited  group  of  the  general  population  were 
omitted. 

Copies  available  on  request  to  Central  Office. 


SUITE  AVAILABLE  FOR 
DOCTOR'S  OFFICE 


RECEPTION  ROOM 


North  Central  and  McDowell  Road  —Ample  Parking 
For  Information  Call 

HOWARD  OHL,  M.D. 

25  W.  McDowell  Road 

Phone  2-2395  Phoenix,  Arizona 


■ 
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Telephone  Answering  Service 

Southwest  Telephone  & Secretarial  Service 
24  Hour  Service  For 

“Professional  People  — “Small  Business  — “Doctors 
Any  time  you’re  out  we  answer  your  telephone 
and  take  your  message. 

Member  of  National  Associated  Telephone  Exchanges 

2nd  Floor,  207  E.  Pennington  — Phone  3-3601 
East  Office  Branch,  3232  E.  1st  St.  — Phone  6-2461 
Tucson,  Arizona 


Our  members  are  dairymen  whose  busi- 
ness is  supplying  good  milk  for 

milk  and  milk  products. 

We  are  aware  of  the  importance  of  good 
milk  to  good  health  and  of  our  obligation 
to  supply  a product  which  will  merit  your 
confidence. 

ARIZONA  MILK  PRODUCERS 

422  Heard  Building  Phone  3-0893 


WAYLAND’S 

TWO  STORES 

☆ 

Wayland's  Prescription  Pharmacy 
13  E.  Monroe  Street 
Phone  4-4171 

Wayland's  McKinley  Pharmacy 
138  W.  McKinley  Street 
Phone  4-7243 

PHOENIX.  ARIZONA 

☆ 

FREE  DELIVERY 


Serving  the  Laboratories  of  Arizona 
Clinical  — Industrial  — Schools 

PROMPT 

ACCURATE 

SERVICE 


CLICO  LABORATORY  AND  X-RAY  SUPPLIES 

Equipment  — Chemicals  — Reagents  — Supplies 

335  W.  McDowell  Road  Phone  2-5413 

Phoenix,  Arizona 
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REPORT  OF  THE  DELEGATE 
HOUSE  OF  DELEGATES,  A.M.A. 

Los  Angeles,  Calif.,  Dec.  4-7,  1951 

A summary  of  the  actions  of  the  House  of 
Delegates  in  digest  form  at  the  Los  Angeles 
Clinical  Session  will  be  found  in  the  A.M.A. 
Journal  issue  of  Dec.  22,  1951,  beginning  on 
page  1675.  Members  of  the  Association  are 
referred  to  this  issue  of  the  Jornal  for  complete 
summary  of  all  the  proceedings.  The  addresses 
of  the  President  of  the  A.M.A.,  the  President 
of  the  American  Hospital  Association,  the  Com- 
mander of  the  American  Legion,  and  the  reports 
of  the  Coordinating  Committee  and  Board  oi 
Trustees  are  recommended  especially  for  their 
value  in  reading.  Mr.  Newell  Stewart,  Phoenix, 
Arizona,  was  the  official  representative  to  the 
House  of  Delegates  from  the  American  Pharma- 
ceutical Association. 

The  meetings  of  the  House  of  Delegates  were 
held  at  the  Biltmore  hotel,  except  for  an  eve- 
ning meeting  in  the  auditorium  of  the  Shrine 
Convention  Hall,  where  an  overflowing  crowd 
of  doctors,  their  wives,  and  the  public  were  ad- 
dressed, over  a national  broadcast  and  tele- 
vision reproduction,  by  the  Honorable  U.  S. 
Senators,  Robert  A.  Taft,  Ohio,  and  Harry  F. 
Byrd,  Virginia. 

These  Senators,  one  a Republican  and  the 
other  a Democrat,  spoke  in  unmistakable  terms 
about  their  ideas  against  Socialism,  creeping 
upon  this  country  under  present  administration 
policies,  their  opposition  to  compulsory  health 
insurance  as  advocated  by  the  President,  and 
of  their  disagreement  over  many  of  the  Presi- 
dent’s national  and  international  programs  now 
being  sponsored  or  advocated.  These  speakers 
made  all  of  us  feel  that  we  had  courageous 
and  gallant  comrades  in  our  campaign  to  defend 
the  American  way  of  life,  as  exemplified  in  our 
campaign  to  preserve  our  present  freedoms  in 
medical  practise. 

A short  summary  of  a number  of  resolutions 
introduced  into  the  House  and  reported  out  for 
adoption  by  the  various  reference  committees 
will  be  recited  in  this  report. 

1.  The  Board  of  Trustees  recommended  to 
the  House  of  Delegates  a substitute  report  for 
adoption,  in  place  of  the  previous  actions  of 
the  House,  in  its  acceptance  heretofore  of  the 
so  called  Hess  Report,  which  represented  a study 
of  a special  committee  on  “Hospitals  and  the 


Practice  of  Medicine,”  or  “Hospital-Physician 
Relationships.  This  new  revised  report  was 
adopted  by  the  House  of  Delegates  as  a policy 
statement  on  Physician-Hospital  Relations,  and 
surplants  the  controversial  “Lless  Report”  pre- 
viously adopted.  It  can  be  stated  that  the 
philosophy  underlying  the  adoption  of  this  re- 
vised statement  of  policy  differs  very  little  from 
the  original  “Hess  Report,”  but  its  language 
has  been  altered  so  that  physicians  alone  are 
made  accountable  for  any  deviations  from  ac- 
ceptable ethical  practises,  in  their  professional, 
ethical  and  financial  relationships  with  hospitals. 
The  threat  of  disciplinary  action  against  hos- 
pitals who  do  not  cooperate  with  doctors  under 
proper  ethical  standards,  as  set  forth  in  pre- 
vious policies  by  the  original  “Hess  Report,”  are 
entirely  eliminated.  The  present  version,  as  now 
adopted,  in  hospital-physician  relationships  offers 
the  following  principles  for  guidance  of  indi- 
vidual practitioners  and  medical  societies  to- 
ward solution  of  the  various  local  controversies 
over  employment  of  doctors  by  hospitals: 

(A)  A physician  should  not  “dispose  of  his 
professional  attainments  or  services”  to  any  hos- 
pital or  institution  under  conditions  where  such 
services  can  or  are  resold— for  a profit  to  the 
hospital. 

(B)  If  a hospital  does  not  sell  the  physi- 
cian’s services,  the  financial  arrangement  be- 
tween them  may  be  placed  on  any  mutually 
satisfactory  basis.  In  such  manner,  doctors  may 
be  paid  for  teaching  or  research,  not  only  by 
hospitals,  but  by  corporations  or  other  lay 
bodies. 

(C)  Specialists  of  anesthesiology,  pathology, 
physical  medicine  and  radiology,  the  ones  chiefly 
concerned  by  this  AMA  policy— are  recognized 
as  an  integral  part  of  medical  practise. 

Note:  This  completely  published  newly 

adopted  report  on  the  Relation  of  Physicians  and 
Hospitals  will  be  found  in  the  A.M.A.  Journal, 
issue  Dec.  22,  1951,  beginning  on  Page  1684. 

2.  A resolution  was  adopted  against  “the  pro- 
mulgation of  any  regulations  by  the  Selective 
Service  System  under  which  students  of  Schools 
of  Chiropractic  may  be  deferred  under  the  Uni- 
versal Military  Training  and  Service  Act  or 
1951.  Earlier  in  the  year  an  Amendment  to 
the  Selective  Service  Act  was  added  to  place 
chiropractic  students  on  par  with  medical  stu- 
dents with  regard  to  deferment  from  military 
duty  in  order  to  continue  their  professional 
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studies.  “It  has  been  scientifically  demon- 
stated,”  said  the  resolution,  “that  chiropractic  is 
without  merit  as  a healing  art  and  that  there  is 
no  current  need  in  he  armed  forces  for  graduates 
of  schools  offering  such  instruction.” 

3.  The  House  approved  a report  of  the  A.M.A. 
Council  on  Medical  Service  which  outlined  plans 
to  assist  state  medical  associations  in  develop- 
ing programs  designed  to  bring  physicians  into 
communities  in  need  of  medical  services,— a 
national  expansion  of  the  Phvsician  Placement 
Service. 

4.  Approval  was  given  to  the  Board  of  Trus- 
tees’ appointment  of  the  six  A.M.A.  representa- 
tives who  will  serve  on  the  joint  commission 
for  accreditation  of  hospitals  in  the  United  States 
and  Canada,  along  with  representatives  of  the 
American  Hospital  Association,  the  American 
College  of  Surgeons,  and  the  American  College 
of  Physicians.  The  six  are:  Drs.  R.  J.  Whit- 
acre,  East  Cleveland,  Ohio;  Herman  G.  Weis- 
kotten,  Syracuse,  N.  Y.;  Julian  P.  Price,  Flor- 
ence, S.  C.;  Dwight  H.  Murray,  Napa,  Calif. 
(Chairman  of  the  Board  of  Trustees);  Gunnar 
Gundersen;  La  Crosse,  Wise.,  and  Stanley  R. 
Truman,  Oakland,  Calif. 

5.  A resolution  was  adopted  clarifying  the 
action  of  the  House  of  Delegates  which  called 
for  a Congressional  Investigation  into  the  mat- 
ter of  “Teaching  of  Collectivism”  in  our  public 
schools. 

6.  Adopted  a resolution  calling  for  a compre- 
hensive survey  by  the  AMA  to  determine  the 
source  of  funds,  both  public  and  private,  now 
available  for  medical  research.  A Committee 
of  the  Board  of  Trustees  will  attempt  to  reveai 
(a)  sources  of  funds,  both  public  and  private, 
now  available;  (b)  the  amount  of  free  time  de- 
voted to  medical  research,  and  (c)  fields  of 
medical  research  receiving  funds  and  in  what 
proportion.  The  decision  to  carry  out  this  study 
was  due  in  part  to  the  expressed  feeling  that 
many  past  surveys  “have  concentrated  primarily 
on  Government  grants,  and  have  ignored,  for 
the  most  part,  contributions  of  free  time  by 
scientists  and  gifts  by  private  individuals.” 

7.  War  Veterans  Hospital  and  Medical  Serv- 
ice was  again  before  the  House,  resolutions  pre- 
sented chiefly  by  Dr.  Shoulders,  from  the 
State  of  Tennessee.  Many  problems  are  con- 
cerned with  this  subject,  yet  the  most  contro- 
versial one  pertains  to  the  government’s  respon- 
sibility ( if  it  has  one ) for  the  hospitalization  and 


medical  care  at  public  expense  of  non-service 
connected  disabilities.  Should  these  cases  con- 
tinue to  be  eligible  for  free  hospital  and  medi- 
cal care,  simply  by  signing  a statement  that 
each  cannot  pay  for  these  services,  or,  if  not, 
what  should  be  done  to  correct  this  widespread 
abuse  of  the  taxpayers  funds?  A counterpart 
of  the  same  subject  would  have  to  provide 
for  some  method  of  caring  for  non-service  dis- 
ability cases,  under  private  auspices.  The  plan 
as  introduced  by  Dr.  Shoulders  would  provide 
that  the  Government  contract  and  pay  for  mem- 
berships in  the  voluntary  health  service  plans 
to  care  for  these  cases  who  are  really  unable 
to  pay  for  their  medical  services.  This  subject 
was  debated  long  before  a reference  committee. 
Vice  Adm.  Joel  T.  Boone,  Chief  Medical  Direc- 
tor of  the  Veterans’  Administration,  being  pre- 
sent at  the  hearing.  The  House  adopted  a 
resolution  submitted  by  the  appropriate  refer- 
ence committee,  recommending  that  the  Board 
of  Trustees  appoint  a special  committee  to  study 
the  Shoulders  Plan  and  all  other  ramifications  of 
veterans’  care.  The  proposed  committee  was 
authorized  and  directed  to  consult  with  hospital, 
insurance,  veterans  and  other  interested  organi- 
zations in  arriving  at  its  conclusions.  This 
Committee  has  a difficult  task  ahead,  since  the 
above  issue  raised  in  the  Shoulders  Plan,  will 
encroach  upon  the  present  attitude  of  the  high 
councils  of  the  American  Legion  who  insist 
upon  the  preservation  of  the  status  quo  in  re- 
gard to  free  care  of  non-service  connected  dis- 
abilities. This  Committee  will  also  find  another 
American  Legion  project  closely  linked  with 
medical  care  of  veterans,  namely,  its  campaign 
to  prevent  the  merger  of  all  Federal  medical 
activities,  including  the  VA’s  and  associated 
hospital  activities,  under  one  departmental  head. 

8.  The  House  took  action  on  matters  pertain- 
ing to  government  paid  medical  services  for  de- 
pendents of  military  personnel.  The  text  of  the 
approved  resolution  is  as  follows:  “If,  in  the 
independent  judgment  of  Department  of  De- 
fense or  Congress,  the  welfare  of  our  prepared- 
ness program  requires  that  the  dependents  of 
members  of  our  armed  forces  receive  medical 
care  on  a service  basis,  then  the  medical  pro- 
fession stands  ready  to  provide  such  service  thru 
Blue  Shield  and  other  medical  society-sponsored 
plans.”  This  resolution  as  adopted  gives  Blue 
Shield  strong  recognition  by  the  AMA;  it 
strengthens  the  position  of  the  American  Hos- 
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pital  Association,  which  took  a similar  stand 
at  its  recent  annual  meeting,  and  it  may  con- 
ceivably serve  to  influence  consideration  which 
is  now  being  given  by  the  Department  of  De- 
fense and  Armed  Services  to  the  utilization  of 
voluntary  prepayment  plans  in  providing  health 
care  for  dependents.  WRMS  No.  233. 

9.  The  House  went  on  record  in  favor  of 
fluoridation  of  community  water  supplies  as  a 
measure  intended  to  help  prevent  dental  caries, 
particularly  in  children. 

10.  A resolution  was  adopted  authorizing  the 
A.M.A.  to  make  a survey  to  determine  the  num- 
ber of  “deaths  of  small  children  and  infants 
resulting  from  the  ingestion  of  household  pro- 
ducts not  labeled  as  poisoning.”  Singled  out 
specifically  were  carbon  tetrachloride  cleaning 
fluid,  methyl  salicylate,  and  silver  polishes  con- 
taining cyanide.  The  resolution  said  “All  (of 
these)  tho  poisonous,  are  not  labeled  as  such 
and  new  cleaning  products  and  other  household 
preparations  are  being  placed  on  the  market 
each  year,  some  of  which  may  be  poisonous  and 
yet  not  be  so  labeled  because  they  do  not  fail 
under  the  Federal  Caustic  Poisons  Act.” 

11.  The  following  recommendations  of  the 


Committee  on  Blood  Bar  ks  were  approved  (1) 
Publicize  contra-indications,  as  well  as  indi- 
cations, for  use  of  whole  blood  and  blood 
fractions;  (2)  increasing  awareness  on  part  of 
physicians  of  necessity  of  replacing  blood  taken 
from  banks—”  too  many  physicians  fail  to  dis- 
charge their  responsibility;”  (3)  donors  should 
receive  blood  type  cards;  (4)  strive  for  better 
cooperation  among  organizations  interested  in 
the  national  blood  program. 

12.  The  latest  revision,  the  first  since  1945, 
of  the  “Essentials  of  an  Acceptable  Medical 
School,'  was  submitted  by  the  Council  on 
Medical  Education  and  Hospitals.  Their  re- 
port was  approved. 

Your  Delegate  was  privileged  to  attend  all 
the  meetings  of  the  House  of  Delegates,  and 
was  designated  this  Session  by  the  Speaker  of 
the  House,  to  serve  on  the  Reference  Commit- 
tee on  Reports  of  Officers.  Our  Executive  Sec- 
retary, Mr.  Robert  Carpenter,  also  attended  all 
meetings  of  the  House. 

Respectfully  submitted. 

Jesse  D.  Hamer,  M.D.,  Delegate 

Phoenix,  Arizona 


• DOCTOR  • 

DO  YOU  KNOW  THAT: 

• we  service  delinquent  accounts  for  many  members  of  the  Medical  Pro- 
fession in  this  city? 

• our  personnel  is  trained  to  handle  your  accounts  in  an  ethical,  efficient 
manner,  keeping  in  mind  at  all  times  the  Doctor-Patient  relationship? 

• we  cover  the  ‘Valley  of  the  Sun’  by  personal  call  contact? 

• our  personnel  represents  60  years  of  collection  experience? 

• we  are  members  of  the  American  Collectors  Association? 

The  confidence  placed  in  us  by  our  present  clients  encourages  us  to  believe  that 
we  can  perform  the  type  of  service  you  desire. 

DOCTORS  BUSINESS  BUREAU 

612  Security  Building  Phoenix,  Arizona 

Phone  4-7224 

Bonded  Collections  <■  Dignified  Service 

PAUL  C.  DOGGETT  C.  A.  PEACHEY 


From  among  all  antibiotics , Internists  often  choose 

RE  OMYCIN 


because 


Hydrochloride  Crystalline 


Aureomycin  readily  passes  into  the  blood  stream,  whence  it  diffuses  rapidly 
into  all  the  tissues  and  fluids  of  the  body. 


Aureomycin  is  a broad  spectrum  antibiotic  that  has  been  shown  to  be 
effective  in  a wide  variety  of  infections  of  bacterial,  rickettsial  and  large 
viral  origin. 


Aureomycin  has  been  reported  to  be  effective  in 


Acute  Amebiasis 
Anthrax 

Acute  Brucellosis 
Chancroid 
Shigella  Dysentery 
Endocarditis* 
Erysipelas 

Granuloma  Inguinale 


Hepatic  and  Biliary 
Tract  Infections* 
Influenza 
Leptospirosis 

Lymphogranuloma  Inguinale 
Pericarditis* 
Psittacosis 
Q Fever 
Rat-Bite  Fever 
Relapsing  Fever 


*When  caused  by  Aureomycin  susceptible  organisms. 


Respiratory  Infections* 
Rickettsialpox 
Septicemia* 

Rocky  Mountain  Spotted  Fever 
Boutonneuse  Fever 
Tick-Bite  Fever 
Typhus 
Tick  Typhus 
Tularemia 


Throughout  the  world  as  in  the  United  States , aureomycin  is 
recognized  as  a broad  spectrum  antibiotic  of  established  effectiveness. 


Capsules:  50  mg. — Bottles  of  25  and  100.  250  mg. — Bottles  of  16  and  100. 

Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 

LEDERLE  LABORATORIES  DIVISION  American  Gjanamid company  30  Rockefeller  Plaza,  New  York  20,  N.Y. 
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VAN  BUREN  at  4th  ST. 
DIAL 
4-5611 


Two  Convenient  locations: 
MEDICAL  CENTER 
1313  N.  2nd  ST. 

DIAL 

8-2706 


pgescutPTms 


REGISTERED 

PHARMACISTS 


WE  WILL  BE  GLAD  TO  ASSIST  YOU 
IN  LOCATING  YOUR  PHYSICIAN 
IN  CASE  OF  AN  EMERGENCY. 

© 


ATTRACTIVE  NEW  OFFICES 

(1  Block  From  Post  Office) 

Centrally  Located  with  Ample  Parking 
2 and  3 room  suites.  Large  Hallway. 

DENMAN  AND  THOMPSON 

Front  and  Rear  Entrances.  Moderate  Rental. 

“The  Friendly  Store” 

See 

Health  Sundries 

C.  J.  LUNENSCHLOSS 

803  N.  First  Avenue  - PHONE  3-0034 
Phoenix,  Arizona 

Gila  Bend,  Arizona 
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CONSTRUCTIVE  CHICAGO 
CONFERENCE 

The  State  Medical  Journal  Conference  for 
Editors  and  Business  Managers  was  held  in  the 
American  Medical  Association  Building  in  Chi- 
cago, Illinois  on  November  13  and  14.  With 
an  attendance  of  180  delegates  representing 
38  state  journals  together  with  the  Hawaii 
Islands.  The  Arizona  delegates  were  Frank  J. 
Milloy,  M.D.,  Editor,  Arizona  Medicine  and  J.  N. 
McMeekin,  Business  Manager. 

Meeting  was  called  to  order  by  George  F. 
Lull,  M.D.,  Secretary  and  General  Manager  ol 
the  American  Medical  Association. 

A most  interesting  informative  talk  on  reader- 
ship  analysis  in  relation  to  advertising  was 
given  by  Walter  Kehoe,  Director  Medical  De- 
partment, J.  B.  Lippincott  Company.  While  the 
subject  of  the  speech  was  listed  as  “The  Job 
of  An  Editor,”  the  main  point  made  was  that 
the  more  interesting  the  material  published  the 
more  advertisers  would  be  interested  in  using 
the  publication. 

A Panel  Discussion  followed  and  the  speakers 
were,  Joseph  Garland,  M.D.,  New  England  Jour- 
nal of  Medicine;  Carl  B.  Drake,  M.D.,  Editor, 
Minnesota  Medicine;  Wallace  M.  Yater,  M.D., 
Editor,  Medical  Annals  of  D.C.;  Douglas  L. 
Cannon,  M.D.,  Editor,  Journal  of  the  Medical 
Association  of  Alabama. 

A Question  and  Answer  Period  followed  in 
which  the  delegates  participated. 

Harry  L.  Shaw,  General  Editor,  Harper  & 
Brothers,  spoke  on  “Literary  Aspects  of  Medical 
Journalism.”  ‘Writing,’  said  Mr.  Shaw,  “when 
properly  managed,  is  but  another  name  for  con- 
versation.” Which  is  but  another  way  of  saying 
that  so-called  “fine  writing”  is  not  nearly  so 
interesting,  nor  so  well  and  widely  read,  as  the 
plainest  possible  way  of  “talking  about”  the  sub- 
ject under  discussion  is  a simple  conversational 
manner. 

Lester  L.  Hakes,  Associate  Professor,  Univer- 
sity of  Wisconsin,  went  into  detail  on  the 
“Mechanical  Make-Up  of  the  Journals.” 

The  evening  session  was  held  at  the  Walnut 
Room  of  the  Bismarch  Hotel.  Julian  P.  Price, 
M.D.,  Editor,  Journal  of  the  South  Carolina 
Medical  Association  was  the  Toastmaster.  The 
speaker  was  Wu  Paak  Shing,  Ph.D.  who’s  topic 
was  “The  Chinese  Under  the  Communists’  Rule.” 

Three  sessions  were  held  Tuesday  morning. 
“Financial  Appraisal”  was  the  topic  given  by 


Stanley  B.  Weld,  M.D.,  Chairman,  Advisory 
Committee  of  the  State  Journal  Advertising 
Bureau. 

Problems  of  Business  Management  was  an 
open  discussion  for  the  Business  Managers. 

In  the  fourth  session,  on  Tuesday,  Win.  Alan 
Richardson,  Editor,  Medical  Economics,  en- 
gaged in  an  excellent  discussion  of  the  problems 
of  medical  journal  publication.  Mr.  Richardson 
stressed  that,  if  more  money  was  available  for 
staff  purposes,  a much  better  job  could  be 
done,  and  inferred  that  a widening  of  the  ad- 
vertising field  might  well  supply  more  money 
and  thus  make  possible  great  improvements  in 
these  journals. 

A talk  was  given  by  Alfred  J.  Jackson,  Direc- 
tor, State  Journal  Advertising  Bureau  on  its 
Historical  Background  and  a general  report  on 
1951  and  predictions  for  1952. 

The  27  class  publications  listed  in  the  Novem- 
ber 12th  issue  of  ‘Advertising  Age’  indicates  an 
average  gain  of  4.6%  in  number  of  advertising 
pages  for  the  10  month  period,  January  through 
October  1951. 

State  Journal  Advertising  Bureau  pages  for 
the  same  period  show  a gain  of  12.5%.  Net 
billing  is  also  up  about  12.5%. 

Following  was  a discussion  where  the  sug 
gestion  was  made  by  Mr.  Jackson,  due  to  the 
increased  printing  costs,  in  broadening  the  pos- 
sibility in  National  Advertisors  by  the  solicita- 
tion of  electric  appliances  and  automobile  in- 
dustries. This  was  met  with  the  general  ap- 
proval of  all  the  delegates. 

Also  suggested  that  local  firms  should  be 
more  thoroughly  covered  in  the  above  mentioned 
business. 

From  hearsay,  and  comments  received,  it  is 
quite  apparent  that  the  program  was  well  re 
ceived  by  those  present. 

J.  N.  McMeekin,  Business  Managei 


DOCTORS 

A Natural  for  Hospital  or  Clinic 
265  x 600  feet.  Renting  at  $14,000  a year. 
“Let  me  tell  you  about  this.” 

L.  L.  STEWARD  REALTOR 

Phoenix,  Arizona 

1414  E.  McDowell  Road  - PHONE  4-1636 
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/i%cjaKa  ‘Detent 

Phone 
5-0232 

YOU’LL 
FEEL  AT 
HOME 
HERE. 

RATES 
FROM 
$150 
PER 

MONTH. 


R.N.  IN 
CHARGE. 


DIAGNOSTIC  LABORATORY 

MAURICE  ROSENTHAL,  M.D., 
Pathologist 

Diplomate  of  American  Board  of  Pathology 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 
CLINICAL  PATHOLOGY 
AUTOPSIES 
TISSUE  PATHOLOGY 
E.K.G.  B.M.R. 

Medical  Arts  Building 
543  E.  McDowell  Road 
Phone  8-1601 
Phoenix,  Arizona 


TUCSON  BRACE  SHOP 

Orthopedic  Appliances 
Braces,  Limbs,  Belts,  Trusses 
Arch  Supports  and  Repairing 

Phone  3-4581  805  E.  Broadway 

Tucson,  Arizona 


WINTHROP  STEARNS,  INC. 

Local  Representative  - D.  W.  Ripley 

33  Mission  Circle  Phone  6-2978 

Phoenix,  Arizona 


(MAUD  R.  SILVERS,  R.N.) 


Located  in  a fine,  quiet  residential  district  5 miles  away  from  noise  and  activity 
of  the  city.  Lovely  surroundings  with  mountains  in  background.  Best  of 
nursing  care  for  arthritis  and  asthma  cases. 


TUCSON 


1550  E.  Blacklidge  Dr. 
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IN  MEMORIAM 


Born  in  Waco,  Texas,  in  the  year  1878, 
Oscar  C.  West  received  his  Doctor  of  Medi 
cine  degree  at  the  University  of  Emory, 
School  of  Medicine,  Georgia  in  1899. 

Licensed  to  practice  medicine  in  the 
states  of  Georgia,  Texas,  New  Mexico  and 
Arizona,  he  came  to  Phoenix  in  1929  to  be- 
come state  epidemiologist.  He  served  as 
local  assistant  county  physician  and  (Mari- 
copa) county  medical  examiner,  appointed 
in  1941,  relinquishing  this  latter  post  just 
two  years  ago,  the  result  of  ill  health.  Prior 
to  his  residency  in  Arizona,  he  had  served 
his  country  in  Cuba  during  the  Spanish- 
American  War  and  in  France  during  World 
War  I;  was  division  surgeon  of  the  South- 
ern Pacific  in  Texas;  public  health  officer 
in  New  Mexico;  and  likewise  saw  service  in  Chile,  China  and  Mexico. 

Dr.  West  lived  a full  life  in  public  service  devoted  to  his  profession.  He 
endeared  himself  in  the  hearts  of  many  of  his  wide  circle  of  friends,  pa- 
tients and  colleagues.  Over  twenty  years  a member  of  Maricopa  County 
Medical  Society  and  this  Association,  in  1949  he  was  honored  by  fellow- 
practitioners  on  having  completed  his  first  fifty  years  of  distinguished 
service  in  the  field  of  medicine,  through  honorary  membership  in  its  Fifty 
Year  Club. 

While  his  recent  passing  creates  a void  within  our  professional  ranks 
difficult  of  replacement,  we  can  truthfully  say:  "Well  done  thou  good  and 
faithful  servant — ." 


Oscar  C.  West,  M.D. 


RESOLUTION 

WHEREAS,  John  Thomas  Taylor,  one  of  our  most  respected  colleagues  and 
a former  member  of  this  Society  has  passed  into  the  great  beyond;  and 

WHEREAS,  throughout  all  his  life  he  devoted  himself  to  the  practice  of  medi- 
cine, overcoming  severe  physical  illness  to  do  so;  and 

WHEREAS,  his  services  and  kindness  to  the  sick  public  have,  over  the  years, 
given  unstintingly,  unselfishly  and  graciously,  ofttimes  at  the  expense  of  his  own 
physical  well-being ; and 

WHEREAS,  by  his  good  works,  his  exemplary  character  and  his  high  ideals, 
both  as  a doctor  and  a citizen  he  has  endeared  himself  the  communities  in  which 
he  has  lived;  and 

WHEREAS,  social  and  professional  contact  has  created  complete  confidence, 
trust  and  friendship  by  older  and  younger  members  of  the  profession  alike; 
be  it  therefore 

RESOLVED,  that  the  Yavapai  County  Medical  Society  spread  all  the  fore- 
going in  the  minutes  of  our  Society  and  that  a copy  of  this  Resolution  be  fur- 
nished the  family  of  Dr.  Taylor  ivith  an  expression  of  deep  sympathy  to  them 
in  their  loss ; and  that  copies  of  this  Resolution  be  furnished  the  local  press,  the 
Arizona  Medical  Association  and  the  American  Medical  Association. 

For  the  Society: 

Walter  V.  Edwards,  M.D.,  President 

C.  E.  Yount,  Jr.,  M.D.,  Acting  Secretary 
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FACTS  ABOUT  A.M.A.  DUES  FOR 
1952 

1.  American  Medical  Association  membership 
dues  for  1952  are  $25.00. 

2.  Fellowship  dues  for  1952  have  been  abol- 
ished. 

3.  American  Medical  Association  membership 
dues  are  levied  on  “active”  members  of  the 
Association.  A member  of  a constituent  asso- 
ciation who  holds  the  degree  of  Doctor  of  Medi- 
cine or  Bachelor  of  Medicine  and  is  entitled 
to  exercise  the  rights  of  active  membership  in 
his  constituent  association,  including  the  right 
to  vote  and  hold  office  as  determined  by  his  con- 
stituent association,  and  has  paid  his  American 
Medical  Association  dues,  subject  to  the  provi- 
sions of  the  By-Laws,  is  an  “active”  member  of 
the  Association. 

4.  American  Medical  Association  membership 
dues  are  payable  through  the  component  county 
medical  society  or  the  constituent  state  or  terri- 
torial medical  association,  depending  on  the 
method  adopted  locally. 

5.  Commissioned  medical  officers  of  the  Uni- 
ted States  Army,  the  United  States  Navy,  the 
United  States  Air  Force  or  the  United  States 
Public  Health  Service,  who  have  been  nomin- 
ated by  the  Surgeons  General  of  the  respective 
services,  and  the  permanent  medical  officers  ol 
the  Veterans  Administration  and  the  Indian 
Service,  who  have  been  nominated  by  theii 
Chief  Medical  Directors,  may  become  Service 
Fellows  on  approval  of  the  Judicial  Council. 
Service  Fellows  need  not  be  members  of  the 
component  county  or  constituent  state  or  terri- 
torial associations  or  the  American  Medical  As- 
sociation. They  do  not  receive  any  publication 
of  the  American  Medical  Association  except  by 
personal  subscription.  If  a local  medical  so- 
ciety regulation  permits,  a Service  Fellow  may 
elect  to  become  an  active  member  of  a com- 
ponent and  constituent  association  and  the  Amer- 
ican Medical  Association,  in  which  case  he  would 
pay  the  same  membership  dues  as  any  other 
active  member  and  receive  a subscription  to  the 
Journal  of  the  American  Medical  Association. 

6.  An  active  member  of  the  American  Medical 
Association  may  be  excused  from  the  payment 
of  American  Medical  Association  membership 
dues  when  it  is  deemed  advisable  by  the  Board 
of  Trustees,  provided  that  he  is  partially  oi 
wholly  excused  from  the  payment  of  dues  by 


his  component  society  and  constituent  associa- 
tion. 

The  following  may  be  excused  in  accordance 
with  this  provision:  (a)  members  for  whom 
the  payment  of  dues  would  constitute  a financial 
hardship  as  determined  by  their  local  medicai 
societies;  (b)  members  in  actual  training  but 
not  more  than  five  years  after  graduation  from 
medical  school;  (c)  members  who  have  retired 
from  active  practice;  (d)  members  who  have 
reached  the  age  of  70,  on  request,  and  starting 
January  1 following  the  70th  birthday,  and 
(e)  members  who  are  called  to  active  duty  with 
the  armed  forces  (exemption  begins  July  1 or 
January  1 following  entrance  on  active  duty). 
The  last  two  categories  are  excused  from  A.M.A. 
dues  regardless  of  local  dues  exemptions. 

7.  Active  members  of  the  American  Medical 
Association  are  not  excused  from  the  payment 
of  American  Medical  Association  membership 
dues  by  virtue  of  their  classification  by  their 
local  societies  as  “honorary”  members  or  because 
they  are  excused  from  the  payment  of  local  and 
state  dues.  Active  members  may  be  excused 
from  the  payment  of  American  Medical  Asso- 
ciation membership  dues  only  under  the  provi- 
sion described  in  Paragraph  6 above. 

S.  American  Medical  Association  membership 
dues  include  subscription  to  The  Journal  of  the 
American  Medical  Association.  Active  mem- 
bers of  the  Association  who  are  excused  from 
the  payment  of  dues  will  not  receive  The  Journal 
except  by  personal  subscription  at  the  regular 
subscription  rate  of  $15.00  a year. 

9.  Members  may  substitute  one  of  the  special 
journals  published  by  the  Association  for  The 
Journal  to  which  they  are  entitled  as  members. 

10.  A member  of  the  American  Medical  Asso- 
ciation who  joins  the  Association  on  or  after 
July  1 will  pay  membership  dues  for  that  year 
of  $12.50  instead  of  the  full  $25.00  membership 
dues. 

11.  An  active  member  is  delinquent  if  his 
dues  are  not  paid  by  June  1 of  the  year  for 
which  dues  are  prescribed  and  shall  forfeit  his 
active  membership  in  the  American  Medical 
Association  if  he  fails  to  pay  the  delinquent 
dues  within  thirty  days  after  the  notice  of  his 
delinquency  has  been  mailed  by  the  Secretary  of 
the  American  Medical  Association  to  his  last 
known  address. 

12.  Members  of  the  American  Medical  Asso 
ciation  who  have  been  dropped  from  the  Mem- 
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offers  all  these  advanta 


convenience  of  a liquid  concentrate 
Crystalline  Terramycin  Hydrochloride 
, Oral  Drops  provide  200  mg.  per  ce.,  j 

50  mg.  in  each  9 drops— the  only  (fit 

broad-spectrum  antibiotic  available 
as  a liquid  concentrate  affording 
optimal  convenience  and  flexibility 
in  dosage  schedules.  ' J8jHH 


icibility  with  foods  and  fluids 

Terramycin  Oral  Drops  are  miscible 
with  most  foods,  milk  and  fruit  juices; 
can  be  taken  “as  is”  or  mixed. 

Potent  oral  drops  offer  rapid 
broad-spectrum  antibiotic  activity 
in  a form  permitting  the  utmost 
simplicity  in  the  therapeutic  regimen. 


Only  rI/eri’ainycni 
Orm  Drops 


pure  crystalline  compound— well  tolerated 

Terramycin  Oral  Drops  are 
prepared  from  pure  crystalline  material, 
free  of  impurities  which  may  contribute 
to  adverse  reactions. 


supplied: 

2.0  Gm.  with  10  cc.  of  diluent, 
and  specially  calibrated  dropper. 


ANTIBIOTIC  DIVISION 


CHAS.  PFIZER  & CO.,  INC.,  Brooklyn  6.  N.  Y. 
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bership  Roll  for  nonpayment  of  annual  dues  can- 
not be  reinstated  until  such  indebtedness  has 
been  discharged. 

13.  The  apportionment  of  delegates  from  each 
constituent  association  shall  be  one  delegate  for 
each  thousand  (1,000),  or  fraction  thereof,  ac 
tive  members  of  the  American  Medical  Associa- 
tion as  recorded  in  the  office  of  the  Secretary  o* 
the  American  Medical  Association  on  Decem- 
ber 1 of  each  year. 

ILLINOIS  STATE  MEDICAL 
ASSOCIATION 

A LAWYER  WHO  KNEW  MEDICINE 
Earl  Rogers,  probably  the  most  famous  crim- 
inal lawyer  on  the  West  Coast,  the  attorney  who 
defended  Clarence  Darrow  when  he  was  accused 
of  jury  bribery,  tried  many  of  his  cases,  and 
won  them,  because  of  his  passion  for  anatom- 
ical and  “surgical  lore.” 

Each  case  he  handled  brought  a more  com- 
plete realization  of  the  value  of  such  knowledge 
in  his  profession.  Doubt  was  frequently  cast 
upon  the  depth  of  that  knowledge,  yet  Rogers 
was  made  a professor  of  medical  jurisprudence 
at  one  of  the  Los  Angeies  colleges.  Many  an 
expert  medical  witness  ran  afoul  of  Earl  Rogers 
on  the  stand  and  was  convinced  that  the  lawyer 
knew  as  much  as  an/  doetor.  Gunshot  wounds; 
incised  lesions,  or  stab  wounds;  all  phases  of 
insanity  from  sheer  madness  down  through  the 
many  functional  disorders  to  mere  mental  de- 
fects that  cause  inclination  to  perverse  actions; 
the  study  of  psychiatry,  or  the  treatment  of  those 
mental  diseases;  the  intricate  subject  of  poisons 
and  narcotics  and  their  effect  upon  the  human 
organism— all  these  special  branches  of  medicine 
which  definitely  are  included  in  medical  juris- 
prudence, Rogers  absorbed  with  an  avidity  in- 
spired by  ambition  to  become  eventually  super- 
ior in  such  knowledge  to  any  medical  practi- 
tioner. He  haunted  hospitals,  operating  rooms, 
morgues.  Wherever  a difficult  operation  was  to 
be  performed  or  a mysteriously  slain  body 
examined,  Earl  Rogers  was  one  of  the  inter- 
ested and  expert  investigators  present. 

Shortly  before  his  death  in  1922  he  wrote  out 
an  argument  to  offer  his  son  in  his  effort  to  wean 
him  from  his  determination  to  study  law.  It, 
in  its  entirety,  gives  an  amazing  prophecy  on 
the  future  of  that  profession.  To  quote  that 
portion  dealing  with  malpractice: 

“Physicians  and  surgeons  always  have  been 


the  prey  of  dissatisfied  patients  who  expected 
a physician  or  a surgeon  to  restore  them  to 
absolute  health  and  entire  physical  perfection. 
Because  of  the  failure  of  the  medical  profession 
to  accomplish  the  impossible,  thousands  of  mal- 
practice suits  are  brought  every  year  by  patients 
who  claim  lack  of  skill  or  improper  treatment 
on  the  part  of  their  medical  attendants.  For- 
merly the  defense  of  doctors  against  such  exac- 
tions constituted  a portion  of  a lawyer’s  prac- 
tice by  no  means  to  be  overlooked.  Today  every 
doctor  carries  an  insurance  against  such  attempts 
to  secure  money  from  him.  These  insurance 
companies  defend  these  cases  and  pay  such 
judgments  as,  perchance,  may  be  procured— and 
they  are  rare— and  these  companies  hire  a lawyer 
for  a salary,  sometimes  even  maintaining  lawyers 
who  have  no  other  business  or  concern.  The 
average  lawyer  gets  no  malpractice  case  today 
unless  he  chooses  to  bring  suits  of  this  sort, 
which,  as  a rule,  a reputable  lawyer  hesitates  to 
assume.  . . . Taken  in  all,  I think  it  may  safely 
be  said  that  the  day  is  not  far  distant  when  the 
lawyer,  in  the  old  sense  of  the  word,  will  be 
confined  exclusively  to  small  towns,  small  busi- 
ness, and  to  unimportant  litigation.” 

“TAKE  THE  WITNESS” 

By  Alfred  Cohn  and  Joe  Chisholm 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 
MEMBERSHIP  REPORT 

Available  information  discloses  that  as  of 
December  31,  1951,  licensed  medical  doctors, 
residents  of  the  State  of  Arizona,  totalled  750. 
In  addition  thereto,  a total  of  407  non-resident 
medical  doctors  were  licensed  in  this  state;  ex- 
clusive of  those  holding  a “temporary”  or 
“special  restricted”  license. 

Membership  of  the  State  Association  on  Janu- 
ary 1,  1951,  totalled  608.  During  the  year  just 
past,  55  new  medical  doctors  were  received  into 
membership;  16  left  the  state;  3 resigned;  3 were 
dropped;  and  5 deceased.  The  net  result  is  a 
membership  gain  of  28,  for  a total  of  636  as  of 
January  1,  1952,  comprising  584  Active,  45  Affili- 
ate (17  of  which  are  Military),  and  7 Associate 
members. 

Only  one  member  has  failed  to  date  to  pay 
his  1951  State  Association  dues,  and  14  have 
become  delinquent  in  the  payment  of  1951  AMA 
dues. 
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MILLAM  & WIKLE 

STATIONERS 

Phone  3-0888 
22  East  Monroe 
Phoenix 

STATIONERY 

OFFICE  SUPPLIES 

OFFICE  EQUIPMENT 


In  very  special  cases 

A very  superior  Brandy 


THE  WORLD'S  PREFERRED 


COGNAC  BRANDY 

Schieflelin  & Co  . New  York  N.Y. 


☆ 


A constantly  reliable  bottled  water  . . . 
Pure  . . . Fresh  . . . Naturally  Soft 
Untreated  . . . Sterilized  Equipment 
Delivered.  Also  Distilled  Water. 

☆ 

PHONE  2-4645 

☆ 

RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 


Yes,  here’s  the  key  that  can  open  the  door  to 
all  your  hopes  and  dreams  of  tomorrow.  A sys- 
tematic savings  plan  that  will  build  a reserve  for 
your  future.  Let  friendly  savings  counselors  at 
First  Federal  Savings  help  you  work  out  a sav- 
ings plan  to  fit  your  income.  You’ll  enjoy  the 
friendly  service,  insured  safety  and  2%  earnings 
of  First  Federal  Savings.  Start  molding  the  key 
to  your  tomorrow,  today,  with  a systematic 
savings  plan  at  First  Federal  Savings. 


FIRST  FEDERAL 

I^SAFIM©Sw,y,,,,  Q/Zbui. 

JOSEPH  G.  RICE,  PRESIDENT 


30  West  Adams,  Phoenix 
Orange  at  Fourth  Ave.,  Yuma 
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PRESIDENT'S  MESSAGE 

To  carry  out  the  purpose  of  the  Medical  Auxili- 
ary we  as  members  must  unify  our  efforts. 
Unification  develops  strength.  Though  we  strive 
to  grow  in  numbers,  achievement  may  be  at- 
tained with  few  members  of  quality  and  action 
working  as  one. 

Graham  County  organized  in  1930  with  six 
members  but  it  was  forced  to  disband  in  1934. 
In  1951  it  gives  me  great  pleasure  to  welcome 
the  doctors’  wives  who  have  reorganized  the 
county  with  an  increased  potential  membership, 
including  one  of  the  charter  members.  Best 
wishes  to  them  for  success  in  their  work. 

National  emphasis  is  laid  on  self-education. 
Our  membership  is  urged  to  be  active  in  Health 
Agencies,  to  promote  Nurse  Recruitment,  Volun- 
teer Health  Plans,  the  sale  of  Today’s  Health 
and  the  Bulletin;  to  sponsor  good  legislation, 
support  the  American  Medical  Education  Foun- 
dation and  participate  in  the  Civil  Defense  Pro- 
gram. Arizona  may  point  with  pride  to  the 
hundreds  of  man  hours  being  given  by  the 
members  of  the  Woman’s  Auxiliary  to  their 
communities.  Continued  direction  of  this  effort 
in  public  relations  is  bound  to  bring  results. 

The  next  two  years  will  be  a challenge.  To 
meet  this  we  must  do  our  part  in  helping  to 
solve  the  big  problem  today.  That  problem  is 
to  select  for  office  good  candidates  who  will  work 
from  the  bottom  up  and  not  from  the  top  down. 
We  want  to  elect  those  who  will  strive  for  the 
freedom  of  all  enterprise  in  this  great  country. 
Let  each  one  of  us  be  an  informed,  grass 
roots  politician  and  an  intelligent  voter. 

Mrs.  Royal  W.  Rudolph 

President 

WOMAN'S  AUXILIARY 
8TH  ANNUAL  CONFERENCE 

The  1951  conference  of  State  Presidents  and 
Presidents-Elect,  also  National  Committee 
Chairmen,  was  held  again  at  the  La  Salle  Hotel 
in  Chicago,  Illinois  on  November  14th  and  15th. 

The  theme  of  the  conference,  “Working  To- 
gether for  Health,”  was  enlarged  upon  by  mem- 
bers and  guest  speakers  alike  until  the  evidence 
was  concrete  that  we,  as  doctors’  wives,  are  an 


Auxiliary  to  a i"rotessiou  and,  as  such,  have  a 
very  specific  job  to  do. 

From  the  beginning,  the  conference  was  no 
cold  meeting  but,  was  visible  proof  that  coming 
together,  working  together  and  staying  together 
can  produce  fine  results.  Women  new  to  the 
national  field  were  welcomed  and  made  to  feel 
at  ease  with  women  of  considerable  experience. 
From  a group  of  forty  women  at  the  first 
conference,  to  eighty-six  women  present  this 
year,  shows  a steady  advancement  of  a govern- 
ing body  made  up  of  persons  willing  to  accept 
the  responsibility  given  to  them  of  achieving 
a definite  goal. 

Dr.  Ernest  B.  Howard,  Assistant  Secretary  for 
AMA,  spoke  on  “The  ABA  and  the  Woman’s 
Auxiliary.”  He  showed  many  slides  and  gave 
much  statistical  data  bringing  into  focus  the 
“whys”  of  the  amounts  of  money  paid  by  doc- 
tors  to  the  Association  and  the  many  channels 
through  which  this  money  is  diverted. 

Out  of  an  income  of  $9,000,000  in  1951,  very 
large  sums  were  spent  on  scientific  activities, 
educational  campaign,  maintenance,  medical 
service,  publications,  rural  health,  all  in  a tre- 
mendous effort  to  educate  either  the  doctors, 
130,000  strong,  in  these  United  States  or  the 
public  which  they  are  dedicated  to  serve. 

How  doe§  this  concern  the  Auxiliary?  “Very 
deeply,”  is  the  answer.  We  are  the  ambassadors 
of  good  will  for  our  husbands  who,  busy  with 
curative  or  preventive  medicine,  have  turned 
to  us  for  help.  Make  no  mistake,  when  you 
became  a doctor’s  wife,  you  accepted  real  re- 
sponsibility to  your  community.  Around  us 
we  recognize  a great  change  developing.  If 
that  change  is  not  to  be  in  our  way  of  life, 
which  has  come  to  us  as  a wonderful  heritage, 
then  it  must  come  in  our  way  of  living  life. 
Great  things  we  cannot  do,  small  things  we  will 
not  do,  but,  to  be  caught  in  the  do  nothing 
field,  we  dare  not. 

Do,  Dr.  Howard  asks,  be  alerted  in  this  serious 
period  before  elections.  Become  informed  on 
the  issues  at  stake.  Pass  intelligent  information 
to  others  through  club,  church  and  school  affilia- 
tions. It  is  your  job  and  mine  to  make  clear 
that  the  issue  of  Socialized  Medicine  is  not  dead 
but  acutely  alive,  that  Socialism  is  a dishonest 
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movement  not  only  in  medicine,  but  in  nursing 
or  any  other  field,  because  it  strangles  individual 
enterprise. 

Panel  discussions  were  again  the  means  to 
build  the  committee  reports  having  the  National 
Chairman  in  each  instance  act  as  Moderator 
with  several  State  Presidents  carrying  out  the 
discussions. 

Organization : The  Auxiliary  is  built  on  mem- 
bership and  this  membership  should  more  closely 
parallel  that  of  AMA.  The  task  as  presented 
by  Mrs.  Leo  Schaefer  is  to  develop  10,000  new 
members.  You  are  the  Auxiliary;  “Be  a member 
—Get  a member”  is  her  personal  campaign. 
United  we  come  closer  to  realizing  our  goal- 
aiding  the  Health  Program  of  AMA. 

Organization  of  new  gioups  was  well  covered 
and  the  good  to  be  accomplished  through  in- 
dividual work  of  Members-at-large  was  pointed 
out  as  difficult  to  estimate,  but  invaluable  to  the 
over-all  picture. 

Finance:  This  panel  was  entirely  practical 

and  to  the  point.  Monev,  while  in  itself  not  a 
vital  thing,  becomes  of  vital  necessity  in  ex- 
panding such  an  organization. 

1.  Cooperation  was  urgently  stressed  in  col- 
lection of  dues. 

2.  Close  check  and  well  kept  records  of  finan- 
cial needs  and  expenditures. 

3.  A budget  reserve  of  10%  was  suggested  as 
adequate. 

Three  types  of  spending  were  brought  to 
mind:  Under-spending,  over-spending  and  wise 
spending,  the  last  of  these  often  being  better 
than  saving  when  it  comes  to  realizing  objec- 
tives. 

No  apology  need  be  given  for  acknowledging 
the  fact  a budget  is  indispensable,  and  so  far, 
we  have  given  only  of  our  husbands  earnings 
in  support  of  a project  they  have  requested. 

Notice  of  dues  should  be  followed  by  a sec- 
ond notice;  then,  having  made  a real  effort 
to  contact  your  potential  number,  if  no  response 
is  received,  the  sound  suggestion  of  national 
workers  is  to  drop  the  deadwood  from  your 
membership  roster.  Only  audited  reports  are 
acceptable  at  the  national  level  with  the  dead- 
line always  March  31st. 

Mr.  Edward  H.  O’Conner,  Managing  Director, 
Insurance  Economic  Society  of  America,  was  the 
first  of  two  guest  speakers  brought  before  this 
conference.  His  talk  was  uncommonly  impres- 
sive due  in  part  to  his  being  entirely  outside  the 


medical  group.  Here  was  a successful  business 
man  pointing  out  the  American  way  of  life  and 
asking  us,  as  thinking  persons,  as  leaders  within 
our  communities,  to  re-evaluate  the  ideals  upon 
which  this  great  country  was  developed.  Free- 
dom isn’t  free.  It  calls  for  never  ending  effort 
from  all  to  keep  alive  the  spark  that  gives 
life  the  meaning  we  want  it  to  have.  Free 
enterprise  has  it’s  faults  but,  it  is  surely  better 
than  socialism  with  its  blessing  of  misery. 

Clement  Atlee  has  admitted  that  only  the 
lower  third  of  Briton’s  population  benefitted 
from  Socialism  and  you  can  read  anywhere  of 
the  ruin  of  that  nation  under  its  effect. 

What  are  we  waiting  for?  If  public  opinion 
is  equal  to  the  sum  of  private  opinions,  let  us 
influence  opinion  in  the  direction  we  feel  is  right 
—that  the  only  security  for  all  of  us  is  a Pay 
as  You  Go  plan  in  contrast  to  Socialization,  in- 
cluding Medicine. 

Nurse  Recruitment : Here  was  brought  to 
light  the  fact  that  from  existing  nursing  ranks 
the  Government  is  taking  SIXTY  women  each 
day.  Since  50,000  student  nurses  have  been 
named  a minimum  requirement  this  year,  the 
field  is  obviously  open  and  the  Auxiliary  has 
been  asked  to  do  all  in  its  power,  in  conjunc- 
tion with  nursing  groups,  to  help  fill  this 
number. 

Mrs.  H.  W.  Smith  from  Woodward,  Iowa,  ad- 
vanced the  most  pertinent  suggestion  of  this 
panel  in  her  discussion  of  future  Nurses’  Clubs, 
work  to  be  enthusiastically  inaugurated  at  the 
level  of  Junior  High  School  pupils.  These  things 
we  could  do: 

A.  Talk  with  Councilors. 

B.  Arrange  for  meetings  on  school  time. 

C.  Arrange  for  Talks  by  a Nurse. 

D.  Arrange  for  Talks  by  a Doctor. 

E.  Arrange  for  Talks  by  a Librarian. 

F Field  trips  to  a local  Blood  Bank. 

G.  Field  trips  to  a local  Nursing  School. 

H.  Radio  and  TV  programs. 

A film  showing  “Girls  In  White”  was  given 
attentive  reception  by  the  audience  along  with 
the  word  this  film  is  available  for  the  asking 
from  AMA.  It  could  do  much  to  interest  girls 
and  parents  alike  in  nurses  training  as  a future 
to  be  desired  for  many  reasons. 

Community  Service : Teamwork  is  our  job 

and  this  job  we  can  do.  As  Mrs.  Arthur 
A.  Herokl  laughingly  pointed  out  there  are  sev- 
eral good  reasons  why  we  should  serve: 
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1.  There  are  so  many  more  women  than  men. 

2.  We  have  a greater  life  expectancy. 

3 We  use  92  labor  saving  devices— giving  us 
time. 

4.  We  spend  85  cents  of  every  dollar. 

5.  We  suggest  how  the  other  15  cents  is  spent. 

Arizona  shone  in  this  panel  when  Mrs.  Royal 

Rudolph,  our  State  President,  gave  her  report 
of  Rural  Health  Program  as  carried  out  by  Pima 
County  in  the  Radio  Broadcasts  by  school 
children. 

To  let  the  job  you  tackle  be  applicable  m 
a practical  way  to  the  area  involved  was  the 
sensible  implication  of  the  many  participating 
speakers. 

Health  Days : The  stress  of  this  panel  was 

education  plus  action,  pointing  out  in  particular 
that  a great  difference  lies  between  medical 
care  and  health.  Medical  care  deals  with  a 
doctor-patient  relationship  whereas  health  is  a 
Community  responsibility. 

Building  a comprehensive  program  of  educa- 
tion on  such  recurring  topics  as  Mental  Health, 
Food  Sanitation,  Accidents  by  sponsoring  Ex- 
hibits, Movies,  Question  and  Answer  Forums 
and  discussions  with  oiher  groups,  was  dis- 
cussed. 

Civil  Defense : This  comparatively  new  sub- 

ject was  given  much  time  and  thought.  The 
Moderator  asked  that  we  ponder  the  sad  ex- 
perience of  Hawaii  and  suggested  that,  to  make 
Civil  Defense  come  alive,  individual  attention  is 
necessary. 

At  luncheon  the  second  day,  Honorable  Dr. 
Walter  Judd,  who  is  a physician,  who  has  been 
a medical  missionary  and  who  is  now  the  U.  S. 
Congressman  from  Minnesota,  made  a deeply 
moving  plea  to  Americans  for  the  perpetuation 
of  real  Americanism  wherein  he  begged  for 
participation  to  replace  lip  service.  He  spoke 
of  the  wonder  of  America,  containing  7%  of  the 
Earth  s population  being  able  to  help  support 
the  remaining  93%  and  gave  as  the  only  com- 
parable wonder  the  fact  that  there  are  today 
within  our  midst  persons  who  work  to  reduce 
us  to  a position  like  that  from  which  our  fore- 
fathers fled. 

Legislation:  The  panel  was  given  on  the  re- 

lationship of  legislation  to  medicine.  The  im- 
portance of  confronting  local  medical  personnel 
with  the  facts  as  presented  in  Bills  before  Con- 
gress and  the  necessity  of  dealing  directly  with 
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our  Washington  representatives  on  occasion  was 
conclusively  shown. 

The  unusual  scope  of  Auxiliary  work  seems 
staggering  but,  we  understand  this  is  a continu- 
ing program  with  the  new  officers  expanding  on 
the  good  themes  of  last  year’s  group  and  pio- 
moting  a development  or  forward  moving  ideas 
applicable  to  the  changing  times.  Provocative 
stimulus  was  provided  in  particular  to  the  Presi- 
dents-Elect  who,  with  the  help  and  understand- 
ing of  their  local  groups,  hope  to  prove  the 
value  of  this  worthwhile  conference. 

Respectfully  submitted, 
Ruth  E.  Schoffman,  President-Elect 
Phoenix,  Arizona 

ANNOUNCEMENT 

The  Woman’s  Auxiliary  to  the  Arizona  Medical 
Association  is  pleased  to  announce  the  organi- 
zation of  the  Woman’s  Auxiliary  to  the  Graham 
County  Medical  Society  at  Safford,  Arizona  on 
December  4th,  1951. 

Airs.  Royal  W.  Rudolph,  State  President, 
installed  Mrs.  Frederick  W.  Knight  as  President 
and  Airs.  Donald  E Nelson  as  Secretary-treas- 
urer. Mrs.  William  P.  Schoffman,  Pres. -Elect 
of  Arizona  and  Mrs.  Geoige  S.  Enfield,  Organi- 
zation Chairman  were  also  present  at  the  instal- 
lation. 

We  are  very  proud  that  this  little  group,  which 
numbers  six,  has  felt  that  through  organization 
they  could  be  of  more  help  to  their  husbands 
and  of  more  influence  in  their  community.  They 
have  plans  ready  to  begin  Health  Radio  Pro- 
grams in  January  and  are  most  enthusiastic 
about  other  projects  which  they  plan  to  carry 
out  in  the  future.  We  wish  them  the  best  of 
success  and  welcome  them  heartily  to  our 
midst. 

Airs.  George  S.  Enfield 
Phoenix,  Arizona 
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PROFESSIONAL  X-RAY  AND  CLINICAL  LABORATORY 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 
CLINICAL  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

TISSUE  PATHOLOGY  BY  QUALIFIED  PATHOLOGIST 

R.  Lee  Foster,  M.D.,  Director  John  W.  Kennedy,  M.D.,  Radiologist 

W.  W.  Watkins,  M.D.,  Consultant  Radiologist 
Diplomates  of  American  Board  of  Radiology 


WHEN  AN  ORTHOPEDIC 
MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 


DYE  MEDICAL  & OXYGEN 
SUPPLY  COMPANY 

OFFERS 

The  Newest  in  Oxygen  Therapy  Equipment 

Exclusive  Distributors  for  MSA  Pneophore 

Exclusive  Distributors  for  Expendo 
Plastic  Mask  & Cannula 

Distributors  of  Medicinal  Gases  to 
Hospitals 

Quality,  Promptness  and  Efficiency 
combined  with  the  lowest  prices  to 
Doctors  and  patients  in  Phoenix 

24  HOUR  SERVICE 

3332  W.  McDowell  Road 
Phoenix.  Arizona 
Phones:  8-5341,  8-5342,  8-5343 

"Every  Need  For  the  Sick  Room" 
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DOCTORS'  DIRECTORY 


DOCTORS  DIRECTORY  ESTABLISHED 
1920 
3-4189 

Emergency  calls  given  special  attention  We  will 
locate  your  doctor  before  or  after  office  hours. 
BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 
1541  East  Roosevelt 
Phoenix,  Arizona 


DOCTOR'S  CENTRAL  DIRECTORY 

Minnie  C.  Benson  R.N.,  Manager 
24  Hour  Service 
Phone  5-1551  — E.  Hedrick  Dr. 

Tucson,  Arizona 
Established  In  1932 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 

PHOENIX,  ARIZONA 


PHYSICIANS'  BUREAU 

PHONE  6-1291 

347  E.  Mariposa  Phoenix,  Arizona 


NURSES'  DIRECTORY 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS'N 

NURSES  CENTRAL  REGISTRY 

DORA  C.  BURCH,  R.N. 

MRS.  MARJORIE  E.  KASUN,  R.N., 

Arizona’s  Oldest  Registry 

Registrar 

(Established  Since  1924) 

Nurses'  Professional  Registry 

340  E.  Willetta  St.  Phone  3-8606 

Phoenix,  Arizona 

711  East  Monroe  Phoenix  Ph.  4-4151 

PHOTOGRAPHY 


EDDIE  DEUEL 

Trained  Practical  Nurses 

PHOTOGRAPHER 

Trained  Doctors’  Office  Assistants 

Phones  — Office  4-1413  — Home  5-2347 

“Help  for  the  Busy  Doctor” 

Specialist  In  Medical  and  Surgical  Photography 
Formerly  located  at  the  Grunow  Clinic  now  at 

ARIZONA  SCHOOL  OF  NURSING 

921  E.  McDowell  Road 

2525  E.  Picadilly  Road  -Call  6-4750 

Phoenix,  Arizona 

Phoenix,  Arizona 

MEDICAL  ACCOUNTING 


BUREAU  OF  ACCOUNTING 

Accounting  - Bookkeeping 
Notary  Public  - State  and  Federal  Taxation 
3040  N.  27th  Street  Phone  5-2378 

Phoenix,  Arizona 


MEDICAL  ACCOUNTING  BUREAU 

Bookkeeping  - Banking  - Income  Tax 
A Complete  Service 

“Member  Assn,  of  Medical-Dental  Bureau,  Inc.” 
2141  E.  8th  Phone  3-3937 

Tucson,  Arizona 
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AMBULANCE  SERVICE  DIRECTORY 


GIBBS  MORTUARY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

24  Hour  Ambulance  Service 

write  to 

Two  Ambulances 

ARIZONA  MEDICINE 

Phone  54 

First  Street 
Williams,  Arizona 

426  Heard  Bldg. 
Phone  2-4884 
PHOENIX,  ARIZONA 

MEDICAL  BOOKS  MEDICAL  AND  DENTAL  EXCHANGE 


ROBERTA  DAVEY  HALL 

MEDICAL  BOOKS 

Pima  Medical  & Dental  Exchange 

Of  All  Publishers 

Phones  2-1352  - 2-8441  i 

PROMPT  HANDLING  OF  ALL  ORDERS 
To  order:  Telephone  5-1062 

650  N.  6th  Avenue 

40  East  Rose  Lane 
Phoenix,  Arizona 

Tucson,  Arizona 

SANATORIUM  DIRECTORY 


SCHER  REST  HOME 

Ambulatory  and  Semi-Mental  Patients 
24  Hour  Nursing  Service 
Quiet  and  Home-Like 

2919  East  Granada  Rd.  — Phoenix,  Arizona 
Phone  4-6636 

HILLCREST  SANATORIUM 

Cheerful  Private  Rooms 
Excellent  Food 
Homelike  Atmosphere 
Reasonable  Rates 

North  3rd  and  Adams  Phone  4-1562 

Tucson,  Arizona 

ORANGE  ROAD  SANATORIUM 

Specializing  in  All  Cases 
Except  Contagious 

4248  N.  32nd  Street  Phone  5-0257 

Phoenix,  Arizona 

HENDERSON'S  REST  INN 

• Home-like  Atmosphere 

• Our  Food  Is  Abundant  and  Well  Prepared 

• Tray  and  Dining-room  Service 

• Nurses  on  Duty  24  Hours  Daily 

• Reasonable  Rates 

Phone  Glendale  471  Route  2 (N.  Central  Ave.) 

Glendale,  Arizona 

PALM  LODGE 

For  Convalescence  and  Recuperation  of  Non-Con- 
tagious Conditions  - Occupational  Therapy 

Single  Rooms— Excellent  Food— Quiet 
Convenient  to  City  Facilities 

Walter  L.  Grow,  M.D. 

2607  N.  Warren  Tucson,  Arizona  Phone  5-2619 

Treatment  for  Alcoholism 
as  prescribed  by  Family  or  Panel  Doctor 

HYGEIA  SANITORIUM 

2534  Beverly  Boulevard  — Los  Angeles,  California 
Phone  DUnkirk  8-8178 

Recognized  by  the  American  Medical  Association 
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SANATORIUM  DIRECTORY — (Cont'd.) 


HIGHLAND  MANOR  REST  HOME 

MARQUARD  REST  HOME 

EMMA  E.  BROWN,  Mgr. 

General  Care  Aged  and  Convalescence 

For 

Personalized  Diets  — 24  Hour  Nursing  Service 

if  Convalescents 

if  Invalids  and  Semi-Invalids 

Loving  Care  To  the  Senile  Aged 

if  Elderly  Persons 

Reasonable  Rates 

1411  E.  Highland  Avenue  — Phone  5-2552 

Phone  6-4712  — 126  E.  Bethany  Home  Road 

Phoenix,  Arizona 

Phoenix,  Arizona 

LOMA  LINDA  REST  HOME 

• QUIET  COUNTRY  ATMOSPHERE 

• RESTFUL  AND  HOME-LIKE 

• SPECIALIZING  IN  ARTHRITIC  CASES 

Broadway  and  Lateral  16,  Rt.  5,  Box  654 
Phone  9-3648  Phoenix,  Arizona 

EVELYN  DODD  REST  HOME 

(Under  new  Management— Mr.  & Mrs.  W.  M.  Davey) 

• 24  Hour  Nursing  Care 

• Home  Cooking  and  Baking 

• Convalescent 

• Quiet— Home  Like 

1608  E.  Meadowbrook  Ave.  Phone  5-4185 

Phoenix,  Arizona 

LA  CONTENTA  NURSING  HOME 

Convalescents 
Invalids  and  Semi-Invalids 
Asthmatic  and  Arthritic  Cases 
Quiet  - Excellent  Food  - 24  Hour  Nursing  Care 
5331  N.  29th  Ave.,  Phoenix  — Phone  5-5710 
Laura  Condon,  Manager 

McMAHON  GERIATRIC  HOME 

“Aged  a Specialty 

“Special  Consideration  on  senile-phychosis 
“Member  of  Association  of  Nursing  Homes 
“Recreational-Occupation  and  Group  Therapy 
Emphasized 

Phone  3-3014  142  W.  Palmdale 

Tucson,  Arizona 

CASITAS  DEL  SOL  SANATORIUM 

Bessie  Van  Home  Prop. 

0 Tubercular  Cases  Only 
* Excellent  Food  and  Service 
“ Location  in  Dry  and  Sunny  Area 

Phone  5-2075  8834  Forest  Ave. 

Sunnyslope,  Arizona 

MARYE  HESS  SANATORIUM 

• Excellent  Food-Tray  Service 

• 24  Hour  Nursing  Care 

• Beautiful  Surroundings 

• Rates  $150.00  per  month  and  up 

• Private  and  Semi-Private  Rooms  with  Bath 

Phone  6-3572  2708  E.  Edison  St. 

Tucson,  Arizona 

LA  FLORESTA 

Guest  Resort  for  Convalescents 
Located  on  South  Slope  of  Picturesque 
Camelback  Mountain  Above  the 
Humidity,  Dust  and  Smoke 
Ideal  For  Respitory  Arthritics 
Professional  Nursing  Care  - Special  Diets 

Phone  6-6048  — 4614  Alta  Hacienda  Drive 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX.  ARIZONA 
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DRUGGIST  DIRECTORY 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 

KELLY'S  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 


Open  9:00  A.M.-11:00  P.M.  Call  2-1123 

We  Deliver 

BLUE  CROSS  PHARMACY 

PRESCRIPTION  SPECIALISTS 

1924  East  Van  Buren 

Surgical  Appliances  — Private  Fitting  Room 


STANDARD  DRUG  CO. 

14  N.  San  Francisco  Street 
Phone  200 
Flagstaff,  Arizona 


DESERT  DRUGS 

PRESCRIPTIONS  DRUGGISTS 
Kingman,  Arizona 


Open  8 A.M.  to  11  P.M.  Daily  & Sunday 

Broadway  Village  Drug  Store 

PHONE  5-2631 

Broadway  at  Country  Club  Road 
(Free  Delivery) 

TUCSON  ARIZONA 


ROHRER-BLOOM  DRUG  CO. 

(Walgreen  Agency) 
PRESCRIPTIONS  PHARMACISTS 
Phone  40 

Gurley  and  Montezuma 
Prescott,  Arizona 


DRUG  F«. 

^Vil 


AtlZOMA-l  CNN  D>W»  HO«U 


23  Registered  Pharmacists 


Tucson 


Casa  Grande 


THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Building 

Phone  2-4884 
PHOENIX,  ARIZONA 


FELSHER  PRESCRIPTION 

FOURTH  AVENUE  PHARMACY 

PHARMACY 

J.  W.  Holloway,  Prop. 

Free  Delivery  Service  Within  Radius  of  8 Miles. 

Sick  Room  Supplies  — Vitamins 

Try  Us  and  See 

650  N.  First  Avenue  — Phone  3-2070 

Cor.  E.  6th  St.  and  4th  Ave.  — Phone  4-1182 

Phoenix,  Arizona 

Tucson,  Arizona 

AL'S  DRUG  STORE 

NORMAN  DRUG  STORE 

PHONE  5-5552 

Prescription  Druggists 

PHONE  5-2623 

7th  Avenue  and  Camelback  Road 
Phoenix,  Arizona 

Speedway  and  Country  Club 

TUCSON  ARIZONA 
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THE  INTERNATIONAL 
PHARMACY 

Ethical  Prescription  Pharmacy 
Phone  302 

212  Main  Street  Yuma,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 

“Service  you  will  like” 

Corner  Speedway  and  Park  Avenue 
Phone  2-8865  Tucson,  Arizona 

R & B DRUG  STORE 

Prescription  Pharmacists 
Phone  363 

Yuma,  Arizona 

STONE  AND  3RD  PHARMACY 

749  N.  Stone  — Phone  3-6041 

ENCANTO  PARK  DRUG  CO. 

3352  E.  Speedway  — Phone  5-3102 
Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

Phone  2-4884 
PHOENIX,  ARIZONA 

SPACE  FOR  SALE 

Phone  2-4884 

SPACE  FOR  SALE 

Phone  2-4884 

ENSMINGER  PHARMACY 

RELIABLE  PRESCRIPTIONS 
121  North  Cortez 

Phone  188  Prescott,  Arizona 

HODGES  PHARMACY 

The  REXALL  Store 
Phone  7982  Eloy,  Arizona 

HAMILTON'S  DRUG 

The  REXALL  Store 
Benson,  Arizona 

PALMER'S  PHARMACY 

MORTON  PALMER,  R.Ph.G 

1027  East  6th  Street 
Tucson,  Arizona 

FLORES  & SON 

(FARMACIA  FLORES) 

“Your  Nyal  Service  Drug  Store” 

W.  Congress  and  Meyer  Sts.  Phone  3-3362 

Tucson,  Arizona 

JONES  DRUG  COMPANY 

DEPENDABLE  Rx  SERVICE 
Two  Convenient  Locations 
111  East  Congress  - Phone  2-6437 
1225  South  Cherry  - Phone  3-3164 
Tucson,  Arizona 

GILBERT  PHARMACY 

Prescription  Druggists 
(Open  Sunday  and  Holidays) 

Phone  Mesa  9008  Gilbert,  Arizona 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

MONTE  BLISS 
Frontier  Village  Drug  Store 

“Your  Reliable  Neighborhood  Prescription  Pharmacy” 
1700  N.  Maple  Blvd.  Phone  5-5252 

Tucson,  Arizona 
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CAMPBELL  DRUG  COMPANY 

1007  No.  7th 
“Right  Now  Delivery” 

Phone  3-1992 
Phoenix,  Arizona 


NATIONAL  PHARMACY 

Prescriptions 

Phone  2-2412  340  Ajo  Way 

Tucson,  Arizona 


MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 


SHARPE  & PULLINS 

Prescriptions 
229  E.  Glendale 
Phone  Glendale  298 
Glendale,  Arizona 


Physicians  and  Surgeons  Pharmacy 

PRESCRIPTIONS 

753  E.  McDowell  Road  Phone  4-8434 

Phoenix,  Arizona 


BOWMAN  DRUG  COMPANY 

PRESCRIPTIONS 
Phone  533 
Goodyear,  Arizona 


LAIRD  & DINES 

The  REXALL  Store 

Reliable  Prescription  Service 
Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 


EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phone  4587 
Mesa,  Arizona 


McDowell 

PRESCRIPTION  CENTER 

Professional  Prescription  Service 
Phones  8-3694-8-3695  312  W.  McDowell  Rd. 

Phoenix,  Arizona 


McDowell  pharmacy 

545  E.  McDowell  Rd.  Phone  2-3137  - 3-4332 
Phoenix,  Arizona 


MESA  DRUG  COMPANY 

(Walgreen  Agency) 

Prescriptions 

101  Main  Street  Phone  5679 

Mesa,  Arizona 


MURRAY'S  PHARMACY 

PRESCRIPTION  DRUGGISTS 
Phone  28 
Superior,  Arizona 


ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  3-3470 
PHOENIX,  ARIZONA 


MAC  ALPINE  DRUG  CO. 

The  Store 

This  label  is  your  guarantee  of  accurate 
prescription  compounding 

FREE  DELIVERY  PHONE  4-2606 

2303  No.  7th  St.  Phoenix,  Arizona 


74 


Arizona  Medicine 


January,  19t>2 


PHYSICIANS' 

Dl  RECTORY 

NEUROLOGY  and 

PSYCHIATRY 

OTTO  L.  BENDHEIM,  M.D. 

EDWARD  BLANK,  M.D. 

Practice  Limited  Exclusively  To 

NEUROLOGY  and  PSYCHIATRY 

Psychiatry  and  Neurology 

1515  North  Ninth  Street 

733  West  McDowell  Road 

PHOENIX,  ARIZONA 

Phoenix 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 

Hours  by  Appointment 

Phone  2-2294— If  no  answer  call  3-4189 

Plastic  and  Reconstructive  Surgery 

MILTON  H.  ERICKSON,  M.D. 

HOWARD  C.  LAWRENCE,  M.D. 

PSYCHOTHERAPY  AND  PSYCHIATRY 

Diplomate  of  the 

Certified  by  American  Board  of 

American  Board  of  Plastic  Surgery 

Psychiatry  and  Neurology 

709  Professional  Building 

32  West  Cypress  Street  Phone  2-4254 

15  E.  Monroe  Street  Phone  8-4101 

Phoenix,  Arizona 

Phoenix,  Arizona 

NEUROLOGICAL  SURGERY 

ANESTHESIOLOGY 

JOHN  A.  EISENBEISS,  M.D. 

LOUISE  BEWERSDORF,  M.D. 

F.A.C.S. 

F.  A.  C.  A. 

Certified  by  American  Board  of 

Neurological  Surgery 

ANESTHESIOLOGY 

Lois  Grunow  Memorial  Clinic 

20S  West  Glenrosa 

926  E.  McDowell  Road 

Phone  5-4471  — 3-5101 

Phone  4-3151 
Phoenix,  Arizona 

Phoenix,  Arizona 

UROLOGY 

MERRIWETHER  L.  DAY,  M.D. 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

F.  A.  C.  S. 

Diplomate  of  The  American 

Diplomate  of  The  American 

Board  of  Urology 

Board  of  Urology 

LADDIE  L.  STOLFA,  M.D. 

E.  R.  UPDEGRAFF,  M.D. 

Lois  Grunow  Memorial  Clinic 

1010  N.  Country  Club  Road 

926  East  McDowell  Road 

Tel.  4-3674  Phoenix 

Telephone  5-2609  Tucson,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.  A.  C.  S. 

DONALD  B.  LEWIS,  M.D. 

Certified  American  Board  of 
UROLOGY 

UROLOGY 

Certified  by  the  American  Board  of  Urology 

1313  N.  Second  Street  Phone  3-1,739 

123  So.  Stone  Ave.  Phone  2-7081 

PHOENIX,  ARIZONA 

Tucson,  Arizona 
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PHYSICIANS1  DIRECTORY 

UROLOGY— (Cont'd.)  CHEST  DISEASES  AND  SURGERY 


ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the 
American  Board  of  Urology 

808  Professional  Building 
15  East  Monroe  Phone  4-3577 

Phoenix,  Arizona 


INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 
1118  Professional  Building 
Phone  4-1078 
Phoenix,  Arizona 


JESSE  D.  HAMER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suit  910  Phoenix 

15  E.  Monroe  St.  Arizona 


DANIEL  H.  GOODMAN,  M.D. 

INTERNAL  MEDICINE  CARDIOLOGY 

ELECTRO  CARDIOGRAPHY 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 


KENT  H.  THAYER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
Diplomate  of  the 

American  Board  of  Internal  Medicine 

ROBERT  H.  STEVENS,  M.D. 

INTERNAL  MEDICINE  ALLERGY 

1313  N.  Second  St.  Phone  4-8841 

Phoenix,  Arizona 


GEORGE  A.  BOONE,  M.D. 
JAS.  E.  O'HARE,  M.D 

DISEASES  AND  SURGERY  OF  THE  CHEST 
601  East  Sixth  Street  Telephone  4-1561 

TUCSON,  ARIZONA 


FRANK  J.  MILLOY,  M.D. 
F.  A.  C.  P. 

INTERNAL  MEDICINE 

611  Professional  Building 
Phone  4-2171 
Phoenix,  Arizona 


ROBERT  E.  RIDER,  M.D. 

INTERNAL  MEDICINE 
ELECTROCARDIOGRAPHY 

Del  Sol  Hotel  Bldg.  Phone  26 

Yuma,  Arizona 


JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  Jr.,  M.D. 

Diplomate  of  American  Board  of  Internal  Medicine 
GASTROENTEROLOGY,  GASTROSCOPY 

800  North  First  Avenue  Phone:  4-7245 

PHOENIX,  ARIZONA 


DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 

1850  N.  Laurel  Avenue  — Phone  4-7970 
Phoenix,  Arizona 
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ORTHOPEDIC 

SURGERY 

GEORGE  L.  DIXON,  M.D. 
PHILIP  G.  DERICKSON,  M.D. 

ORTHOPAEDIC  SURGERY 

Diplomate  ot'  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  5-1533 

TUCSON,  ARIZONA 

GEO.  A.  WILLIAMSON,  M.D., 
F.A.C.S. 

LEO  L.  TUVESON,  M.D. 

ORTHOPAEDIC  SURGERY 

800  North  First  Ave.  Telephone  2-2375 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D., 
F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

ROBERT  W.  WEBER.  M.D. 

ORTHOPAEDIC  SURGERY 
1014  N.  Country  Club 
TUCSON,  ARIZONA 

JAMES  LYTTON-SMITH,  M.D. 
RONALD  S.  HAINES,  M.D. 
JOHN  H.  RICKER,  M.D. 
STANFORD  F.  HARTMAN,  M.D. 

926  East  McDowell  Road 
Phoenix,  Arizona 

HOSPITAL 

WALTER  V.  EDWARDS,  Jr.,  M.D. 

Obstetrics  and  Gynecology 
Lawrence  Memorial  Hospital 
Cottonwood,  Arizona 

H.  B.  LEHMBERG,  M.D. 

J.  T.  O'NEIL,  M.D. 

Casa  Grande  Clinic  Phone  4495 

Casa  Grande,  Arizona 

CHILDREN'S  DISEASES 

CLINIC 

WM.  F.  SCHOFFMAN,  M.D. 
CECILIA  H.  SHEMBAB,  M.D. 
JOHN  R.  KEEFREY,  M.D. 

DOCTORS  BUILDING 

316  West  McDowell  Road  Telephone  4-7287 

Phoenix,  Arizona 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

NELSON  CLINIC 
D.  E.  NELSON,  M.D. 
HAROLD  D.  PADGETT,  M.D. 

501-505  Fifth  Avenue 
SAFFORD,  ARIZONA 

SUN  VALLEY  CLINIC 

34  North  Macdonald 
MESA.  ARIZONA 
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PROCTOLOGY 

ALLERGY 

WALLACE  M.  MEYER,  M.D. 

E.  A.  GATTERDAM,  M.D. 

PROCTOLOGY 

ALLERGY 

903  Professional  Bldg. 
Phone  2-2822  - 3-4189 
Phoenix,  Arizona 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M.  to  5 P.  M. 
Phoenix,  Arizona 

PHYSICIANS  and  SURGEONS 

MALIGNANT  DISEASE 

MEDICAL  ARTS  CLINIC 

Drs.  Geo.  B.  Irvine,  W.  G.  Payne 
and  T.  J.  Hughes 

PHYSICIANS  AND  SURGEONS 

26  E.  8th  Phone  355 

Tempe,  Arizona 

JAMES  M.  OVENS,  M.  D. 
F.A.C.S.  F.I.C.S. 

Cancer  and  Allied  Diseases 
608  Professional  Bldg.  Phone  4-1973 

Phoenix,  Arizona 

DERMATOLOGY 


KENNETH  C.  BAKER,  M.D. 

DERMATOLOGY 

Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona 


PATHOLOGICAL  LABORATORIES 

Professional  X-ray  and  Clinical 
Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  3-4105 

R.  LEE  FOSTER,  M.D.,  Director 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


G.  O.  HARTMAN,  M.D. 

MEDICAL  CENTER  LABORATORY 

PATHOLOGICAL  LABORATORY 

1313  N.  Second  St. 

20  E.  Ochoa  St.  Phone:  3-4861 

Phoenix,  Arizona 

TUCSON,  ARIZONA 

W.  Warner  Watkins,  M.D.,  Director 
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EYE,  EAR,  NOSE 

and  THROAT 

DUNCAN  G.  GRAHAM,  M.D. 

BERNARD  L.  MELTON,  M.D. 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  and  THROAT 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Otolaryngology 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 

114  West  Pepper  Street 

Certified  by  International  College  of  Surgeons 

Mesa,  Arizona 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 

JOHN  J.  McLOONE,  M.D. 

D.  E.  BRINKERHOFF,  M.D.,  F.A.C.S. 

EAR,  NOSE  AND  THROAT 

Diplomate  American  Board  of  Otolarynogology 

Certified  by  American  Board  of  Otolaryngology 

OTORHINOLARYNGOLOGY 

ROBERT  D.  SMITH,  M.D. 

BRONCHOESOPHAGOLOGY 

EYE,  EAR,  NOSE  AND  THROAT 

316  West  McDowell  Rd.  — Phone  2-1865 

Lois  Grunow  Memorial  Clinic 

Phoenix,  Arizona 

926  E.  McDowell  Rd.  Phone  4-3807 

Phoenix,  Arizona 

SURGERY 

EDWARD  L.  KETTENBACH,  M.D. 

DELBERT  L.  SECRIST,  M.D., 

SURGERY 

F.A.C.S. 

Diplomate  American  Board  of  Surgery 

123  South  Stone  Avenue 

2324  North  Tucson  Blvd.  Phone  5-2605 

Tucson,  Arizona 

Tucson,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 

W.  R.  MANNING,  M.D.,  F.A.C.S. 

DONALD  A.  POLSON,  M.D. 

SURGERY 

GENERAL  SURGERY 

Diplomate  American  Board  of  Surgery 

Certified  by  the  American  Board  of  Surgerv 

800  North  First  Avenue 

620  North  Country  Club  Road  Phone  5-2687 

Phone  4-7245 
Phoenix,  Arizona 

Tucson,  Arizona 

GENERAL 

PRACTICE 

RAYMOND  1.  McGILVRA,  M.D. 

M.  G.  FRONSKE,  M.  D. 

GENERAL  PRACTICE 

GENERAL  PRACTICE 

307  E.  Indian  School  Road 

Phones: 

Office  Phone  5-0750 

Office  99;  Residence  155 

Office  Hours:  10-12  and  2-5  By  Appointment 

10  N.  Leroux  St. 
Flagstaff,  Arizona 

Phoenix,  Arizona 
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GENERAL  MEDICINE 


J.  REICHERT,  M.D. 

General  Practice 

CARDIO  VASCULAR  DISEASES 
ELECTROCARDIOGRAPHY 

303, West  McDowell  Rd.  Office  Phone  4-7028 

Phoenix,  Arizona 


RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 

316  West  McDowell  Road 
Phoenix,  Arizona 


DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

Diplomates  of 

American  Board  of  Radiology 
DIAGNOSTIC  ROENTGENOLOGY 

23  East  Ochoa 
Tucson 


W.  WARNER  WATKINS,  M.D. 

F.A.C.P.,  F.A.C.R. 

(Diplomate  in  Radiology) 

Diagnostic  Roentgenology,  X-Ray  and  Radium 
Therapy 

Medical  Center  Laboratory 
1313  N.  Second  St.,  Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D., 
F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

801  North  Second  Ave. 

Telephone  3-4179 
Phoenix,  Arizona 


OBSTETRICS  and  GYNECOLOGY 


HARRY  J. 

FELCH,  M.D. 

Physician  and  Surgeon  j 

Residence 

Office 

325  W.  Granada 

703  Professional  Bldg. 

Phoenix,  Arizona 

15  E.  Monroe  Street 

Residence  3-1151 

Office  3-1151 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


R.  LEE  FOSTER,  M.D. 
JOHN  W.  KENNEDY,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  3-4105  Phoenix,  Arizona 


DOUGLAS  D.  GAIN,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Certified  in  Both 
THERAPY  AND  DIAGNOSIS 
MEMORIAL  HOSPITAL 

Phoenix,  Arizona 

1200  South  Fifth  Avenue  — Ph.  4-7336 


SPEECH  PATHOLOGY 


ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGY 

Delayed  Speech  Speech  for  the  Mentally  Retarded 

Lip  Reading  for  the  Deaf 

Stuttering  for  the  Paralytic 

Foreign  Dialect  for  the  Cleft  Palate 

Vocal  Disorders  for  the  Aphasic,  etc. 

Professional  Member 

American  Speech  and  Hearing  Association 
Medical  Arts  Bldg.  Phone  3-2051 

Phoenix,  Arizona 
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THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.D.,  F.A.C.S.  ALVIN  L.  SWENSON,  M.D. 

RAY  FIFE,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.D. 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  govemmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER.  M.D. 

Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 
Phoenix,  Arizona 

RALPH  H.  FULLER-  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN,  M.D. 

20  East  Ochoa  Street 
Tucson,  Arizona 


LOUIS  HIRSCH.  M.D. 

Tucson  Medical  Center 
Tucson,  Arizona 

MAURICE  ROSENTHAL.  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

O.  O.  WILLIAMS.  M.D. 

425  North  Fourth  Street 
Phoenix.  Arizona 


HAROLD  WOOD.  M.D. 

1130  N.  Central  Ave. 
Phoenix,  Arizona 


RADIOLOGY  

TUCSON  TUMOR  INSTITUTE 


LUDWIG  LINDBERG,  M.D.  JAMES  H.  WEST,  M.D..  F.A.C.R. 

Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 


721  North  4th  Ave. 


TUCSON,  ARIZONA 


Arizona 

Medicine 

ARIZONA  MEDICAL  ASSOCIATION 


Vol.  9,  No.  2 • FEBRUARY.  1952  • TABLE  OF  CONTENTS  — PAGE  3 

L _ 


U.  C.  MEDICAL  LIBRARY 


MAP  1 1952 


Soli  i-rancisco, 


. and  send  it  right  away ” 


When  immediate  therapy  is  vital  to  the  patient, 
critical  moments  are  saved  if  your  pharmacy  has  your 
first  prescription  choice  on  hand;  in  addition,  your 
own  valuable  time  is  not  wasted  by  unnecessary 
telephone  calls  and  second  selections. 


Throughout  the  country , Lilly  products  are  most  widely  stocked, 
most  readily  available.  Save  time;  make  Lilly  your  first  choice. 


in  thf 

L A 


DILANTIN 


"...little  depression 

...strong  opposition  to  major  convulsions.” 


PARKE,  DAVIS  & COMPANY 


lanagement  of  epilepsy 


“The  introduction  of  diphenylhydantoin 
was  a marked  advance  in  therapy,  because  this  drug, 
although  distantly  related  to  the  barbiturates, 
produced  little  depression  while  exerting 
strong  opposition  to  major  convulsions.”* 

Extensive  clinical  experience  confirms  the  finding 
that  DILANTIN — producing  little  or  no  depression— 
prevents  seizures  or  greatly  reduces  their  number 
and  severity  in  the  majority  of  epileptic  patients. 

DILANTIN  Sodium  ( diphenylhydantoin  sodium,  Parke-Da vis) 
is  available  in  Kapseals®  of  0.03  Gm.  (J 2 gr.)  and  0.1  Gm. 

( 1/2  gr. ) in  bottles  of  100  and  1000. 

^Cutting,  W.  C.:  A Manual  of  Clinical  Therapeutics, 
ed.  2,  Philadelphia,  W.  B.  Saunders  & Co.-,  1948,  p.  484. 
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All  Children  Can  Benefit  from 

this  Protective  Hot  Drink  at  Breakfast 


In  its  widely  distributed  leaflet 
No.  268,  "Eat  a Good  Breakfast," 
the  U.  S.  Dept,  of  Agriculture 
states:  "Summer  or  winter,  there’s 
something  hot,  as  a rule,  in  a 

good  breakfast Something  hot 

is  cheering  and  tones  up  the 
whole  digestive  route." 


The  problem  of  encouraging  children  to  eat  an  adequately  pro- 
tective breakfast  finds  easier  solution  when  Ovaltine  in  hot  milk 
is  recommended  as  a breakfast  beverage.  Many  children  clamor 
for  a hot  drink  at  the  morning  meal,  and  hot  Ovaltine  is  the  right 
kind  of  drink  to  recommend. 

A cup  of  hot  Ovaltine  makes  an  excellent  contribution  of  virtually 
all  essential  nutrients,  adding  substantially  to  the  nutritional  start 
for  the  day.  It  also  serves  in  a gustatory  capacity  by  enhancing 
the  appeal  of  breakfast  and  making  other  foods  more  inviting. 

The  nutrient  contribution  made  by  a cup  of  Ovaltine  is  apparent 
from  the  table  below.  Note  the  wealth  of  essentials  added  to  the 
nutritional  intake  by  making  the  simple  recommendation  of  adding 
a cup  of  hot  Ovaltine  to  the  child’s  breakfast. 

THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILLINOIS 


1 


Here  are  the  nutrients  that  a cupful  of  hot  Ovaltine,  made  of 
x/i  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  milk,*provides: 


, 

K_ 


PROTEIN  . 10.5  Gm. 

FAT  10.5  Gm. 

CARBOHYDRATE  22  Gm. 

CALCIUM  370  mg. 

PHOSPHORUS  315  mg. 


IRON  4 mg. 

COPPER  0.2  mg. 

VITAMIN  A 1000  I.U. 

VITAMIN  B,  0.39  mg. 

RIBOFLAVIN  0.7  mg. 


NIACIN 2.3  mg. 

VITAMIN  C 10  mg. 

VITAMIN  D 140  I.U 

CALORIES 225 


*Based  on  average  reported  values  for  milk. 
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Epps,  M.D.,  Phoenix;  Boris  Zemsky,  M.D.,  Tucson. 

PUBLIC  RELATIONS:  William  B.  Steen,  M.D.,  Tucson;  Hollis 
H.  Brainard,  M.D.,  Tucson;  Arnold  H.  Dysterheft,  M.D., 
McNary;  Howard  C.  Lawrence,  M.D.,  Phoenix;  Robert  M. 
Matts,  M.D.,  Yuma;  Paul  W.  McCracken,  M.D.,  Phoenix. 


STANDING  COMMITTEES 

HISTORY  & OBITUARIES:  Hal  W.  Rice,  M.D.,  Historian,  Tuc- 
son; Frank  J.  Milloy,  M.D.,  Phoenix;  Harold  W.  Koh), 
M.D.,  Tucson;  W.  Warner  Watkins,  M.D.,  Phoenix. 
INDUSTRIAL  RELATIONS:  Ronald  S.  Haines,  M.D.,  Phoenix; 
Carl  H.  Gans,  M.D.,  Morenci;  William  B.  McGrath,  M.D., 
Phoenix;  Zenas  B.  Noon,  M.D.,  Nogales;  John  R.  Schwartz- 
mann.  M.D.,  Tucson. 

LEGISLATION:  Jesse  D.  Hamer,  M.D.,  Phoenix;  Walter  Brazie, 
M.D.,  Kingman;  Martin  G.  Fronske,  M.D.,  Flagstaff;  Juan  S. 
Gonzales,  M.D.,  Nogales;  Charles  B.  Huestis,  M.D.,  Hayden; 
Frederick  W.  Knight,  M.D.,  Safford;  Charles  H.  Laugharn, 
M.D.,  Morenci;  Harry  B.  Lehmberg,  M.D.,  Casa  Grande; 
Claude  H.  Peterson,  M.D.,  Winslow;  Robert  E.  Rider, 
M.D.,  Yuma;  Reed  D.  Shupe,  M.D.,  Phoenix;  William  B. 
Steen,  M.D.,  Tucson. 

MEDICAL  DEFENSE:  O.  E.  Utzinger,  M.D.,  Ray;  Ernest  A. 

Bom,  M.D.,  Prescott;  Preston  T.  Brown,  M.D.,  Phoenix. 
MEDICAL  ECONOMICS:  George  G.  McKhann,  M.D.,  Phoenix; 
Edward  M.  Hayden,  M.D.,  Tucson;  Hilary  D.  Ketcherside, 
M.D.,  Phoenix. 

PUBLISHING:  R.  Lee  Foster,  M.D.,  Phoenix;  Carroll  C.  Creigh- 
ton, M.D.,  Flagstaff;  Donald  E.  Nelson,  M.D.,  Safford. 
SCIENTIFIC  ASSEMBLY:  Thomas  H.  Bate,  M.D.,  Phoenix; 
Joseph  Bank,  M.D.,  Phoenix;  Robert  S.  Flinn,  M.D.,  Phoe- 
nix; Oscar  W.  Thoeny,  M.D.,  Phoenix. 
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Sruxihary 

OFFICERS  OF  THE  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION 
1951  - 1952 

President Mrs.  Royal  W.  Rudolph 

542  X.  Country  Club  Rd.,  Tucson 

President-Elect Mrs.  William  Schoffman 

36  X.  Country  Club  Rd.,  Phoenix 


1st  Vice-President. Mrs.  George  S.  Enfield 

335  W.  Cambridge  Ave.,  Phoenix 

2nd  Vice-President Mrs.  Hugh  C.  Thompson 

135  Palomar  Dr.,  Tucson 

Treasure! Mrs.  R.  Lee  Foster 

2215  N.  11th  Ave.,  Phoenix 

Recording  Secretary Mrs.  Frederick  Knight 

Safford 

Corresponding  Secretary Mrs.  J.  K.  Bennett 

2325  E.  Waverly,  Tucson 

Directors— Mrs.  Benjamin  Herzberg,  125  W.  Rose  Lane,  Phoenix 

1 Year 

Mrs.  Phillip  Corliss,  Yuma— 1 Year 

Mrs.  J.  H.  Allen,  829  Country  Club  Dr.,  Prescott 

2 Years 


STATE  COMMITTEE  CHAIRMEN  1951-52 

Bulletin Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Finance Mrs.  Brick  P.  Storts 

El  Encanto  Estates,  Tucson 

Public  Relations Mrs.  Joseph  M.  Kinkade 

335  S.  Country  Club  Rd.,  Tucson 

Health Mrs.  Kenneth  C.  Baker 

5325  Camino  Real,  Tucson 

Today’s  Health Mrs.  Paul  Jarrett 

501  E.  Pasadena,  Phoenix 

Legislation Mrs.  Louis  Hirsch 

4745  Camino  Real,  Tucson 

Organization Mrs.  George  S.  Enfield 

335  W.  Cambridge  Ave.,  Phoenix 

Parliamentarian Mrs.  V.  G.  Presson 

1317  N.  Stone  Ave.,  Tucson 

Program Mrs.  Hugh  C.  Thompson 

135  Palomar  Dr.,  Tucson 

Publicity Mrs.  John  R.  Green 

2221  N.  40th  St.,  Phoenix 

State  Student  Nurses’  Loan  Fund Mrs.  Carlos  Craig 

727  Encanto  Drive,  S.E.,  Phoenix 

Revisions Mrs.  Delbert  L.  Secrist 

2527  E.  3rd  St.,  Tucson 

Historian Mrs.  Harold  W.  Kohl 

100  Sierra  Vista  Dr.,  Tucson 

National  Representative Mrs.  Jesse  D.  Hamer 

1819  N.  11th  Ave.,  Phoenix 

Nominating  Committee Mrs.  Charles  Stams 

2934  E.  Croydon  Dr.,  Tucson 

Civil  Defense  Mrs.  Hugh  C.  Thompson 

135  Palomar  Dr.,  Tucson 


COUNTY  AUXILIARY  OFFICERS  FOR 
1951  - 1952 


GILA  COUNTY 

Presid<  nt Mrs.  Theodore  C.  Harper 

175  S.  3rd  St.,  Globe 

Vice-President Mrs.  Chester  R.  Swackhamer 

243  S.  2nd  St.,  Globe 

Secretary-Treasurer Mrs.  William  E.  Bishop 

605  S.  3rd  St.,  Globe 

MARICOPA  COUNTY 

President Mrs.  Thomas  W.  Woodman 

3203  W.  Manor  Dr.,  Phoenix 

President-Elect Mrs.  A.  E.  Cruthirds 

60  E.  Country  Club  Drive,  Phoenix 

1st  Vice-President.  . Mrs.  Paul  Jarrett 

501  E.  Pasadena,  Phoenix 

2nd  Vice-President Mrs.  Robert  W.  Ripley 

729  W.  Palm  Lane,  Phoenix 

Recording  Secretary Mrs.  Marcy  L.  Sussman 

McDonald  Drive,  Phoenix 

Treasurer Mrs.  John  W.  Findley,  Jr. 

502  E.  Osborne  Rd. 

Corresponding  Secretary Mrs.  Zeph  B.  Campbell 

1626  Palmcroft  Dr. 


PIMA  COUNTY 

President Mrs.  Brick  P.  Storts 

El  Encanto  Estates,  Tucson 

President-Elect Mrs.  Hollis  H.  Brainard 

328  N.  Country  Club  Rd. 

1st  Vice-President Mrs.  Howard  D.  Cogswell 

3135  E.  5th  Street 

2nd  Vice-President Mrs.  Darwin  Neubauer 

3017  E.  Loretta  Dr. 

Recording  Secretary Mrs.  John  Rupp 

305  Woodland  Blvd. 

Treasurer Mrs.  Kenneth  C.  Baker 

5325  Camino  Real 

Corresponding  Secretary Mrs.  Ian  M.  Chesser 

3726  E.  4th  Street 


YAVAPAI  COUNTY 

President Mrs.  Harry  T.  Southworth 

Country  Club,  Prescott 

Vice-President Mrs.  Joseph  P.  McNally 

Prescott 

Treasurer Mrs.  Melvin  W.  Phillips 

Prescott 

Secretary Mrs.  A.  C.  Wagner 

Prescott 
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in  lobar  pneumonia:  The  prompt  response  to  Terramycin 

therapy  in  lobar  pneumonia  is  consistent 
with  results  obtained  in  primary  atypical 
pneumonia,  bronchopneumonia  and  many 
other  infections  of  the  respiratory  tract. 

In  a typical  series  of  pediatric  cases, 
Terramycin -treated,  "temperatures 
returned  to  normal  in  24  to  48  hours 
after  therapy  was  begun.  The  clinical 
appearance  of  marked  improvement  took 
place  during  the  same  period." 

Potlerjield , T.  G.,  and  Starkweather,  G.  A.: 

J.  Philadelphia  General  Hosp.  2:6  (Jtin.)  1951 


ANTIBIOTIC  DIVISION 
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Gram-positive  Bacterial  Infections 

Lobar  pneumonia  • Mixed  bacterial  pneumonias 
Bacteremia  and  septicemia 
Acute  follicular  tonsillitis 
Septic  sore  throat  • Pharyngitis 
Acute  and  chronic  otitis  media 
Acute  bronchitis  • Laryngotracheitis 
Tracheobronchitis  • Sinusitis 
Chronic  bronchiectasis 
Pulmonary  infections  associated 
with  pancreatic  insufficiency 
Scarlet  fever  • Urinary  tract  infections 
Acute  and  subacute  purulent  conjunctivitis 
Acute  catarrhal  conjunctivitis 
Chronic  blepharoconjunctivitis 
not  involving  the  meibomian  gland 
Abscesses  • Cellulitis 
Furunculosis  • Impetigo 
Infections  secondary  to  Acne  vulgaris 
Erysipelas  • Peritonitis 

Gram-negative  Bacterial  Infections 
Gonorrhea  • Brucellosis 
Bacteremia  and  septicemia 
Fried  lander's  pneumonia 
Mixed  bacterial  pneumonias 
Pertussis  • Diffuse  bronchopneumonia 
Post-partum  endometritis  • Granuloma  inguinale 
Dysentery  • Urinary  tract  infections 
Respiratory  tract  infections 
Cellulitis  • Peritonitis  • Tularemia 

Spirochetal  Infections 

Syphilis  • Yaws  • Vincent's  infection 

Rickettsial  Infections 

Epidemic  typhus  • Murine  typhus 
Scrub  typhus  • Rickettsialpox 
Q fever  • Rocky  Mountain  spotted  fever 

Viral  Infections 

Primary  atypical  pneumonia  ( virus  pneumonia) 
Lymphogranuloma  venereum  • Trachoma 

Protozoal  Infections 
Amebiasis 


S.  PFIZER  & CO.,  INC.,  Brooklyn  6.N.Y. 
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A clinical  record  stretching  over  17  years  of  use  in  a wide  variety  of  procedures  . . . 

1803  reports  published  in  medical  journals  throughout  the  civilized  world  . . . this  is  the 
background  Pentothal  Sodium  offers  today’s  anesthesiologist.  Through  the 

years,  the  Abbott-discovered  ultra-short-acting  barbiturate  has  become  virtually  synonymous 
with  intravenous  anesthesia.  For  good  reasons.  There  is  a rapid,  pleasant  induction, 
complete  surgical  amnesia.  The  patient  usually  awakens  without  nausea.  With  Pentothal, 
the  explosion  hazard  is  eliminated,  the  equipment  simple  and  easily  stored. 
irfi-MnwnLiGB — When  individual  requirement  warrants,  Pentothal  may  be  combined  with  any 
number  of  other  anesthetics.  Investigate  the  full  potentialities  of  Pentothal  in  minor  and 
major  surgery — and  in  obstetrics — by  writing  Abbott  Laboratories, 

North  Chicago,  Illinois,  for  detailed  literature. 


CUMrott 


As  an  adjunct 
to  PENTOTHAL  Sodium 

TUBOCURARINE  Chloride,  Abbott 

. . . supplied  in  10-cc.  and  20-cc. 

vials,  each  cc.  representing  3 rag. 

of  tubocurarine  chloride  penta- 

hydrate.  Also  1-cc.  ampoules,  15 

mg.  Ask  for  literature.  FOR 


(STERILE  THIOPENTAL  SODIUM.  ABBOTT) 


INTRAVENOUS  ANESTHESIA 
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“Premarin”—  a naturally  oc- 
curring conjugated  estrogen 
which  has  long  been  a choice  of 
physicians  treating  the  climac- 
teric—is  earning  further  clinical 
acclaim  in  the  treatment  of 
functional  uterine  bleeding. 

The  aim  of  estrogenic  therapy 
in  functional  uterine  bleeding 
is  to  bring  about  cessation  of 
bleeding,  and  to  produce  sub- 
sequent regulation  of  the  cycle. 
Once  hemostasis  is  achieved, 
the  maximum  daily  dosage  of 
“Premarin”  must  be  continued 
to  prevent  recurrence  of  bleed- 
ing. This  schedule  forms  part 
of  cyclic  estrogen-progesterone 
treatment  for  attempted  salvage 
of  ovarian  function. 

“Premarin”  contains  estrone 
sulfate  plus  the  sulfates  of  equi- 
lin,  equilenin,  /3-estradiol,  and 
/3-dihydroequilenin.  Other  a- 
and  /3-estrogenic  “diols”  are 
also  present  in  varying  amounts 
as  water-soluble  conjugates. 


An  "estrogen  of  choice 
for  hemostasis 
is  Tremarin’ 
in  tablets  of  1.25  mg.  ... 

The  usual  dose  for  hemostasis 
is  2 tablets  three  times  a day. 
If  bleeding  has  not  decreased 
definitely  by  the  third  day  of 
treatment  the  dosage  level 
may  be  increased  by 
50  per  cent.”4' 

*Fry,  C.  0. : J.  Am.  M.  Women’s  A.  4:51  (Feb.)  1949 


Estrogenic  Substances  (water-soluble) 
also  known  as  Conjugated  Estrogens  ( equine ) 

Four  potencies  of  “Premarin”  permit  flexibility  of 
dosage:  2.5  mg.,  1.25  mg.,  0.625  mg.,  and 
0.3  mg.  tablets;  also  in  liquid  form,  0.625  mg.  in  each 
4cc.  (1  teaspoonful). 

Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 
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LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 


1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 


Information  and  circulars  upon  request. 

Address:  O.  B.  JENSEN,  M.D. 
Superintendent  and  Medical  Director 


Livermore,  California 
Telephone  313 


CITY  OFFICES: 


San  Francisco 

450  Sutter  Street 
GArfield  1-5040 


Oakland 

1624  Franklin  Street 
GLencourt  1-5988 


SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN 
FOR  ALL  ETHICAL  MEDICAL 
SUPPLIES. 


THE  SOUTHWEST 
EQUIPMENT  AND 


PHOENIX 


TUCSON  EL  PASO 
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Hawthorne,  distinguished  American  novelist,  is  said  to  have  been  afflicted  with  a psychoneurosis 
from  early  childhood.  His  quiet  life,  wholly  detached  from  the  major  activities  of  the  times,  was 
largely  given  over  to  brooding  solitude. 


The  majority  of  psychoneurotics  have  no  serious  mental  illness,  but  display  merely'an 
emotional  imbalance  which  often  can  be  greatly  improved  by  appropriate  psychotherapeutic 
and  sedative  management.  In  the  treatment  of  psychoneurosis,  particularly  agitated, 
depressed  and  anxiety  states,  Mebaral  is  especially  useful  when  tranquillity  with  minimal 
hypnotic  action  is  desired.  Sedative  dose:  Adults,  from  32  mg.  to  0.1  Gm.  {'A  to  VA  grains) 
three  or  four  times  daily.  Children,  from  16  to  32  mg.  ('A  to  'A  grain)  three  or  four  times  daily. 
Supplied  in  tablets  of  32  mg.,  0.1  Gm.  and  0.2  Gm. 


MEBARAL* 

Brand  of  M epho barbital 


Tasteless  SEDATIVE  AND  ANTSEPILEPTIC 
Little  or  No  Drowsiness 

WINTHROP-STEARNS  INC.  • NEW  YORK  18,  N.  Y.  • WINDSOR,  ONT.  . 

Meborol,  trodemork  reg.  U.S.  & Canada  * ' * -z 
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• WHEEL 
CHAIRS 

HOSPITAL 
& PORTABLE 

• I N VA  L I D 
WALKERS 

ADULT  & CHILD  SIZE 
OXYGEN  THERAPY  SERVICE 
8-3112  — Phones  — 2-6181 
Phoenix,  Arizona 


ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 

For  Physicians,  Surgeons,  Dentists  Exclusively 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 
Cost  has  never  exceeded  amounts  shown. 

ALSO  HOSPITAL  POLICIES  FOR  MEMBERS,  WIVES 
AND  CHILDREN  AT  SMALL  ADDITIONAL  COST 


85c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 


$4,000,000.00  $18,300,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

50  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


PASADENA,  CALIFORNIA 


MEDICAL  STAFF 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Director 
CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.,  Associate  Director 
ETHEL  FANSON,  M.D.  CARLOS  F.  SACASA,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HERBERT  A.  DUNCAN,  M.D. 
KENNETH  P.  NASH,  M.D. 
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Orthoxine  Hydrochloride  is  adminis- 
tered orally. 


Orthoxine 


i 


(BRAND  OF  M ETHOXY  PH  EN AM IN  E) 


the  “well-trained”  amme 


Dottles  of  100  and  500  tablets. 

Orthoxine  Hydrochloride  (100  mg.)  Tablets 
contain  beta-(ortho-methoxyphenyl)-isopro- 
pyl-methylamine  hydrochloride— a broncho- 
dilator  and  antispasmodic. 


* Trademark , Reg.  V.  S.  Rat.  Off. 


Seven  years  of  search  and  synthesis  in 
the  Upjohn  laboratories  culminated  in 
the  development  of  Orthoxine  Hydro- 
chloride—a bronchodilator  and  anti- 
spasmodic. Orthoxine’s  dependable  ac- 
tion gives  relief  to  the  asthma  patient 
with  minimal  vasopressor  and  psycho- 
motor stimulation. 
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SO  MUCH  MORE. ..FOR  SO  MUCH  LESS! 


Includes  (1)  All-automatic 
push-button  control  (2) 
Electronic  timer  (3) 
Double  - focus  100  MA 
tube  head  (4)  Separate 
fluoroscopic  tube  head 
(5)  12  x 16  fluoroscopic 
screen  (6)  Liebel-Flar- 
sheim  Bucky  (7)  Foot 
FOB  MAYWOOD. ILL  switch 


PROFEXR AY  OWNERS!  You  can  make  a double 
saving  on  the  exchange  of  your  present  equipment 
for  this  new  unit  Write  for  details 


Address 

City State 


At  one  bold  stroke,  Profexray  re- 
^ moves  many  limitations  that  may 
prevent  you  from  fully  utilizing  x-ray 
in  your  daily  practice  First  and  fore- 
most, Profexray  enables  you  to  make 
full  use  of  the  100  MA  power  modality 
...at  all  appropriate  time  and  KV  set- 
tings ..  .without  resorting  to  the  pur- 
chase of  much  bulkier,  far  more  costly 
equipment.  Yes,  Profexray  enables 
you  to  employ  100  MA  techniques  for 
stomachs,  colons,  gall  bladders,  abdo- 
mens, as  well  as  chests,  Profexray’s 
exclusive  triple-interlocking  control  of 
time-KV-MA  factors  makes  overload- 
ing of  tubes  absolutely  impossible! 

Full  tilt-table  two-tube  convenience, 
of  course!  Double  focus  100  \1A  tube. 
Completely  automatic  push-button 
technique  selection.  Ultra  compact 
design. 


rofexray 


. . pace-making  design 
. at  down-to-earth  cost 


100  MA-100  KV  TWO-TUBE  TILT  TABLE 
RADIOGRAPHIC-FLUOROSCOPIC  UNIT 
with  triple-interlocking  control. 


Gentlemen:  Please  send  free  descriptive  circular  on 
PROFEXRAY 


Distributed  in  Arizona  by 


STANDARD  SURGICAL 

PHOENIX 

710  N.  First  Street 


SUPPLY 

TUCSON 
809  E.  Broadway 
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PETROGALAR  provides  a moderate  intake  of  mineral  oil 
in  the  form  of  a water-miscible  suspension. 

This  oil-in-water  combination  permeates  the  fecal  residue  to 
produce: 

► Gentle  lubricant  action,  without  “leakage” 

!►  Soft,  nonirritating,  easily  passed  stools 

► Comfortable  bowel  movement 

PETROGALAR  may  be  taken  alone  or  in  milk,  water  or 
fruit  juices — with  which  it  is  readily  miscible. 


PETROGALAR* 

Aqueous  Suspension  of  Mineral  Oil,  Wyeth 

y/yp/ttA  Incorporated,  Philadelphia  2,  Pa. 
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Latest  Information  on  Penicillin  Thera 


1 M PO  RT ANT  PR  1 N Cl PLES 
INFLUENCING 
PENICILLIN  THERAPY 


Ask  Your  Squibb  Professional  Service  Representative 
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\ New  Squibb  Aid  for  the  Profession 


Squibb,  a leader  in  penicillin  research 
1 and  manufacture,  presents  the  new  edi- 
tion of  the  Squibb  Penicillin  Handbook, 
“Important  Principles  Influencing  Peni- 
cillin Therapy.”  It  is  based  on  most 
recent  clinical  work  and  data  of  eminent  authorities  in  the  antibiotic 
field  . . . new  penicillin  dosages  . . . new  recommendations  for  efficacy 
. . . oral  and  parenteral  forms  . . . combined  therapy  . . . drug  resistance  . . . 
therapeutic  blood  levels  . . . reactions  . . . continuous  vs.  discontinuous 
therapy  . . . and  many  other  subjects  of  interest  to  physicians. 


Your  Squibb  Professional  Service  Representative  will  provide  you  with 
“Important  Principles  Influencing  Penicillin  Therapy”  or  any  other  Squibb 
visual  and  practical  aids,  without  cost  or  obligation.  Or  you  may  write 
direct  to  E.  R.  Squibb  & Sons,  745  Fifth  Avenue,  New  York  22,  New  York. 


Squibb  A LEADER  IN  PENICILLIN  RESEARCH 


AND 


MANUFACTURE 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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age,  and  careful  clinical  observation  will  per- 


Successful  clinical  experience  with  Cortone 


mit  most  patients  to  benefit  materially  . . . 
without  fear  of  undesired  effects. 

One  investigator  notes:  “We  have  not  been 
impressed  by  the  severity  or  frequency  of  side- 
effects  . . . The  side-effects  due  to  excessive 
adrenal  cortical  hormone  disappeared  when 


in  many  large  series  of  patients  reveals  the 
safety  of  this  product.  The  administration  of 
Cortone  does  not  necessitate  any  measures 
that  are  not  readily  available  to  the  physician 
in  everyday  practice.  The  use  of  simple  labo- 
ratory tests  (sedimentation  rate,  urinalysis, 
blood  count,  blood  pressure,  and  recordings 
of  weight),  individualized  adjustment  of  dos- 


the  hormonal  agent  was  discontinued. 


Norcross, B.  M.,  N.  Y.  State  J.  Med.  51 : 2356 
Oct.  15,  1951. 


Cortone  is  the  registered  trade-mark  of  Merck  & Co.,  Inc.  for  its  brand  of'cortisone. 


Gortove 


MERCK  & CO..  Inc. 

Manufacturing  Chemists 

RAHWAY,  NEW  JERSEY 

In  Canada:  MERCK  & CO.  Limited — Montreal 


MERC! 


ACETATE 

(CORTISONE  Acetate  Merck) 
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ANESTHESIOLOGY  AND  ITS  PRACTICAL  ADAPTATION 
INTO  GENERAL  MEDICINE  AND  SURGERY 

Edward  B.  Tuohy,  M.D.,  M.S.  (Anesthesia) 

Professor  of  Anesthesiology 

Georgetown  University  Medical  Center 
Washington,  D.  C. 


Anesthesiology,  has  made  most  of  its  strides, 
at  least  with  the  medical  profession,  during  the 
last  twenty  years.  Prior  to  that  time  our  numbers 
were  so  small  that  the  dissemination  of  what 
information  was  available  necessarily  had  to  be 
rather  limited.  The  last  World  War  however  was 
a great  impetus  for  this  specialty  and  many  of 
those  actively  engaged  in  anesthesiology  today 
had  the  opportunity  of  serving  with  surgical 
auxiliary  teams  in  various  hospitals  at  home  and 
abroad  during  the  last  war.  It  followed  quite 
naturally  that  the  younger  surgical  men  who 
were  also  actively  engaged  in  the  last  war  be- 
came very  closely  associated  with  at  least  a 
limited  number  of  anesthesiologists;  and  the  com- 
bined talents  and  afforts  of  these  groups  demon- 
strated that  considerable  efficiency  could  be 
obtained  in  the  handling  of  numerous  casualties 
and,  most  important,  that  mortality  — and  mor- 
bidity — could  be  reduced. 

Thus,  since  the  demobilization  following  the 
last  war  the  specialty  has  been  confronted  with 
a very  definite  shortage  of  qualified  personnel 
due  to  the  demand  on  the  part  of  surgeons  for 
experts  trained  in  this  particular  field.  Even  the 
relatively  large  numbers  of  approved  residencies 
in  the  specialty  of  anesthesiology  we  have  not 
been  able  to  keep  up  with  the  demand  for  well- 
trained  individuals.  It  is  the  fervent  desire  of 
those  in  a position  to  be  conducting  training 

^Presented  before  Arizona  State  Medical  Association,  April  30, 
1951,  Tucson,  Arizona. 


programs  that  more  physicians  will  be  interested 
in  the  field,  and  realize  the  number  of  very 
excellent  opportunities  available  in  almost  any 
part  of  the  country. 

It  is  my  hope  that  I can  point  out  to  you  some 
of  the  basic  intents  of  the  specialty  and  wherein 
the  talents  of  those  qualified  in  this  field  can 
work  into  the  overall  pattern  and  fabric  of  medi- 
cine and  surgery.  There  has  been  a gradual  wear 
ing  down  of  the  older  ideas  that  the  anesthesi- 
ologist was  merely  a glorified  term  to  hang  on 
to  the  shingle  of  an  “ether  sprinkler”.  As  a matter 
of  fact,  we  have  been  criticized  for  the  term 
anesthesiology  because  many  people  found  it 
difficult  to  pronounce  anesthetist!  At  any  rate,  in 
a somewhat  lighter  vein,  I believe  that  the 
anesthesiologists  have  not  introduced  the  real 
fancy  terminolgy  that  our  good  friends  the  der- 
matologists have  fostered. 

In  the  last  few  years  many  of  you  have  fol- 
lowed the  activities  of  the  American  Medical 
Association  and  their  action  and  attitudes  with 
respect  to  this  specialty.  You  have  also,  I am 
sure,  seen  the  opposition  from  various  and  sun- 
dry sources  exhibiting  objections  to  the  basic 
policies  announced  by  the  A.  M.  A.  In  order  not 
to  prolong  this  particular  feature  let  me  say 
that  it  has  been  established  by  the  American 
Medical  Association  that  the  practice  of  anes- 
thesiology is  the  practice  of  medicine  and  as 
such  other  personnel  assuming  such  responsi 
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bilities  are  of  variance  with  the  policies  of  the 
medical  profession. 

It  is  a fact  that  anesthesiology  embraces  not 
only  the  various  methods  and  agents  of  anes- 
thesia but  also  a number  of  closely  associated 
ramifications  probably  the  most  important  of 
which  is  resuscitation  in  case  of  respiratory 
arrest.  Thus,  some  of  the  most  dramatic  situations 
which  are  encountered  as  frank  emergencies  in 
hospitals,  whether  they  are  medical  or  surgical 
require  the  expert  abilities  of  one  qualified  to 
adequately  support  respiratory  failure,  initiate 
adequate  pulmonary  ventilation  and  also  to  have 
the  dexterity  and  facility  for  the  support  of  the 
circulation.  One  can  readily  see  that  there  are 
numerous  situations  which  can  arise  frequently 
wherein  the  anesthesiologist  may  be  able  to  be 
of  very  definite  assistance,  for  example,  bulbar 
poliomyelitis,  emergencies  encountered  in  the 
neo-natal  period,  patients  with  pulmonary  edema 
the  emergency  treatment  of  common  poisons  in- 
cluding barbiturates,  the  medical  management 
of  certain  respiratory  infections  such  as  whoop- 
ing cough  and  acute  traeheolaryngitis,  as  well 
as  the  clinical  entity  of  shock  irrespective  of  the 
etiology. 

In  other  words,  a well-qualified  anesthesiology 
service  in  a well-conducted  hospital  should  be 
prepared  to  handle  or  assist  in  the  management 
of  a great  number  of  emergency  procedures.  In 
many  locations  today  the  anesthesiology  depart 
ment  is  known  as  the  “trouble  shooter”  for  almost 
any  type  of  situation  requiring  immediate  action 
and  treatment.  It  is  a type  of  service  which  must 
of  necessity  be  on  a twenty-four  hour  a day  basis, 
and  able  to  function  in  a matter  of  a few  minutes. 
It  is  my  feeling  that  as  soon  as  a patient  is  ad- 
mitted to  the  emergency  room  of  a hospital  that 
one  of  the  resident  anesthesiology  staff  or 
attending  men  should  be  notified  if  there  is  any 
question  about  the  efficiency  of  respiration  or 
the  circulatory  system.  Having  adequate  equip- 
ment and  qualified  personnel  available  will  great- 
ly enhance  the  handling  of  this  type  of  case.  A 
subsequent  change  in  medical  management  can 
be  directed  according  to  the  necessities  of  the 
patient,  but  many  times  valuable  moments  are 
lost  when  the  patient  is  first  seen  when  oxygen 
therapy  for  example,  and  adequate  fluid  support 
should  be  provided. 

It  is  our  feeling  that  for  patients  who  have 
been  severely  traumatized  and  have  a very  low 
blood  pressure,  an  arterial  transfusion  should  be 


considered.  It  is  not  that  intravenous  support  ot 
blood  pressure  is,  as  a rule,  unsatisfactory,  but 
the  point  is  rather  that  arterial  transfusions  in 
very  critically  traumatized  patients  well  be  much 
more  effective  in  returning  blood  pressure  to 
reseaonable  levels  and  require  a much  smaller 
quantity  of  biood.  One  can  state  definitely  that 
in  sever  cases  of  shock  with  marked  hemorrhage 
that  one  pint  of  whole  blood  intra-  arterially  will 
effect  the  same  response,  but  much  more  rapidly, 
as  three  pints  of  whole  blood  intravenously. 

The  method  of  administration  is  relatively 
simple.  Most  cases  will  require  a cut-down  pro- 
cedure on  the  radial  artery  or  the  femoral  artery 
in  the  absence  of  any  frankly  exposed  artery 
due  to  trauma,  etc.  In  many  instances  a needle 
may  be  successfully  passed  into  the  femorad 
artery,  particularly  if  pulsations  can  be  detected 
by  palpation.  If  not,  a surgical  cut-down  is  en 
tirely  appropriate.  Therefore,  we  are  very  much 
in  favor  of  arterial  infusions  in  the  cases  of  acute 
trauma  and  provocatively  in  the  prophylatic 
treatment  of  shock  for  certain  surgical  proce- 
dures, such  as  operations  on  the  mitral  valve  of 
the  heart,  portocaval  shunt  operations,  certain 
intracranial  lesions,  and  in  other  types  of  cardio- 
vascular surgery. 

Briefly,  the  arterial  method  of  infusion  should 
be  available  in  all  hospitals  with  some  simplified 
mechanical  apparatus  lor  administering  the 
whole  blood  under  pressure  as  it  is  needed,  i 
emphasize  simplified  apparatus  so  that  certain 
hazards  such  as  the  inadvertent  administration 
of  air  or  oxygen  intravascularly  can  be  prevented 
or  reduced  to  a minimum.  As  a matter  of  fact, 
the  whole  concept  of  the  prevention  of  sudden 
deaths  on  the  operating  table  or  in  the  emer- 
gency ward  is  predicated  on  the  availability  ol 
blood  immediately  and  the  surgical  fortitude  to 
initiate  cardie  massage  as  soon  as  it  is  evident 
that  there  has  been  an  arrest  of  the  heart.  By  way 
of  precaution  however,  I recommend  that  a 
scalpel  should  not  be  used  indiscriminately  on  all 
cases  in  shock  or  when  there  is  some  doubt  as  to 
whether  there  is  cardiac  arrest.  The  point  of 
emphasis  lies  in  the  split-second  decision  to 
initiate  cardiac  activity.  The  use  of  certain  vaso- 
pressor agents  as  ephedrine  sulphate,  neosyne- 
phrine,  and  the  pure  pressor  fraction  of  epine- 
phrine, namely  levo-arterenol  should  be  consid- 
ered. In  the  event  of  unanticipated  or  inadvertent 
hemorrhage  during  surgery  we  feel  it  is  wise  to 
have  a sterile  length  of  rubber  tubing  with  a 15 
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guage  needle  attached  on  one  end  readily  avail- 
able for  the  immediate  insertion  into  any  large 
artery  that  is  exposed  at  the  time  of  surgery. 
The  free  end  of  this  tubing  can  be  inserted  into 
a blood  filter  device  and  by  means  of  a simple 
air  pressure  device  such  as  a blood  pressure  bulb, 
blood  can  be  forced  into  the  artery. 

In  passing,  the  advisability  of  intentional 
bloodletting  in  order  to  reduce  systolic  blood 
pressure  must  be  carefully  evaluated  in  each 
case.  There  are  those  who  feel  that  the  loss  of 
blood  at  operation  can  be  definitely  reduced  by 
this  intentional  lowering  of  blood  pressure,  and 
that  the  removed  blood  properly  citrate  for 
heparinized  can  be  returned  to  the  patient  as 
needed.  There  is  undoubtedly  a definite  place 
for  this  type  of  procedure  in  certain  surgical 
interventions. 

Another  advantage  of  intra-arterial  infusion 
that  should  be  mentioned  is  the  fact  that  there 
is  less  diffuse  capillary  oozing  because  of  the 
relatively  small  quantity  of  whole  citrated  blood 
required  to  support  blood  pressure  as  contrasted 
with  the  relatively  large  amount  of  citrated 
blood  ordinarily  required  when  administered 
intravenously.  The  capillary  oozing  is,  I feel, 
definitely  related  to  the  amount  of  citrate  which 
is  introduced  into  the  general  circulation  when 
the  intravenous  route  is  used. 

In  conjunction  with  this  observation  let  me 
interject,  that  on  certain  occasions  when  diffuse 
unexplained  capillarv  oozing  occurs  during  sur- 
gery, during  or  after  a transfusion  there  is  a 
possibility  that  there  mav  be  an  element  of  im- 
proper matching  of  the  donor  and  recipient.  I 
do  not  make  this  a hard  and  fast  rule  that  gen- 
eralized oozing  at  the  time  of  surgery  asso- 
ciated with  blood  transfusion  is  a definite  sign 
of  the  incompatibility  of  blood,  but  with  what 
knowledge  we  have  available  at  the  present 
time  seems  to  be  one  of  the  clues;  at  least  under 
general  anesthesia.  As  you  know,  it  is  ver\ 
rare  to  have  some  of  the  other  signs  of  the  in- 
compatibility of  blood,  such  as  urticaria  or  a pain 
in  the  lower  back,  demonstrated  under  general 
anesthesia.  These  are  more  apt  to  be  seen  in 
the  conscious  patient  in  the  event  of  blood  in- 
compatibilities. 

In  normal  and  in  operative  obstetrics  the 
anesthesiologist  is  in  a position  to  be  of  definite 
assistance  to  the  obstetrician  not  only  in  the 
choice  of  premedication  and  anesthetic  agents 
and  methods,  but  in  a very  important  procedure 


of  handling  difficult  resuscitation  problems  in 
the  newborn.  We  have  been  following  a sug- 
gestion in  the  management  of  Caesarean  section 
babies  particularly,  and  also  the  breech  and 
version  infants,  of  aspirating  the  stomach  of  the 
newborn  with  a very  fine  rubber  catheter  in 
order  to  prevent  the  aspiration  of  amniotic  fluid, 
mucus,  and  other  debris.  We  have  observed 
that  infants  born  via  these  routes  practicall) 
routinely  have  between  one  and  three  ounces  ol 
fluid  in  their  stomachs,  and  that  this  materia! 
is  frequently  responsible  for  respiratory  com- 
plications. Briefly,  our  technique  in  handling 
the  newborn  is  to  aspirate  the  mouth  and  nares 
immediately  and  to  supply  oxygen  with  one  of 
several  types  of  resuscitating  units,  and  then 
as  soon  as  it  is  feasible  to  pass  a small  cathetei 
into  the  stomach  and  aspirate  the  material  which 
is  present.  The  infant  is  held  in  the  head-down 
position  for  this  procedure.  In  certain  instances 
because  of  respiratory  obstruction  the  same 
catheter  can  be  directed  into  the  larynx  and 
trachea  for  aspiration  purposes. 

There  is  little  to  be  added  to  this  relatively 
simple  procedure,  but  I emphasize  it  to  you  as 
being  a very  valuable  adjunct  to  the  overall 
problem  of  handling  the  newborn  infant.  Sup- 
posedly, the  explanation  of  this  accumulation  of 
mucus  in  the  stomach  of  Caesarean  section,  ver- 
sion and  breech  babies  is  the  absence  of  the 
squeezing  action  exerted  through  the  normal 
birth  canal.  It  is  my  feeling  that  all  respiratory 
complications  in  the  newborn  should  be  carefully 
observed  for  at  least  twenty-four  hours  and 
oxygen  supplied  routinely.  Very  prompt  cathe- 
ter suction  should  be  used  discreetly  with  par- 
ticular care  being  exercised  to  avoid  any  un- 
necessary trauma. 

While  discussing  certain  emergency  situations 
associated  with  obstetrics  and  gynecology  we 
should  recall  to  mind  the  importance  of  ade- 
quate fluid  replacement  in  the  cases  of  ectopic 
pregnancy  and  certain  abnormal  eventualities 
reflecting  themselves  upon  the  placenta,  such  as 
placenta  prae  via,  premature  separation  of  the 
placenta,  and  rupture  of  the  uterus.  In  this 
connection  the  anesthesiologist  many  times  will 
be  of  considerable  help  in  the  delicate  proce- 
dure of  partial  exsanguination  and  blood  re- 
placement in  the  management  of  erythroblastosis, 
or  associated  Rh— Hr  variations.  The  manage- 
ment of  the  eclamptic  patient  has  been  thor- 
oughly presented  by  many  authors,  and  it  ap- 
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pears  on  the  basis  of  the  work  of  Hingson(l) 
and  others  that  conduction  anesthesia  may  have 
a definite  role  in  successful  therapy  of  this  con- 
dition. The  use  of  continuous  spinal  anesthesia 
or  epidural  anesthesia  will  minimize  the  ten- 
dency for  convulsive  seizures,  and  produce  a de- 
crease in  blood  pressure.  We  have  been  able 
to  substantiate  the  observation  of  Hingson,  and 
feel  that  conduction  anesthesia  is  one  important 
type  of  therapy  to  be  considered  when  this 
complication  of  pregnancy  is  encountered.  It 
does  not  infer  that  other  types  of  therapy,  in- 
cluding the  veratrine  regime  are  not  to  be 
considered. 

It  is  well  to  point  out  probably  at  this  time 
that  conduction  anesthesia  either  by  the  con- 
tinuous spinal  or  epidural  route  is  valuable  in 
cases  of  anuria  except  in  those  instances  wherein 
the  anuria  is  due  to  blood  incompatibility.  In 
my  experience  conduction  anesthesia  is  not  of 
much  value  in  this  type  of  complication.  How- 
ever, in  acute  renal  complications  in  children, 
frequently  associated  with  respiratory  infections, 
and  some  of  the  exanthemata,  conduction  anes- 
thesia is  very  much  worthwhile  in  treating 
anuria. 

As  I mentioned  previously  there  are  a num- 
ber of  medical  emergencies  wherein  the  anesthe- 
siologist can  be  of  assistance,  for  example  in 
certain  types  of  poisoning  such  as  that  due  to 
barbiturates.  In  these  instances  we  are  con- 
fronted chiefly  with  a respiratory  and  circula- 
tory problem.  It  may  be  necessary  to  utilize 
suction  bronchoscopy  to  remove  substantial  ac- 
cumulations of  mucus,  and  to  insert  an  intra- 
tracheal tube  for  a varying  period  of  time,  and 
in  the  profound  sub-lethal  instances  to  carry 
on  artificial  respiration.  A point  frequently 
overlooked  in  this  connection  is  the  utilization 
of  an  artificial  adult  respirator  of  the  type  used 
for  treating  certain  forms  of  poliomyelitis.  In 
fact,  a respirator  of  this  type  is  invaluable  for 
the  treatment  of  any  case  of  respiratory  arrest. 
I suggest  therefore  that  this  piece  of  apparatus 
be  considered  in  handling  respiratory  complica- 
tions due  to  the  ingestion  of  certain  poisons, 
notably  barbiturates.  The  judiicu  osuse  of  cer- 
tain drugs  which  are  classified  as  analeptics 
should  be  considered.  More  precisely  possibly 
and  perhaps  more  effectual  is  the  treatment  of 
barbiturate  poisoning  by  means  of  exchange 
transfusions,  or  dialysis  by  means  of  an  artici- 
cial  kidney.  We  have  had  two  successful  bar- 


biturate poisoning  cases  in  our  institution  suc- 
cessfully treated  by  the  artificial  kidney. 

The  Adaptation  of  Regional  Anesthesia  in 
Therapeutic  and  Diagnostic  Procedures 

Certain  types  of  conduction  anesthesia,  gang 
lion  block  and  individual  nerve  or  plexus  blocks 
have  a certain  value  in  therapy  and  diagnosis 
At  the  present  moment  there  is  some  confusion 
and  difference  of  opinion  in  regard  to  the  effec- 
tiveness, and  the  rationale  in  utilizing  stellate 
ganglion  block  in  the  treatment  of  certain  cere- 
brovascular accidents.  On  the  basis  of  clinical 
experience  alone,  omitting  the  experimental  data 
with  respect  to  cerebral  blood  flow,  stellate  gang- 
lion block,  I believe,  has  proved  iself  to  be  a 
relatively  safe  procedure,  and  one  which  is 
definitely  beneficial  in  certain  types  of  cerebro- 
vascular accidents. 

The  block  in  our  experience  has  been  of 
value  particularly  in  cases  of  cerebral  throm- 
boses ( particularly  thrombosis  of  the  posterioi 
interior  cerebral  artery),  and  in  the  more  rare 
embolic  and  vasospastic  cerebrovascular  epi- 
sodes. As  far  as  cerebrovascular  hemorrhage  is 
concerned  it  is  my  feeling  that  stellate  ganglion 
may  possibly  enhance  the  bleeding,  but  inas- 
much as  the  diagnosis  of  hemorrhage  in  many 
instances  is  obscure  the  sequelae  in  cases  of 
hemorrhage  have  not  been  notably  outstanding 
I do  not  know  of  any  instance  of  cerebral 
hemorrhage  which  was  made  worse  by  the  per- 
formance of  this  block. 

It  is  important  to  perform  the  block  as  soon 
as  possible  after  the  accident  has  occurred  and 
in  our  experience  it  has  not  been  necessary  from 
a clinical  standpoint  to  repeat  the  injection  more 
than  two  or  three  times.  The  greatest  amount 
of  benefit  will  be  derived  from  the  first  block  of 
the  ganglion.  The  hazards  of  this  procedure 
are  few  and  they  are  namely:  (1)  intravascular 
injection  and  (2)  subarachnoid  injection  of  the 
anesthetic  agent.  Blocking  of  the  sympathetir 
chain  below  the  level  of  the  stellate  ganglion 
has  been  of  definite  value  in  certain  cases  ol 
coronary  thrombosis,  particularly  for  the  control 
of  anginal  pain.  The  sites  of  injection  for  the 
control  of  anginal  pain  are  the  upper  thoracic 
segments  namely,  T,  : 3 4 and  occasionally  5. 
Elsewhere  in  the  body  certain  individual  nerves 
or  plexuses  of  nerves  may  be  blocked  for  diag- 
nostic purposes  when  searching  for  the  relief  of 
pain,  and  the  anesthesiologist  can  in  many  in- 
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stances  be  of  considerable  assistance  in  making 
a differential  diagnosis. 

It  has  been  quite  well  established  that  regional 
block  anesthesia  is  of  definite  benefit  in  certain 
vascular  disorders  such  as  thrombophlebitis,  and 
in  other  neurovascular  disorders  of  either  an 
acute  or  chronic  type.  In  fact,  an  improve- 
ment in  technique  is  recommended  at  the  pre- 
sent time  over  the  conventional  type  of  lumbai 
paravertebral  block,  namely,  the  continuous 
epidural  type  of  conduction  anesthesia.  This 
procedure  requires  only  one  injection,  is  less 
painful  and  can  be  continued  over  a matter  of 
days  with  very  little  discomfiture  to  the  patient. 

In  addition,  we  have  found  the  use  of  con- 
tinuous epidural  or  continuous  spinal  anes- 
thesia of  definite  value  in  the  treatment  of  acute 
and  chronic  pancreatitis.  The  dramatic  relief 
of  pain  in  the  acute  cases  of  pancreatitis  is  quite 
significant.  On  certain  cases  we  have  maintain 
ed  a continuous  type  of  conduction  anesthesia 
for  as  long  as  seven  to  ten  days. 

Parenteral  Therapy 

The  anesthesiologist  is  vitally  interested  in 
the  proper  preparation  of  patients  prior  to  sur- 
gery, and  likewise  during  and  after  surgery.  I 
believe  it  is  important  that  there  be  close  team- 
work between  the  internist,  surgeon,  and  anes- 
thesiologist in  effecting  the  proper  type  of  fluid 
and  protein  balance  for  all  patients  undergoing 
major  surgery.  The  hematocrit  reading  is  impor- 
tant. A simple  working  rule  that  has  been 
found  to  be  reasonably  accurate  is  that  for 
every  unit  below  42  (hematocrit)  the  adminis- 
tration of  100  cc.  of  whole  citrated  blood  is 
indicated.  For  example,  if  the  hematocrit  read- 
ing is  38  approximately  500  cc.  of  whole  blood 
will  be  required  to  restore  the  hematocrit  read- 
ing to  a normal  level. 

There  should  be  careful  surveillance  of  ade- 
quate intake  of  carbohydrates,  proteins,  vita- 
mins, and  minerals.  Inasmuch  as  carbohydrates 
are  probably  the  most  rapidly  utilized  foods, 
and  supply  approximately  two-thirds  of  our 
body  energy,  and  are  particularly  important  in 
the  sparing  action  on  proteins  it  is  important  that 
we  consider  carefully  the  administration  of  these 
substances. 

For  a long  time,  we  have  been  in  the  habit 
of  using  dextrose  solutions  in  water  as  a source 
of  carbohydrates.  More  recently,  however,  we 
have  found  that  the  use  of  fructose  ( invert  sugar) 
is  a definite  improvement  over  dextrose  for  in- 


travenous administration.  Weinstein  (2)  has 
shown  that: 

“When  50  Gm.  of  invert  sugar  given  in  500 
cc.  of  water  at  a rate  of  1.5  Gm.  per  kilogram 
per  hour,  or  in  34  minutes  to  the  average  adult, 
there  is  99.2  per  cent  utilization  and  assimi- 
lation. (3)  When  50  Gm.  of  dextrose  are  in- 
jected at  a rate  of  0.77  Gm  per  gilogram  per 
hour,  a process  consuming  69  minutes  or  twice 
the  time  required  with  invert  sugar,  the 
amount  utilized  is  94  per  cent. (3)” 

The  use  of  invert  sugar  therefore  is  definitely 
merited  in  parenteral  therapy  because  it  will 
reduce  the  time  required  for  intravenous  infu- 
sion, and  prevent  the  long  tiresome  intravenous 
treatment.  This  type  of  carbohydrate  therapy 
can  be  incorporated  with  various  protein  hydro- 
lysate preparations,  and  also  successfully  aug- 
mented with  adequate  amounts  of  essential  vita- 
mins. 

Closely  associated  with  the  problem  of  par 
enteral  feeding  and  therapy  is  the  consideration 
of  the  use  of  intravenous  alcohol,  chiefly  for  two 
purposes:  first,  for  its  sedative  and  analgesic 
action  and  secondly,  for  a source  of  caloric  in- 
take. 

The  sedative  and  analgesic  properties  of  7.5 
per  cent  alcohol  are  dramatic  in  those  patients 
operated  upon  under  regional  anesthesia,  in- 
cluding caudal,  epidural,  spinal,  nerve  block, 
and  infiltration  types.  Patients  receiving  it  for 
preoperative  apprehension,  become  relaxed, 
doze,  become  euphoric,  and  often  are  amnesic  to 
the  surgical  procedure.  Thus  we  are  able  to 
derive  all  of  the  advantages  of  regional  anes- 
thesia without  excessive  sedation  and  respira- 
tory depression.  The  alcohol-protein-dextrose 
solution  is  administered  after  operation  to  con- 
trol pain,  or  to  materially  decrease  the  intake 
of  opiates  and  barbiturates.  The  rate  of  flow 
of  the  intravenous  alcohol  must  be  regulated  to 
conform  with  each  individual’s  tolerance  in  or- 
der to  produce  maximum  analgesia  without  en- 
countering restlessness  and  inebriation. 

According  to  Best  and  Taylor  (4)  the  mini- 
mal daily  caloric  requirements  for  an  individual 
are  approximately  200  calories.  By  adding 
alcohol,  which  has  a caloric  value  of  7 calories 
per  gram,  to  intravenous  fluids  the  daily  require- 
ment may  be  maintained  without  exceeding  a 
normal  fluid  intake.  Thus,  from  each  1000  cc. 
of  the  above  solution  820  calories  are  available: 
7.5  % Alcohol  =60  Gm.=420  cal. 


24 


Arizona  Medicine 


February,  1952 


5 % Protein  hydrolysate  =50  Gm.=200  cal 
5 % Dextrose  or  invert  sugar=50  Gm.=200  cal. 

820  cal. 

per  1000  cc.  of  solution 

It  is  evident,  therefore,  that  a daily  intake  ot 
2000  cc.  of  the  above  solution  of  7.5  per  cent 
alcohol,  5 per  cent  protein  hydrolysate  and  5 
per  cent  dextrose  would  approximate  the  basal 
metabolic  requirements  for  a patient  under  basal 
conditions  of  bed  rest. 

At  this  point  it  is  significant  to  point  out  the 
fact  that  in  maintaining  adequate  caloric  and 
Huid  intake  in  children  with  small,  or  poor 
veins,  that  parenteral  feedings  can  be  given 
deep  into  the  muscle  beneath  the  fascia  lata 
with  relatively  little  discomfiture.  If  hyaluroni- 
dase  is  added  to  the  infusion  mixture  this  ma- 
terial will  definitely  enhence  the  diffusibility  and 
absorption  of  the  fluid. 

There  are  valuable  adjuncts  to  intravenous 
therapy  in  cercain  cases  where  the  veins  are  not 
particularly  plentiful,  or  where  they  are  diffi- 
cult to  locate.  A small  piece  of  plastic  tubing, 
nine  or  ten  inches  in  length,  can  be  introduced 
through  a suitabe  gauged  needle,  thence  into 
the  vein,  and  advanced  for  a distance  of  one 
inch  or  so,  subsequently  removing  the  needle 
leaving  the  catheter  within  the  lumen  of  the 
vein.  With  reasonable  care  the  plastic  tubing 
can  be  kept  patent  and  free  from  blood  clots.  The 
incidence  of  reaction  about  or  within  the  veins 
has  been  minimal.  Such  an  arrangement  has 
been  used  for  continuous  intravenous  infusion 
frequently  for  as  long  as  forty-eight  hours 
There  are  varying  sizes  of  plastic  tubing  that 
may  be  used.  The  larger  caliber  tubing  is  re- 
quired for  blood  transfusions.  A fourteen- 
gauge  needle  is  usually  needed  to  accommodate 
the  larger  size  nlastic  tubing. 

Summary  and  Comment 

It  is  my  desire  to  point  out  the  various  places 
in  medicine  and  surgery  wherein  the  talent  and 
skill  of  the  anesthesiologist  can  be  utilized.  The 
well-qualified  specialist  in  this  field  should  not 
be  limited  solely  to  his  ability  for  the  adminis- 
tration of  anesthetic  agents.  He  should  like- 
wise not  limit  himself  to  the  mere  technical 
aspects  of  therapy.  There  should  be  a very 
wholesome  relationship  between  the  surgeon 
internist,  and  anesthesiologist  and  by  means  of 


modest  representation  the  value  of  modern 
anesthesiology  can  be  sincerely  appreciated. 

The  specialty  of  anesthesiology  offers  a very 
excellent  field  for  careful  clinical  investigation 
which  can  be  closely  tied  in  with  the  basic 
sciences.  In  fact,  it  is  amost  essential  for  the 
proper  progress  of  anesthesiology  to  work  hand 
in  hand  with  the  fundamental  sciences  of  phy- 
siology, pharmacology,  pathology,  etc.  Without 
this  linkage  in  basic  research  the  improvement 
in  methods  of  handling  anesthesia  would  be 
impeded.  At  the  present  time  one  of  the  most 
urgent  needs  in  the  field  of  anesthesiology  is 
the  type  of  information  which  can  be  gained 
from  those  who  are  qualified  to  understand  the 
intricacies  of  the  electro-encephalograph.  Up  to 
the  present  time  there  has  been  little  progress 
in  developing  precision  instruments  which  will 
help  to  eliminate  some  of  the  “guess  work”  in- 
cident to  the  administration  of  anesthetic  agents 
It  is  my  feeling  that  electroencephalography 
will  materially  assist  in  obtaining  more  accurate 
and  specific  information  concerning  the  mech- 
anism of  anesthesia  and  the  effect  of  certain 
agents  and  combination  of  agents  on  the  higher 
centers.  It  is  quite  possible  that  information 
will  be  made  available  with  the  aid  of  precision 
instruments  such  as  the  electroencephalograph 
to  detect  the  onset  or  surgical  shock.  I believe 
that  anesthesiology  has  been  carelessly  termed 
an  ancillary  specialty  and  I sincerely  hope  that 
well-qualified  individuals  in  this  field  will  be 
able  to  dispel  the  notion  that  the  management 
of  safe  anesthesia  is  a simple  matter.  It  is  a 
much  more  complex  problem  than  is  generally 
recognized. 

In  closing,  may  I repeat  the  statement  which 
has  been  made  by  others  that  good  surgery  more 
than  deserves  competent  anesthesia  and  that 
mediocre  surgery  requires  it.  We  have  definitely 
passed  the  era  of  simplv  providing  anesthesia, 
and  are  intimately  tied  up  with  the  problem 
of  maintaining  safe  anesdiesia. 
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THE  DIAGNOSIS  AND  TREATMENT 
OF  SMALL  BOWEL  OBSTRUCTION 

M.  W.  Merrill,  M.  D.  Phoenix,  Arizona 


This  is  a discussion  ol  a vew  of  the  points 
relative  to  a serious  abdominal  condition.  A 
condition  which  even  now,  with  constantly  ex 
panding  knowledge  of  basic  physiology  and  ad- 
vanced methods  of  medical  and  surgical  treat- 
ment, has  a countrywide  mortality  which  is 
still  probably  well  over  20%.  This  condition 
is  acute  small  bowel  obstruction.  It  would  not 
be  feasible  to  discuss  intestinal  obstruction  as  a 
whole  including  the  large  bowel.  The  condi- 
tions are  so  different  in  their  manifestations, 
physiology,  etiology  and  treatment  that  they 
readily  fall  into  separate  categories. 

A very  brief  review  of  the  functional  anatomy 
of  the  intestinal  tract  is  in  order.  That  portion 
of  the  upper  gastro-intestinal  tract  derived  from 
the  foregut  has  to  do  with  digestion  and  re- 
ceives its  blood  supply  from  the  celiac  axis. 
This  includes  the  stomach  and  the  duodenum. 
The  jejunum,  the  ileum,  and  the  right  half  of  the 
colon  are  derived  from  the  midgut,  receive  blood 
supply  from  the  superior  mesenteric  vessels,  and 
have  to  do  principally  with  absorption.  The 
small  bowel,  primarily  the  ileum,  is  concerned 
chiefly  with  food  absorption  from  its  liquid  con- 
tents, while  the  right  half  of  the  colon  absorbs 
water  and  salt.  The  left  half  of  the  colon,  the 
sigmoid,  and  the  rectum  are  derived  from  the 
hindgut,  receive  blood  supply  from  the  inferior 
mesenteric  artery,  and  is  concerned  with  the 
storage  and  expulsion  of  nonabsorbable  residue. 

It  is  the  chain  of  events  which  follows  the 
interruption  of  the  normal  downward  stream 
in  the  small  bowel  with  which  we  are  concerned 
today. 

Obstruction  in  the  small  bowel  can  be  further 
divided  into  high  obstruction,  usually  in  the 
jejunum,  and  low  obstruction,  in  the  ileum.  The 
latter  is  by  far  the  most  common,  and  roughly 
comprises  about  90%  of  all  small  bowel  obstruc- 
tion. The  level  of  the  pathological  process  in 
the  small  bowel  determines  the  physiological 
changes  which  follow  the  obstruction.  A high 
bowel  lesion  leads  tc  rapid  loss  of  water  and 
chlorides  because  of  excessive  vomiting.  This 
in  turn  lowers  the  blood  chloride  and  unless  re- 

^Read  before  the  Arizona  Medical  Association  Annual  Meeting, 
Phoenix,  Arizona,  May  1 -3,  1950. 


placed,  a general  breakdown  of  cell  protoplasm 
follows.  Lower  obstiuctions  in  the  small  bowel 
are  slower  to  produce  the  excessive  fluid  and 
chloride  loss,  but  are  more  apt  to  result  m 
bowel  damage  due  to  circulatory  disturbance 
In  general,  the  higher  the  obstruction,  the  more 
rapid  and  the  more  profound  is  the  pathologic 
physiology,  while  the  lower  the  lesion,  the 
greater  the  chance  for  interference  with  viability 
of  the  bowel.  Obviously,  a full  coverage  of  all 
of  the  physiological  changes  in  the  gut,  the 
blood,  the  tissues  and  the  organs  in  small  bowc 
obstruction  cannot  be  accomplished  in  the  al- 
lotted time.  Suffice  it  to  say  that  an  under- 
standing of  these  processes  is  essential  to  intel- 
ligent treatment. 

The  causes  of  small  bowel  obstruction  are 
many  and  varied.  In  general,  postoperative 
adhesions  lead  the  list.  Strangulated  hernias  of 
various  kinds  are  next.  Other  causes  include 
inflammatory  adhesions,  intussusception,  vol- 
vulus, and  vascular  occlusion.  Gallstones  may 
get  into  the  ileum  and  produce  obstruction,  and 
metastatic  and  primary  malignant  tumors  are 
other  factors.  Intestinal  polyps,  Meckel’s  diver- 
ticulae  and  other  rarer  lesions  are  occasionally 
found. 

The  diagnosis  of  small  bowel  obstruction  is 
usually  not  difficult  and  may  in  most  cases  be 
readily  established.  Whether  the  obstruction 
is  of  the  open  loop  type  with  a free  reverse  pas- 
sage of  intestinal  contents,  or  the  closed  loop 
type  with  impending  bowel  damage,  is  another 
matter.  Distinction  of  those  cases  in  which 
surgery  is  required  immediately,  or  relatively 
soon,  and  those  cases  which  can  be  treated  by 
conservative  medical  means  and  prolonged  bowel 
decompression,  frequently  requires  the  most 
careful  surgical  judgment.  This  must  include 
evaluation  of  the  history  and  all  of  the  clinical 
and  laboratory  findings.  The  surgeon  in  these 
cases  shoulders  a grave  responsibility.  It  is 
the  neglected  or  imperfectly  diagnosed  case  thai 
goes  on  to  bowel  rupture,  peritonitis,  and  fre- 
quent death. 

As  is  usually  true,  a careful  history  of  the 
onset  and  course  of  the  present  illness,  and  a 
knowledge  of  the  past  history  is  essential.  This 
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is  particularly  true  with  reference  to  previous 
abdominal  surgery  or  the  presence  of  known 
hernias.  The  symptoms  are  quite  characteristic, 
and  pain  is  the  outstanding  one.  This  is  severe, 
usually  comes  on  suddenly,  is  colicky,  recur- 
rent, and  continues  despite  vomiting  in  the  early 
eases.  Later,  if  strangulation  and  bowel  damage 
is  present,  the  pain  becomes  more  constant  and 
is  associated  with  development  of  abdominal 
soreness.  Regurgitant  vomiting  is  the  next  most 
common  symptoms.  It  comes  on  early  and  with 
great  severity  in  high  bowel  lesions,  and  always 
develops  relatively  soon  even  in  low  ileal  lesions. 
Excessive  quantities  of  fluid,  chorides,  and  di- 
gestive juices  are  lost  by  this  route.  Early  in  the 
obstruction,  this  comprises  a major  portion  of 
the  vomitus,  and  as  the  disease  progresses  in 
the  lower  and  more  common  lesions,  the  vomitus 
becomes  foul  and  feculent  in  character.  Asso- 
ciated with  the  vomiting,  the  patient  is  fre- 
quently aware  of  borborygmus.  Distention, 
often  more  real  than  apparent,  is  present  early 
in  the  condition  and  is  usually  confined  to  the 
stomach  in  high  lesions  and  to  the  lower  abdo- 
men in  low  obstruction.  Distention  progresses 
as  the  disease  develops,  particularly  if  adequate 
suction  decompression  is  not  being  employed. 

Constipation  is  an  unreliable  symptom  in 
small  bowel  lesions,  and  gas  and  fecal  material 
may  be  passed  in  several  enemas,  even  with  a 
complete  obstruction.  This  should  not  be  relied 
upon  for  diagnosis. 

The  clinical  and  laboratory  findings  vary  with 
the  severity  and  the  completeness  of  the  ob- 
struction, and  the  progress  of  the  pathological 
changes.  Audible  borborygmus,  associated  with 
colicky  pain,  is  highly  suggestive.  In  most  of 
die  cases,  the  bowel  sounds  are  high-pitched 
and  gurgling,  occurring  in  rushes.  If  the  bowel 
becomes  distended  and  paralyzed,  or  if  peri- 
tonitis is  developing,  the  abdomen  becomes 
relatively  silent.  Early  in  the  disease,  the  pa- 
tient shows  little  or  no  dehydration  and  the 
pulse,  temperature  and  blood  pressure  are  at 
or  near  normal.  Later,  fever  develops  and  if 
bowel  damage  is  developing,  the  pulse  becomes 
progressively  more  rapid.  This  sign  is  of  value 
in  distinguishing  between  operative  and  non- 
operative treatment.  Another  important  find- 
ing is  the  white  blood  count.  This  will  usually 
be  around  12,000  to  14,000  with  a shift  to  the 
left,  even  in  early  lesions.  As  the  bowel  damage 
progresses,  the  white  blood  count  consistently 


elevates  and  the  shift  to  the  left  becomes  more 
pronounced.  Dehydration  develops  rapidly  if 
unrelieved.  In  severe  strangulating  obstruc- 
tions the  pulse  is  rapid,  weak  and  thready.  The 
skin  is  cold  and  clammy,  and  a state  of  shock 
is  present.  The  abdomen  is  rigid,  distended 
and  tender.  Abdominal  soreness  and  the  pres- 
ence of  rebound  tenderness  indicate  impending 
or  actual  bowel  damage  with  exudation  and 
peritoneal  irritation.  Rupture  of  the  bowel 
produces  the  characteristic  findings  of  a spread- 
ing peritonitis.  One  of  our  most  valuable  ad- 
juncts in  making  a diagnosis  of  small  bowel 
obstruction  is  the  use  of  the  x-ray.  Flat  plate 
studies  of  the  abdomen  unerringly  reveal  small 
bowel  obstruction  in  the  great  majority  of 
cases.  Not  only  this,  but  the  trained  roent- 
genologist frequently  tells  us  the  extent  of  the 
obstruction  and  the  approximate  location  of  the 
lesion.  The  finding  of  isolated  gas-filled  loops 
of  small  bowel  are  diagnostic  of  obstruction,  and 
even  in  high  lesions  with  no  gas-filled  loops 
visible,  the  absence  of  free  gas  in  the  large 
bowel  suggests  the  high  condition. 

X-ray  studies  of  the  abdomen  cannot  be 
too  strongly  urged  in  all  suspected  obstructions. 
In  fact,  in  any  of  the  obscure  abdominal  condi- 
tions, the  lead  to  proper  diagnosis  may  be  ob- 
tained. 

Other  laboratory  procedures,  such  as  the  blood 
urea  nitrogen,  the  carbon  dioxide  combining 
power,  chloride  determinations,  and  serum  pro- 
tein studies,  are  of  value  in  treating  cases  of 
prolonged  obstruction  with  severe  physiological 
disturbances. 

If  the  mortality  of  acute  small  bowel  obstruc- 
tion is  to  be  lowered  two  things  are  necessary. 
First,  the  public  must  be  enlightened  and  edu- 
cated to  these  emergency  cases,  so  that  they  will 
seek  earlier  medical  care.  Secondly,  the  medical 
profession  must  be  continually  alert  to  apply 
our  present  day  knowledge  to  the  diagnosis  and 
to  more  adequately  treat  these  patients  early 
in  the  illness.  The  later  the  patient  is  seen, 
and  the  greater  the  procrastination  on  the  pari 
of  the  physician,  the  higher  the  mortality  rate 
will  be. 

Intestinal  decompression,  since  Wangansteen  s 
first  reports  on  this  work,  has  become  an  inte- 
gral part  of  the  pre  and  the  postoperative  treat- 
ment. This  is  accomplished  with  either  gastric 
or  duodenal  suction,  or  by  the  passage  of  a 
Miller-Abbott  tube.  It  is  here  that  a word  of 
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warning  must  be  interjected.  Dr.  William  R. 
Moses  is  correct,  when  he  says  that  the  Miller- 
Abbott  tube  has  no  place  in  the  treatment  of 
acute  mechanical  small  bowel  obstruction.  The 
time  element  required  for  successful  passage 
of  a Miller-Abbott  tube  is  too  long  in  these 
cases,  and  to  wait  for  this  is  courting  disaster. 
Furthermore,  cases  are  on  record  where,  with 
a perfectly  functioning  Miller-Abbott  tube  and 
a decompressed  bowel,  a rupture  and  peritoni- 
tis have  occurred.  Too  often,  this  procedure 
gives  the  doctor  a false  sense  of  security.  In 
most  acute  cases,  all  the  decompression  neces- 
sary can  be  carried  out  with  gastric  and  duo- 
denal suction  rapidly  and  effectively.  Post- 
operatively,  this  is  sufficient  to  control  distention, 
even  after  extensive  resections. 

The  greatest  use  of  prolonged  decompression 
is  in  the  postoperative  paralytic  ileus  with  dis- 
tention and  obstruction.  Most  of  these  cases 
will  respond  well  to  conservative  measures,  in- 
cluding suction  and  replacements  of  fluids,  pro- 
teins and  electrolytes. 

In  early  obstruction  before  distention  is 
marked,  fluid  loss  is  great,  and  the  general 
condition  of  the  patient  is  satisfactory,  imme- 
diate operation  may  be  performed.  It  is  m 
this  group,  where  surgical  treatment  is  utilized 
before  the  serious  results  of  obstruction  become 
apparent,  that  the  most  gratifying  results  are 
to  be  obtained.  It  is  here  that  extensive  re- 
sections can  be  avoided,  and  the  patient  restored 
with  a minimum  of  reaction.  If  seen  later  in 
the  disease,  surgery  must  be  delayed  for  a few 
hours.  In  high  lesions,  fluids  and  electrolytes 
must  be  replaced  as  rapidly  as  possible.  In  low 
lesions,  if  strangulation  has  occurred,  present  or 
impending  shock  must  be  combatted  with  large 
amounts  of  plasma  and  blood.  Fluids  must  be 
replaced,  and  in  all  cases,  gastric  or  duodenal 
suction  instituted  promptly.  A word  should  be 
said  here  about  the  causes  of  the  shock  syn 
drome  seen  in  acute  small  bowel  obstruction 
with  strangulation  and  vascular  impairment.  It 
has  long  been  thought  that  various  toxins  formed 
at  the  site  of  the  obstruction  contributed  to  this 
state  of  collapse.  However,  adequate  replace- 
ment of  proteins,  blood  and  electrolytes  usually 
restores  these  patients  to  a satisfactory  operative 
condition.  Many  surgeons  now  think  the  shock 
picture  is  produced  by  the  excessive  loss,  by 
transudation  into  the  bowel  wall,  the  bowel 
lumen,  and  the  peritoneal  cavity,  of  first  plasma 


and  later  red  blood  cells.  This  loss  is  caused 
because  venous  occlusion  always  precedes  ar- 
terial occlusion  in  acute  bowel  obstruction,  lead- 
ing to  capillary  seepage.  The  process  is  not  as 
evident  in  strangulated  hernias,  probably  due 
to  the  enveloping  peritoneal  sac.  Another  word 
of  warning— even  after  successful  release  of 
strangulation  and  vascular  obstruction,  restora- 
tive measures  should  be  continued  to  combat 
capillary  seepage,  which  may  continue  for  hours 
following  relief  of  the  obstruction. 

As  soon  as  patient  restoration  is  completed, 
which  usually  requires  only  a few  hours,  opera- 
tion can  be  perfoimed.  The  anesthetic  of  choice 
is  probably  spinal,  supplemented  by  oxygen  and 
sodium  pentothal.  This  gives  the  greatest  re- 
laxation and  a minimum  of  aspiration  danger, 
If  genera]  anesthetic  is  used,  the  curare-like 
drugs  are  helpful  in  keeping  the  frequently  dis- 
tended bowel  quiet. 

The  operative  incision  should  be  as  physiolog- 
ical as  possible  to  prevent  future  incisional 
hernias.  The  operative  procedure,  generally 
speaking,  should  be  the  minimum  required  to 
successfully  relieve  the  obstruction.  This  may 
require  only  the  cutting  of  a single  adhesion,  oi 
it  may  involve  extensive  resection  of  the  small 
bowel.  In  resections,  many  doctors  prefer  side- 
to-side  anastomosis  after  closure  of  the  cut  bowel 
ends.  Recently,  more  and  more  surgeons  are 
shifting  to  end-to-end  anastomosis.  It  has  been 
shown  quite  conclusively  that  if  the  small  bowel 
is  sectioned  at  an  angle  with  the  longer  seg- 
ment at  the  mesenteric  attachment,  end-to-end 
anastomosis  produces  a better  blood  supply 
with  less  danger  of  leakage  than  does  the  side- 
to-side  procedure. 

Enterostomies  for  the  relief  of  distention  and 
exteriorization  procedures  are  being  used  less 
and  less.  Better  physiologic  restoration,  im- 
proved surgical  technique,  and  the  use  of  the 
antibiotics  and  chemotherapy,  is  making  the 
use  of  these  procedures  less  necessary  all  of 
the  time.  Avoidance  of  these  procedures  con- 
tributes to  the  lowering  of  mortality  in  small 
bowel  obstruction. 

Postoperatively,  suction  should  be  maintained 
two,  three  or  four  days,  until  healing  occurs,  and 
the  edema  at  the  suture  line  has  subsided. 

A few  representative  cases  wil  be  described 
to  re-emphasize  some  of  the  factors  that  have 
been  presented. 

CASE  NO.  1— Mrs.  A.  R.,  St.  Joseph’s  Hospital, 
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December  1941:  This  42-year-old  woman, 

mother  of  three  grown  children,  had  pelvic 
surgery  for  retroversion  of  the  uterus  ten  years 
prior  to  her  attack.  Some  type  of  a suspension 
had  been  unsuccessfully  performed,  and  an  ad- 
hesion band  was  stretched  across  the  fundus 
above  the  bladder.  This  patient  became  ill 
with  severe  colicky  abdominal  pain  around  9 
P.M.  in  the  evening.  This  was  followed  by 
severe  recurrent  vomiting.  I saw  her  at  3 A.M. 
She  was  admitted  to  the  hospital,  and  a white 
blood  count  was  found  to  be  around  12,000  per 
cu.  mm  of  blood.  There  was  soreness  across 
the  lower  abdomen  and  some  muscle  guarding. 
The  urine  was  normal.  Flat  plate  revealed  an 
isolated  loop  of  small  bowel  containing  gas  in 
the  pelvis.  The  patient’s  condition  was  excel- 
lent, and  immediate  operation  was  done.  Eight 
inches  of  obstructed  small  bowel  were  caught 
beneath  the  adhesion  across  the  uterus.  The 
operation  consisted  of  removing  the  band.  The 
bowel  viability  was  good,  and  the  postoperative 
course  was  smooth  and  uneventful.  Early  opera- 
tion saved  this  patient  a serious  illness. 

CASE  NO.  2— Mrs.  D.  S.,  Good  Samaritan 
Hospital,  June  1942:  Patient  aged  42;  married, 
had  had  no  children  or  previous  surgery.  She 
developed  a mass  low  in  the  right  side,  while 
doing  her  housework.  This  was  associated 
with  severe  recurrent  pain  and  vomiting.  I saw 
her  about  three  or  four  hours  after  the  attack 
began,  and  found  a strangulated  right  femoral 
hernia.  She  was  operated,  soon  after  admission, 
from  above  the  inguinal  ligament.  Reduction 
was  relatively  easy,  and  the  bowel  was  not 
severely  damaged.  The  hernia  was  repaired 
The  patient  recovered  without  trouble.  This 
case  was  easy,  but  the  patient  was  thin  and  the 
mass  was  readily  palpable.  The  diagnosis  of  an 
incarcerated  femoral  hernia  is  far  more  difficult 
in  obese  ptients,  and  can  be  overlooked  quite 
easily  if  uot  hunted  for,  in  obscure  obstructive 
cases. 

CASE  NO.  3— Mr.  J.  V.,  St.  Monica’s  Hospital, 
March  1946:  A 75-year-old  Italian;  this  man  was 
never  previously  operated.  He  was  admitted 
with  nausea,  vomiting,  and  abdominal  pain, 
which  subsided  soon  after  arriving  at  the  hos- 
pital. Three  or  four  bouts  of  similar  nature  oc- 
curred, and  a mass  appeared  in  the  right  upper 
quadrant.  Fever  and  leukocytosis  were  present; 
abdominal  distention  developed,  which  was  con- 
trolled by  continuous  Wangensteen  suction.  The 


patient  succumbed  to  generalized  peritonitis  ten 
days  after  admission,  and  on  autopsy  a Richter 
type  hernia  was  found  with  a partial  strangula- 
tion and  subsequent  perfortion  of  the  ileum. 
This  occurred  in  the  lett  inguinal  ring.  This 
patient  died  of  a peritonitis.  The  mass  in  the 
right  upper  quadrant  was  an  acute  cholecystitis. 
Although  the  patient  was  seen  by  both  medi- 
cal and  surgical  consultants,  surgery  was  never 
believed  to  be  indicated;  yet  had  it  been  pos- 
sible to  make  a diagnosis  early,  this  man  could 
have  been  saved.  Incidentally,  the  obstruction 
was  intermittent  in  character  and  the  x-ray 
failed  to  aid  in  the  diagnosis. 

CASE  NO.  4— February  1949,  St.  Joseph’s  Hos- 
pital, Mr.  G.  H.  age  74,  a minister:  This  man 
had  never  before  been  ill  in  his  life,  that  is  of 
any  serious  nature.  He  became  ill  in  the  evening 
with  severe,  cramp-like  abdominal  pain  and  re- 
gurgitant vomiting.  This  persisted  during  and 
throughout  the  night,  and  he  was  seen  the  next 
morning  with  some  distention.  He  was  ad 
mitted  to  the  hospital.  His  white  blood  count 
was  found  to  be  12,900  per  cu.  mm.  of  blood,  91% 
polys,  temperature  100,  pulse  still  good,  but 
quite  rapid.  Early  dehydration  and  evidence  of 
impending  shock  were  present.  The  abdomen 
was  diffusely  tender,  more  marked  in  the  lower 
right  quadrant.  Rebound  tenderness  was  pre- 
sent, and  bowel  sounds  were  high-pitched  and 
active.  An  x-ray  of  the  abdomen  revealed  an 
isolated  loop  of  gas  in  the  small  bowel,  and 
the  roentgenologist  reported  mechanical  smalj 
bowel  obstruction  in  the  upper  ieum. 

Fluids  and  plasma  were  given,  and  upper 
abdominal  suction  started.  Rlood  was  secured, 
and  operation  through  a right  rectus  incision  was 
begun  about  three  hours  after  admission.  About 
eighteen  inches  of  small  bowel  had  become 
caught  beneath  what  appeared  to  be  a congen- 
ital band  on  the  undersurface  of  the  mesentery 
to  the  small  bowel.  The  incarcerated  gut  was 
dark  and  gangrenous,  and  vascular  obstruction 
was  well  advanced.  Resection  in  healthy  tissue 
was  accomplished  and  continuity  reestablished 
with  side-to-side  anastomosis.  Closure  was  with- 
out drainage,  although  there  was  considerable 
serosanguinous  transudate  in  the  abdominal  cav- 
ity. The  only  postoperative  complication  was 
difficulty  in  reestablishing  bladder  function,  and 
within  two  weeks  after  discharge,  this  patient 
had  to  be  readmitted  and  a transurethral  resec- 
tion performed.  His  recovery  on  his  second 
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admission  was  also  uneventful.  Early  operation 
and  intensive  replacement  and  restorative  meas- 
ures aided  greatly  in  this  happy  outcome. 

CASE  NO.  5— St.  Joseph’s  Hospital,  January 
1948,  Mrs.  E.  A.,  age  49:  Married,  the  mother 
of  four  children;  this  patient  had  a pelvic  lap- 
arotomy in  1937;  somewhat  indefinite  as  to  what 
was  done,  but  the  appendix  was  known  to  have 
been  removed.  In  March  1947,  I did  a vaginal 
hysterectomy.  This  route  was  chosen  because 
the  uterus  was  prolapsed  downward,  and  there 
was  an  associated  cysto-urethrocele  and  recto- 
cele.  The  operation  was  somewhat  difficult  tech- 
nically because  the  uterus  was  quite  large,  and 
there  was  a loop  of  small  bowel  adhered  across 
ths  fundus.  Recovery  was  smooth.  December 
31,  1947,  this  patient  awakened  at  4 A.M.  with 
a severe,  recurrent,  colicky  abdominal  pain.  This 
was  followed  in  several  hours  by  regurgitant 
emesis,  which  failed  to  relieve  the  pain.  Obsti- 
pation was  present,  and  repeated  enemas  gave 
no  relief.  I saw  this  lady  at  8 p.m.  that  eve- 
ning, and  immediately  hospitalized  her.  Ex- 
amination revealed  an  acutely  ill  patient  with  a 
rapid  pulse,  white  blood  count  of  14,000  per  cu. 
mm,  89%  polys,  and  a normal  urine.  Tempera- 
ture was  99.  The  blood  pressure  was  normal. 
The  bowel  sounds  on  admission  were  not  very 
active.  The  abdomen  was  tense  and  tender 
Rebound  tenderness  was  present,  and  a pelvic 
examination  revealed  what  was  thought  to  be 
an  indefinite  mass,  which  was  low  in  the  abdo- 
men and  high  in  the  pelvis.  X-ray  films  of  the 
abdomen  showed  isolated  loops  of  gas-filled 
small  bowel  in  the  right  lower  quadrant,  with 
some  extension  across  the  midline,  and  there 
were  also  some  loops  containing  gas  present  in 
the  left  lower  quadrant.  The  x-ray  diagnosis 
was  acute  mechanical  small  bowel  obstruction. 

Hydration,  nasal  suction  and  blood  were 
started,  and  the  patient  was  operated  at  11:30 
P.M.  through  a low  midline  incision.  An  acute 
volvulus  was  found.  About  22  to  24  inches  of 
small  bowel  were  so  tightly  tied  together  that 
disentanglement  could  not  be  made,  even  after 
removal.  The  mass  was  gangrenous.  The  ab- 
domen contained  a large  amount  of  serosanguin- 
ous  fluid.  Resection  in  healthy  tissue  was  fol- 
lowed by  side-to-side  anastomosis.  1000  cc.  of 
blood  was  given  at  the  time  of  surgery,  and 
constant  upper  abdominal  suction  maintained. 
This  patient  had  no  postoperative  complaints, 


and  her  course  was  smooth.  She  has  remained 
well  since  her  operation. 

CASE  NO.  6— R.  T.,  boy  aged  17,  St.  Joseph’s 
Hospital,  operated  March  24,  1950:  6 weeks 
prior  to  this  admission,  this  boy  suffered  an  up- 
per abdominal  gunshot  wound.  The  bullet  en- 
tered just  above  and  to  the  left  of  the  umbili- 
cus. It  passed  just  beneath  the  stomach,  tore 
a large  hole  in  the  jejunum,  struck  a thoracic  ver- 
tebra at  an  angle,  and  came  out  the  left  flank. 
At  exploration,  the  jejunum  was  repaired  and 
the  retroperitoneal  bleeding  was  controlled  with 
gelfoam  gauze.  His  recovery  was  relatively 
uneventful,  after  two  rather  stormy  days.  He 
went  home  at  the  end  of  nine  hospital  days.  On 
March  24,  he  developed  intermittent  abdominal 
pain  and  vomited  once  or  twice.  This  was  six 
weeks  following  his  original  injury.  When  seen, 
he  had  a white  blood  count  of  13,600  per  cu. 
mm.  of  blood  with  82%  polys.  The  lower  ab- 
domen was  rigid  and  tender,  more  marked  in 
the  right  lower  quadrant.  This  appeared  to  be 
a typical  case  of  acute  appendicitis,  although 
we  were  somewhat  suspicious  because  of  his 
recent  gunshot  wound.  However,  despite  this, 
he  was  opened  through  a McBurney  incision, 
which  proved  to  be  inadequate  when  a mass 
of  small  bowel  was  found  adherent  and  ob- 
structed in  the  area  of  the  sacral  promontory  on 
the  right  side.  The  McBurney  incision  was  then 
closed,  a lower  right  rectus  incision  made,  and 
the  obstruction  relieved  by  blunt  and  sharp 
dissection.  This  obstruction  apparently  was 
caused  by  an  inflammatory  reaction  set  up  in 
the  lower  abdomen  by  the  irritating  digestive 
juices  spilled  out  of  the  jejunum  at  the  time  of 
his  gunshot  wound.  His  postoperative  course 
following  this  operation  was  uneventful. 

CASE  NO.  7— Mrs.  E.  A.,  Good  Samaritan  Hos- 
pital, September  1949,  26  years  of  age:  This 
patient  had  been  operated  on  two  times  pre- 
viously, for  an  appendicitis  and  an  ovarian  cyst. 
She  developed  characteric  pain  and  vomiting, 
distention,  and  elevated  white  blood  count. 
Abdominal  soreness  was  not  marked.  Nasal 
suction  failed  to  relieve  the  patient,  and  x-ray 
revealed  several  gas-filled  loops  of  smal  bowel. 
At  operation,  the  sight  every  surgeon  dreads 
to  see  was  presented.  . . . An  extensive  mass 
of  intra-abdominal  adhesions,  with  many  adher- 
ent loops  of  small  bowel.  Extensive  adhesolysis 
was  done— I do  not  know  yet  which  specific  ad- 
hesion caused  the  obstruction.  At  any  rate,  she 
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recovered  without  trouble.  Since  that  time,  I 
have  had  to  remove  her  gallbladder.  She  was 
delivered  a baby,  and  I have  hospitalized  hei 
four  times  for  varying  grades  of  recurring  ob- 
struction. Fortunately,  she  has  not  yet  again 
required  surgery.  Every  surgeon  is  familiar  with 
these  unfortunate  people,  with  their  many 
scarred  abdomens.  This  particular  type  of  a 
case  should  be  carefully  analyzed  and  closely 
followed  during  attacks  because  frequently  con- 
servative treatment  can  save  the  patient  anothei 
scar. 

Information  on  three  more  cases,  of  obstruc- 
tion, of  other  physicians,  are  all  of  interest. 
An  acute  small  bowel  obstruction  was  present 
in  a woman  aged  74.  Surgerv  revealed  an  ileal 
obstruction  due  to  a large  gallstone.  Removal 
was  followed  by  recovery.  Four  months  later, 
she  obstructed  again  and  after  a period  of  ob- 
servation, was  reopened.  At  this  time,  no  cause 
for  her  symptoms  could  be  found,  until  on  the 
third  postoperative  day,  when  the  patient  passed 
a large  gallstone  into  the  bedpan.  Apparently, 
under  the  anesthetic  or  near  the  time  of  surgery, 
the  stone  had  passed  through  the  ileocecal  valve 
and  escaped. 

A high  bowel  obstruction  of  especial  interest 
was  recently  treated.  This  patient,  a female, 
aged  64,  developed  a high  bowel  obstruction 
with  profuse  vomiting.  Under  Wangensteen 
suction  and  restorative  measures,  she  improved 
temporarily,  but  when  her  bowel  sounds  began 
to  diminish  and  the  pulse  to  accelerate,  she  was 
explored.  A sausage-like  tumor  was  found  in  the 
midjejunum.  This  was  2%  cm.  wide  and  ap- 
proximately 8 cm.  long.  It  was  removed  by 
incision  into  the  jejunum,  and  later  was  deter- 
mined to  be  an  unchewed,  undigested  cantaloupe 
pulp.  This  patient  responded  well  to  her  sur- 
gery, but  she  died  12  days  postoperatively  from 
a pulmonary  embolism.  This  represents  a most 
unusual  case  of  obstruction— an  intestinal  phyto- 
bezoar. 


The  third  patient,  a female,  aged  47,  was  un- 
der observation  for  two  days  after  onset  of 
abdominal  pain  and  vomiting.  She  gradually 
developed  what  was  thought  to  be  a complete 
small  bowel  obstruction,  and  on  operation  she 
proved  to  have  an  intussusception,  which  was 
produced  by  an  intestinal  polyp  that  began  trav- 
elling down  the  lumen  of  the  small  bowel. 
Resection  in  this  case  was  followed  by  recovery. 

SUMMARY:  (1)  Acute  small  bowel  obstruc- 

tion has  a countrywide  mortality  of  over  20%, 
making  it  a formidable  surgical  problem.  (2; 
Early  surgery  in  mechanical  obstruction  is 
strongly  urged.  Conservative  measures  should 
be  reserved  for  those  cases  where  the  surgeon 
is  sure  that  small  bowel  damage  is  not  being 
done.  (3)  Emphasis  is  olaced  on  a careful  his- 
tory and  physical  examination  with  full  utiliza- 
tion of  the  laboratory  and  the  x-ray.  The  latter 
is  particularly  helpful.  (4)  Physiologic  restora- 
tion before  and  during  surgery  is  of  primary 
importance  in  these  cases.  (5)  Surgical  and 
anesthetic  techniques  are  briefly  discussed.  (6) 
Ten  illustrative  cases  are  reviewed. 
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INDUSTRIAL  UROLOGY 

Paul  L.  Singer,  M.  D. 
Phoenix,  Arizona 


The  discussion  of  the  urologic  aspects  of  some 
industrial  injuries  recalls  a very  ancient  prob- 
lem. One  of  the  classical  illustrations  of  the 
relation  of  occupation  to  disease  was  the  dis- 
covery of  a high  incidence  of  scrotal  cancer  in 
chimney  sweeps.  This  finding  was  soon  fol- 
lowed by  others  of  causal  relationships,  until 
the  medical  student  of  the  eighteenth  century 
was  admonished  to  ask  every  patient  his  oc- 
cupation as  a guide  to  diagnosis.  This  recogni- 
tion of  the  relationship  between  occupation  and 
possible  disease  is,  of  course,  now  universal. 
Yet  as  recently  as  1939  many  States  defined 
compensation  as  relating  to  industrial  accidents 
only,  not  recognizing  industrial  disease  as  being 
compensable.  Only  in  the  past  few  years  have 
States  changed  the  wording  of  their  laws  to 
read  “Industrial  injuries”  instead  of  “Industrial 
accidents.”  This  reluctance,  of  course,  was  due 
to  financial  considerations  in  fear  that  the  rec- 
ognition of  the  causal  relationship  between 
disease  and  occupation  would  incur  additional 
liabilities  and  costs.  And  while  an  accident  is  a 
dramatic  occurence  and  the  cause  and  effect  are 
promptly  obvious,  the  exposure  to  a noxious 
agent  and  the  onset  some  time  later  of  a disease 
is  a less  tangible.  With  a shifting  and  migra- 
tory population  and  with  brief  terms  of  em- 
ployment the  correct  cause  is  often  obscure,  and 
the  blame  is  placed  with  only  considerable  dif- 
ficulty. An  estimate  made  in  Wisconsin  some 
years  ago  showed  that  about  four  per  cent  of  all 
compensation  cases  are  medical  in  nature;  yet  1 
wager  these  four  per  cent  caused  more  head- 
aches than  the  94  per  cent  accidental  cases. 

The  development  of  the  aniline  dye  industry, 
especially  in  Germany,  was  followed  by  the 
development  of  bladder  carcinomata(l),  in 
workers  exposed  to  the  naphthol  and  zenzol  com- 
pounds used  in  the  manufacture  of  the  dyes. 
It  took  only  a little  study  to  associate  the  cause 
and  the  effect  in  these  cases.  Only  the  strictest 
supervision  of  ventilation  and  prevention  of 
skin  contact  succeeded  in  the  reduction  in  the 
number  of  cases  of  bladder  carcinoma.  It  took 
a lot  longer  to  impress  the  danger  on  the  work- 
ers themselves,  and,  in  fact,  they  had  to  be  pro- 

*Read  before  Sixtieth  Annual  Meeting  Arizona  Medical  Asso- 
ciation, Tucson,  May  2,  1951. 


tected  from  their  own  carelessness. 

There  are  other  less  well  known  and  newei 
chemicals  with  a specific  action  on  the  urinary 
bladder  and  kidneys.  The  rapid  rise  of  the 
synthetic  industry  and  great  advances  in  or- 
ganic and  synthetic  chemistry  has  been  followed 
by  new  syndromes  of  renal  irritation  with  end 
results  that  we  cannot  as  vet  foresee,  since 
enough  time  has  not  elapsed,  and  the  worker 
population  has  not  been  steadily  employed  at 
these  newer  skills.  We  can  understand  this  if 
we  recall  that  the  aniline  dye  tumors  were 
found  in  older  men  who  had  been  employed  for 
between  twenty  and  twenty-four  years  at  this 
occupation. 

Many  chemicals  exert  an  irritating  effect  on 
the  renal  tubules  during  their  concentration  and 
change  in  the  hydrogen  ion  level.  The  concen- 
trated chemical  then  irritates  the  bladder  epithe- 
lium. There  have  been  a number  of  cases  of 
hematuria  reported  in  chemical  factory  work- 
ers^) in  which  cystoscopy  and  retrograde  pye- 
lograms  did  not  show  any  evidence  of  tumor 
formation.  Recently  Lyons(3)(4)  reported  six 
cases  of  hematuria  in  workers  handling  a spe- 
cific chemical  5-chloro-orthotoluidine  without 
finding  any  bladder  tumors. 

One  of  the  commonly  used  and  well  known 
chemicals  that  has  not  been  recognized  as  dan- 
gerous to  the  kidneys  is  Carbon  Tetrachlor- 
ide. ( 5 ) This  fluid  is  used  extensively.  In  Phoenix 
it  is  used  in  various  cleaning  and  dyeing  plants, 
and  it  is  used  carelessly.  In  5000  routine  admis- 
sions to  the  U.  S.  Marine  Hospital,  Farrier  and 
Smith  found  12  cases  of  carbon  tetrachloride 
poisoning  with  evidence  of  renal  damage.  Of 
these  twelve  cases  five  died.  Since  the  average 
physician  thinks  of  carbon  tetrachloride  poison- 
ing as  an  acute  and  rather  dramatic  disease 
with  sudden  onset  and  a liver  death,  they 
overlook  the  chronic  effects  on  the  kidneys.  The 
liver  damage  is  often  slight  and  transitory  and 
may  disappear  in  48  hours.  Only  small  amounts 
of  the  poison  need  be  absorbed  at  a time  to 
cause  fatal  outcome.  The  transitory  liver  dam- 
age may  soon  be  followed  by  lower  nephron 
pathology,  uremia  and  death. 

Other  chemicals  dangerous  to  the  well  being 
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of  the  urinary  tract  are  trichlorethylene,  naph- 
thylamine,  various  paint  thinners  and  turpen- 
tine. While  I was  Resident  Urologist  at  the 
Hillman  Hospital  in  Birmingham,  Alabama  I was 
confronted  by  many  cases  of  hematuria  in  women 
of  a lower  economic  stratum.  It  was  the  habit 
of  these  women  to  prevent  pregnancy  by  the 
daily  ingestion  of  a minute  amount  of  tur- 
pentine—not  quite  enough  to  prevent  pregnancy 
—but  quite  enough  to  bring  about  severe  hema- 
turia. The  difficulty  cleared  up  after  the  habit 
was  discontinued. 

In  the  State  of  Arizona  where  mining  is  pur- 
sued, the  workers  are  exposed  to  various  metallic 
dusts,  their  sulfides  and  other  compounds.  Cad- 
mium, copper,  nickel,  lead,  silver  are  all  toxic 
in  various  halogen  and  oxide  and  sulfide  com- 
binations. All  of  these  are  renal  irritants— the 
degree  of  irritation  depends  on  the  amount  of 
the  exposure,  his  preliminary  conditioning  by 
alcohol  ingestion,  his  susceptibility  to  the  agent, 
and  other  factors. 

If  the  sole  effect  of  these  irritants  above  men- 
tioned were  the  transient  hematuria,  cystitis 
and  renal  irritation  there  would  be  no  great 
concern.  But  this  is  not  so,  since  the  irritated 
and  hyperemic  renal  epithelium  and  vesical 
epithelium  become  weakened  and  subject  to 
infection.  I have  seen  a number  of  cases  ol 
severe  intractable,  incurable,  advanced  pyelitis 
in  men  exposed  to  smelter  fumes,  these  men 
being  camparatively  young,  vigorous  and  with- 
out any  outward  evidence  of  debility.  They 
give  a history  of  exposure  to  metal  compounds 
ranging  from  a few  weeks  to  a few  years.  They 
are  copper  smelter  workers,  underground  miners 
mirror  makers,  storage  battery  operators.  A re- 
cent case  was  exposed  to  minute  amounts  of 
mercury  while  silvering  mirrors— without  bother- 
ing to  follow  the  precautions  prescribed  by  his 
employer— and  without  noting  any  systemic  ef- 
fects, until  he  developed  real  mercurial  renal 
poisoning.  Others  are  seemingly  without  symp- 
toms except  for  the  laboratory  findings  of  heavy 
pyuria.  The  intravenous  pyelograms  and  retro- 
grade studies  show  advanced  and  markedly  de- 
forming pyelonephritis.  The  infective  organ- 
isms vary  from  case  to  case,  but  all  are  very 
resistant  to  therapy,  and  rapid  recurrence  is  the 
rule,  because  the  scarred  renal  epithelium  has 
low  resistance  and  is  prone  to  relapse  of  the 
infection.  Tracing  back  the  histories  there  was 
evidence  of  gross  carelessness  in  neglecting  to 


use  respirators,  in  careless  inhalation  of  noxious 
fumes,  lack  of  hand  washing  prior  to  eating,  etc. 
and  chiefly,  in  preparing  the  kidney  for  good 
reception  of  the  poisons  by  freely  imbibing  in 
alcoholic  beverages.  It  has  been  shown  re- 
peatedly that  almost  rll  of  the  industrial  poisons 
that  cause  renal  damage  are  much  more  toxic 
if  the  host  is  conditioned  by  alcohol  intake. 

A similar  problem  exists  with  regard  to  the 
formation  of  kidney  stones  in  farm  laborers,  field 
workers,  foundry  men,  in  this  our  very  hot  and 
dry  climate.  We  do  know  that  renal  calculi 
have  a higher  incidence  here  in  the  Southwest 
than  in  any  other  part  of  the  country— this  cli- 
mate being  similar  to  that  of  the  Near  East 
Asia— an  area  notorious  for  calculus  formation 
in  man.  The  prophylactic  agent  for  the  preven- 
tion of  formation  of  calculi  is  an  excessive  intake 
of  water  and  salt.  If  the  employer  assures  a 
fairly  accessible  supply  of  cool,  potable  watei 
and  small  salt  tabets,  and  he  permits  the  work 
ers  to  go  to  the  source  and  drink  he  does  a 
great  dea  to  prevent  formation  of  stones.  The 
rest  is  up  to  the  workers,  and  the  adage  “You 
can  drive  a horse  to  water,  but  you  can’t  make 
him  drink"  applies.  The  workers  should  have 
it  impressed  on  them  that  a goodly  water  intake 
will  be  of  great  benefit. 

A most  recent  industrial  problem  of  urologic 
nature,  one  that  will  be  met  with  more  and 
more  often  because  of  the  atomic  age  is  uranium 
nephritis.  Uranium  salts  are  absorbed  very 
readily  thru  various  channels  into  the  body. 
They  circulate  there  and  are  quite  harmless  as 
long  as  they  are  the  alkaline  salt  of  uranium. 
They  move  through  the  body  in  combination 
with  bicarbonates  and  gradually  accumulate  in 
the  liver  and  fat  tissue.  They  reenter  the  cir- 
culation in  dilute  form.  As  they  pass  thru  the 
kidney  tubules,  however,  the  bicarbonates  are 
reabsorbed  as  the  body  conserves  the  alkaline 
ions  to  mtaintain  itself  in  electrolyte  balance, 
and  the  uranium  remains  in  the  tubules  as  an 
acid  salt.  It  promptly  sets  up  a necrosis  in 
the  distal  convoluted  tubule,  and  the  picture  oi 
a lower  nephron  nephrosis  ensuies.  The  effect 
is  similar  to  that  seen  with  other  heavy  metals. 
A number  of  cases  of  this  type  of  nephritis  have 
been  reported.(6)  As  the  search  for  uranium 
deposits  increases  and  the  atomic  age  brings 
more  people  into  contact  with  uranium  this 
problem  will  be  seen  more  and  more  often  and 
will  have  to  be  safeguarded  against.  Fortunately 
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the  presence  of  even  small  amounts  of  uranium 
in  the  urine  can  be  readily  detected— in  fact  it 
is  a good  method  evaluation  of  the  amount  of 
uranium  in  the  body— and  so  a ready  check  can 
be  effected  for  industrial  purposes. 

Before  leaving  the  chemical  effects  of  various 
agents  on  the  kidney  and  the  bladder  I would 
like  to  mention  a practical  aspect  of  these  fore- 
going problems.  I believe  that  renal  lesions 
could  be  handled  much  more  readily  if  all  em- 
ployers would  screen  their  help  more  carefully 
before  hiring  them,  especially  in  occupations 
that  may  have  some  inherent  hazard  such  as 
copper  mining,  smelter  work,  heavy  metals  in- 
dustries, etc.  A recorded  urinalysis,  blood  pres- 
sure, flat  plate  of  the  abdomen  for  stone,  and 
a careful  history  would  be  of  tremendous  help 
in  evaluating  all  cases  should  they  come  before 
a commission.  The  effort  expended  before  hir- 
ing would  be  a great  help  before  firing. 

Having  mentioned  a few  chemical  problems 
there  are  some  injuries  due  to  physical  agents 
that  deserve  mention.  Since  most  of  the  trau- 
matic lesions  of  the  genito-urinary  tract  are 
self-evident  and  resolve  themselves  into  proper 
treatment  there  is  no  need  to  discuss  them. 
The  secondary  effect  of  extensive  trauma  on 
the  lower  nephron  is  also  well  known  and  need 
not  be  discussed. 

There  are  two  cautions  in  traumatic  urology 
that  well  could  be  reemphasized.  First— in  all 
cases  where  blood  appears  at  the  meatus  after 
crushing  injury  to  the  bony  pelvis  or  perineum 
a catheter  should  be  inserted  into  the  urethra 
and  the  bladder.  If  the  catheter  can  be  passed, 
it  should  be  left  indwelling.  Oftentimes  there 
is  a partial  urethral  tear  that  can  be  passed  by 
before  edema  ensues,  but  when  the  second 
physician  tries  to  pass  a catheter  he  meets  with 
deformity  and  is  unable  to  pass  a catheter, 
where  the  first  physician  had  no  difficulty  at  all. 
The  indwelling  catheter  would  prevent  many 
suprapubic  cystotomies.  The  second  admonition 
is  that  in  any  case  of  injury  to  the  flank  an 
immediate  intravenous  pyelogram  should  be 
made  to  be  followed  in  a few  days  by  a second 
one,  the  two  sets  affording  an  excellent  com- 
parison as  to  the  extent  and  progress  of  any 
renal  injury. 

There  is  another  industrial  urologic  problem 
that  requires  much  clarification.  This  is  the 


problem  of  epididymitis  in  a worker  where  no 
direct  blow  has  been  sustained  to  the  genitalia. 
The  worker  will  give  a history  of  a sudden 
stress,  strain,  misstep,  a slipped  foot,  catching  a 
heavy  weight  suddenly  or  unexpectedly  etc. 
This  is  followed  in  a day  or  so  by  swelling  of 
the  involved  epididymis  which  looks  like  a 
typical  acute  infectious  epididymitis,  has  a pro- 
longed period  of  hospitalization,  is  character- 
ized by  frequent  recurrence,  operation,  unilateral 
sterility,  absenteeism,  residual  tender  scrotal  con- 
tents and  poor  productivity.  The  pathogenesis 
is  as  follows:  These  patients  have  a chronically 
infected  prostate  gland,  seminal  vesicles  and 
ejaculatory  ducts  to  begin  with  or  a combina- 
tion of  the  above  or  any  one  of  them  alone. 
When  a sudden  stress  is  placed  on  the  abdom- 
inal muscles  the  intraabdominal  contents  bear 
down  on  the  perineum,  and  the  man  tightens 
his  levator  ani  muscles  to  keep  his  perineum  from 
sagging.  The  sudden  compression  squeezes 
these  infected  glands  between  the  abdominal 
contents  and  the  levator  ani  muscles  where 
they  are  located,  similar  to  one  squeezing  a tube 
of  tooth  paste  between  two  fingers.  The  in- 
fected material  is  forced  down  the  vas  deferens 
into  the  epididymis  and  there  sets  up  an  infec- 
tion. A similar  experience  awaits  any  physician 
who  occasionally  massages  an  infected  prostate 
gland  too  vigorously  only  to  have  his  patient 
return  in  a few  hours  or  days  with  a full  blown 
epididymitis.  In  classic  animal  experiments  the 
vas  deferens  has  been  exposed  to  the  scrotai 
skin.  On  voiding  two  streams  of  urine  are  seen 
to  flow  from  the  severed  vasa,  and  any  sudden 
rise  in  intra-abdominal  pressure,  such  as  a strain 
or  cough  is  followed  by  a greater  spurt  out 
the  severed  vas.  This  shows  that  back  flow 
down  the  vas  clearly  does  exist. 

We  are  confronted  by  a disabling  lesion  not 
the  direct  result  of  a blow  to  the  organ  involved. 
Claim  for  days  and  days  of  disability  is  sub- 
mitted for  adjudication.  This  problem  has  not 
been  settled  satisfactorily  in  Arizona,  altho  it 
has  been  under  discussion.  Other  States,  such 
as  New  York,  have  come  out  definitely  with 
the  ruling  that  unless  the  epididymitis  is  the 
result  of  direct  trauma  to  the  scrotum  industrial 
liability  does  not  exist.  Some  urologists  ex- 
press the  opinion  that  even  in  the  presence  of 
direct  trauma  to  the  testis  inflammation  does  not 
ensue  unless  there  is  preexisting  infection  pres- 
ent. However,  most  Compensation  Boards  ad- 
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mit  the  case  compensable  if  proof  of  direct 
trauma  is  obtained. 

The  next  problem  concerns  stress  incontin- 
ence in  older  women  who  have  had  to  be  bed- 
ridden for  industrial  or  other  accidental  causes 
not  directly  affecting  the  urinary  tract.  Middle 
aged  or  older  women  who  have  sustained  a frac 
ture  and  were  necessarily  bedfast  for  several 
weeks  will  bitterly  complain  on  arising  from 
their  bed  of  being  unable  to  contain  their  urine, 
and  promptly  blame  the  accident  for  theii 
plight. 

Recent  studies  on  the  physiology  of  micturi- 
tion by  fluoroscopy  have  shed  a lot  of  light  on 
this  problem  of  stress  incontinence  in  women 
with  weakened  pelvic  floors,  cystocele  and  ure- 
throcele. In  the  normal  individual  in  the 
ordinary  course  of  voiding  the  first  phase  con- 
sists of  relaxation  of  the  Levator  Ani  muscles, 
thus  permitting  the  floor  of  the  bladder  to  drop 
below  the  level  of  the  pubis  and  permitting  a 
few  drops  of  urine  to  flow  into  the  relaxed 
funnel  of  the  posterior  urethral— trigonal  dip 
This,  in  turn,  is  then  followed  by  compression 
of  the  abdominal  muscles  voluntarily,  with  the 
compression  of  the  bladder  that  follows,  initiat- 
ing contracture  of  the  bladder  wall  musculature 
and  relaxation  of  the  vesical  sphincter.  Thus 
the  flow  of  urine  is  initiated  and  completed. 
Stoppage  of  the  flow  is  accomplished  by  ele- 
vation of  the  Levator  Ani  muscles,  elongation 
of  the  trigone  and  closure  of  the  funnel  of  the 
internal  urinary  meatus.  In  women  with  torn 
or  stretched  Levator  Ani  muscles  the  bladder 
is  in  a constant  state  of  the  first  phase  of  urina- 
tion and  any  stress  will  bring  on  the  second 
phase  at  once.  Only  a continuous  and  steady 
constant  effort  to  maintain  some  tonus  in  the 
pelvic  floor  keeps  these  women  relatively  dry. 


The  prone  position  helps  retain  the  urine  since 
the  weight  of  the  abdominal  viscera  is  off  the 
pelvic  floor.  When  these  women  are  placed 
at  prolonged  bed  rest  they  lose  the  little  tonus 
left  in  their  pelvic  floors,  and  when  they  arise 
they  have  become  incontinent.  Obviously  the 
injury  or  accident  has  no  direct  bearing  on  the 
incontinence.  We  could  help  these  women  by 
insisting  that  they  maintain  pelvic  floor  tonus 
by  exercising  their  muscles  while  at  bed  rest. 
This  they  can  do  by  continuous  focus  of  effort 
on  the  involved  muscles.  It  is  my  opinion  that 
from  a compensation  viewpoint  there  is  no  spe- 
cial merit  to  their  claim  for  incontinence  any 
more  than  there  is  for  weakness  of  the  leg 
muscles  due  to  disuse. 

This  brief  discussion  is  not  a complete  survey 
of  urologic  industrial  problems,  but  aims  tc 
bring  out  the  less  clear  noints  in  an  attempt  to 
instigate  the  formulation  of  more  clear  cut 
opinions  of  industrial  responsibility  so  that  uni- 
formity will  guide  the  decisions  in  these  cases. 
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MASSACHUSETTS  GENERAL 
HOSPITAL  CASE  NO.  29381 


The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


A fifty-one-year-old  man,  a factory  worker 
entered  the  hospital  because  of  acute  abdominal 
pain. 

One  week  prior  to  admission  the  patient  devel- 
oped upper  abdominal  “distress”,  the  nature  of 
which  he  was  not  able  to  describe  well.  It  was 
apparently  not  related  to  food.  There  was  no 
associated  back  or  shoulder  pain,  nausea  or  vom- 
iting, but  he  was  forced  to  stop  working.  His 
bowel  movements  had  been  fairly  normal  with 
a laxative  perscribed  by  his  physician.  At  the 
onset  of  his  present  illness  he  contracted  a “cold” 
after  removing  storm  windows.  There  were  no 
chills,  fever  or  urinary  disturbances  or  chest 
pain.  He  had  remained  in  bed  more  or  less  con- 
stantly. On  the  night  before  admission  the  pain 
in  the  abdomen  became  worse  and  he  developed 
chilly  sensations.  He  was  given  a hypodermic  by 
his  doctor  and  sent  into  the  hospital.  There  was 
no  vomiting.  His  last  bowel  movement  had 
been  two  days  before  admission,  at  which  time 
he  had  had  two  loose  stools.  He  had  not  passed 
gas  by  rectum  since  then. 

Physical  examination  disclosed  a moderately 
obese  man  with  questionable  cyanosis  of  the 
lips  and  fingernails.  The  skin  was  moist.  The 
heart  was  not  enlarged.  A short  systolic  murmur 
was  heard  in  the  aortic  region,  which  was  not 
transmitted.  The  aortic  second  sound  was  greater 
than  the  pulmonic.  The  heart  rate  was  regular 
and  of  good  quality.  The  lungs  were  clear.  The 
abdomen  was  flat.  No  peristalsis  could  be  de- 
tected anywhere.  There  was  voluntary  spasms 
all  over,  but  when  the  muscles  were  relaxed  by 
flexion  of  the  legs,  there  was  variable  response 
to  palpation— once  it  was  “sore”,  then  “no  pain”, 
then  “a  little  tender”  and  so  on.  No  definite 
masses  were  felt.  There  was  no  costovertebral 
tenderness.  Rectal  examination  showed  no  ten- 


derness or  masses.  The  prostate  was  slightly  en- 
larged. There  was  no  edema  or  ascites. 

The  blood  pressure  was  150  systolic,  80  dia- 
stolic. The  temperature,  pulse  and  respirations 
were  not  recorded. 

Urine  examination  was  negative.  Examination 
of  the  blood  showed  a white-cell  count  of  16,200, 
with  84  per  cent  neutrophils.  Three  hours  later 
the  white-cell  count  was  11,300.  A blood  Hinton 
test  was  negative.  An  electro-cardiogram  was 
interpreted  as  showing  normal  rhythm,  at  a rate 
of  80,  with  low  T2  and  total  inversion  of  Lead  3; 
Lead  4 was  normal. 

A roentgenogram  of  the  abdomen  showed 
considerable  gas  and  fecal  material  in  the  prox- 
imal colon.  The  colon  distal  to  the  splenic  flexure 
was  collapsed.  A film  taken  on  the  following  day 
in  the  prone  and  upright  positions  showed  sev- 
eral dilated  loops  of  small  bowel  on  both  sides 
of  the  midabdomen  as  well  as  a large,  single 
loop  of  bowel  that  appeared  to  be  small  intestine. 
There  was  also  a small  amount  of  gas  in  the  colon 
in  the  region  of  the  splenic  flexure.  An  upright 
film  showed  fluid  levels  within  several  of  the 
loops  on  the  right  side  of  the  abdomen.  There 
was  no  air  beneath  the  diaphragm.  A barium 
enema  on  the  second  hospital  day  revealed  the 
passage  of  barium  to  the  cecum  and  the  terminal 
ileum  without  delay.  There  was  a moderate 
amount  of  facal  material  within  the  colon  that 
somewhat  hindered  the  examination.  No  gross 
evidence  of  obstruction  or  definite  evidence  of 
ulceration  or  of  a filling  defect  could  be  seen. 
There  were  two  loops  of  slightly  dilated  air-filled 
small  bowel  in  the  left  midabdomen.  Barium 
passed  through  the  ileum  to  the  air-filled  loops 
of  bowel,  and  one  loop  gave  the  appearance  of 
partially  encircling  a mass  over  the  left  side  of 
the  lumbosacral  junction;  the  loop  in  question 
was  somewhat  narrowed  and  irregular  in  outline. 

An  electrocardiogram  on  the  third  hospital 
day  was  normal. 

On  the  third  hospital  day  the  patient  had  a 
spontaneous  bowel  movement.  Peristalsis  was 
audible,  and  the  abdomen  flat.  On  further  ques- 
tioning it  was  brought  out  that  the  patient  had 
had  two  former  episodes  of  substernal  pressure 
with  radiation  down  the  left  arm,  lasting  three 
to  five  minutes  and  coming  on  while  he  was 
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working  on  a chair.  These  attacks  had  been  diag- 
nosed as  angina  pectoris  and  the  patient  was 
advised  to  live  a moderately  restricted  life.  Since 
then  the  patient  had  had  no  similar  episodes. 

A gastrointestinal  series  on  the  fifth  hospital 
day  showed  that  passage  of  barium  through  the 
pylorus  was  very  slow.  A large  residue  of  barium 
was  seen  in  the  colon,  especially  in  the  region 
of  the  cecum,  which  was  dilated.  There  was  con- 
siderable gas  in  the  hepatic  and  splenic  flexures. 
Hourly  films,  showed  slow  passage  of  barium  to 
the  small  bowel,  and  for  a period  of  three  hours 
no  progression  was  seen.  The  stomach  was  almost 
completely  empty  at  three  hours,  and  all  the 
barium  was  found  to  be  in  a few  loops  of  the 
small  intestine  on  the  left  side  of  the  abdomen  in 
the  region  where  the  air-filled  loops  were  visible 
on  the  previous  examination.  At  four  hours,  how- 
ever, barium  had  passed  through  the  narrowed 
loops  previously  described.  Spot  films  taken 
over  this  region  showed  no  definite  evidence  of 
ulceration.  The  narrowing  was  believed  to  have 
been  due  to  extrinsic  pressure.  At  four  hours  the 
head  of  the  barium  meal  was  in  the  region  of  the 
ileocecal  valve,  but  had  not  entered  the  cecum. 
No  mass  could  be  definitely  visualized. 

Following  the  gastrointestinal  series  the  pati- 
ent was  given  an  enema,  with  good  residts.  He 
was  seen  twice  that  evening  and  appeared  well. 
At  about  4:00  the  following  morning  he  began 
to  complain  of  gas  pains,  and  another  enema 
was  given.  Soon  after  that  the  patient  was  found 
to  be  sweating  profusely.  The  blood  pressure 
could  not  be  obtained.  The  abdomen  was  slightly 
distended.  The  pulse  was  about  120.  Examination 
of  the  blood  revealed  a white-cell  count  of  29, 
800,  with  87  per  cent  neutrophils.  Intravenous 
fluids  were  given,  and  a Miller-Abbott  tube  in- 
serted. The  patient’s  condition  apparently  im- 
proved throughout  the  day.  The  following  night 
he  passed  50  c.c.  of  bright-red  blood. 

The  white-cell  count  on  the  seventh  hospital 
day  was  22,300,  with  91  per  cent  neutrophils. 
The  urine  showed  a two  plus  test  for  albumin. 
The  nonprotein  nitrogen  was  44  mg.  per  100  c.c., 
the  protein  5.8  gm.  The  chloride  was  92.8  milli- 
equiv.  per  liter,  the  carbon  dioxide  combining 
power  20.6  millimols.  The  serum  amylase  was 
normal.  A portable  film  of  the  abdomen  showed 
no  demonstrable  air-filled  small  intestine.  The 
stomach  was  filled  with  air,  and  the  colon  con- 
tained a large  amount  of  barium  and  consid- 
erable gas. 


A film  taken  on  the  eighth  day  showed  the  tip 
of  the  Miller-Abbott  tube  in  the  second  portion 
of  the  duodenum.  There  appeared  to  be  a small 
amount  of  gas  in  the  slightly  dilated  bowel.  A 
large  amount  of  barium  was  seen  in  the  large 
intestine.  The  right  side  of  the  diaphragm  was 
elevated,  and  there  were  linear  areas  of  atelec- 
tasis in  the  right  lower  lung  field.  The  abromen 
remained  somewhat  distended.  The  Miller-Abbott 
tube  was  passed  to  the  jejunum,  as  confirmed  by 
x-ray,  and  the  stomach  was  kept  decompressed 
by  a Levine  tube. 

The  white-cell  count  on  the  eleventh  hospital 
day  was  31,300,  and  hemoglobin  12.6  gm.  The 
blood  protein  was  6.0  gm,  per  100  c.c.,  and  the 
chloride  97.2  milliequiv.  per  liter.  A portable 
film  now  showed  considerable  air  in  the  stomach 
and  some  gas-filled  bowel,  presumably  the  colon. 
The  Miller-Abbott  tube  lay  over  the  lumosacral 
articulation. 

The  following  day  the  patient  passed  dark 
blood  by  rectum  and  had  some  bloody  drainage 
through  the  Miller-Abbott  tube.  He  became 
pulseless,  comatose  and  died. 

DR.  ROBERT  T.  PHILLIPS 

This  51  year  old  factory  worker  was  admitted 
because  of  abdominal  pain.  This  was  first  des- 
cribed as  upper  abdominal  distress,  unrelated 
to  the  taking  of  food  and  with  no  reference. 

On  admission  the  patient  was  noted  to  be 
obese  and  possibly  cyanotic.  The  abdomen  was 
flat  and  silent.  It  was  tender  but  not  locally  or 
remarkable  so. 

The  blood  pressure  was  normal.  The  wbc  is 
elevated  and  rises  steadly  during  the  next  12  days 
to  31,000  just  before  death. 

The  electrocardiogram  is  normal  on  two  occa- 
sions but  the  protocol  leaves  me  with  the  im- 
pression that  this  man  has  coronary  heart  disease. 

A roentgenogram  of  the  abdomen  showed  con- 
siderable gas  and  fecal  material  in  the  proximal 
colon.  The  colon  distal  to  the  spheric  flexure 
was  collapsed. 

A flat  plate  the  next  day  showed  dilated  loops 
of  small  bowel— a barium  enema  revealed  the 
passage  of  barium  into  cecuh  and  ileum  with- 
out delay. 

On  the  6th  hospital  day  following  a rather 
vigorous  and  inconclusive  G.  I.  series  our  patient 
went  into  shock.  The  following  night  he  passed 
50  cc  of  bright  red  blood  from  the  rectum  I hope. 

So  his  wbc  goes  up  and  his  chlorides  and  COn 
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come  down  and  his  serum  amylase  is  normal 
means  nothing  anyway  at  this  late  date. 

Follows  more  confusion  the  patient  bleeds 
from  the  bowel  again  On  the  12th  hospital  day 
the  patient  expired. 

Acute  pancreatic  necrosis  occurs  most  often 
during  middle  life  with  equal  frequency  in  men 
and  women  and  is  some  what  more  common  in 
the  obese  or  alcoholic  patient.  Its  onset  is  almost 
always  sudden  and  is  characterized  by  severe 
pain  in  the  upper  part  of  the  abdomen  frequently 
extending  through  into  the  back. 

•Pain  may  persist  for  days,  it  commonly  is  not 
adequately  relieved  by  morphine.  Nausea  and 
vomiting  are  the  rule. 

On  initial  physical  examination  findings  may 
be  meager.  The  temperature  pulse  and  blood 
pressure  may  be  normal.  Abdominal  tenderness 
is  moderate  later  to  become  more  marked  in  the 
epigastrium.  The  amount  of  abdominal  rigidity 
varies.  Distention  and  shock  may  develop.  Con- 
clusive laboratory  findings  are  elevations  of  the 
serum  amylase  and  lipase  valeric.  The  elevation 
in  serum  amylase  occurs  earlv  and  then  falls  to 
normal  in  24-48  hours.  The  serum  lipase  may  be 
elevated  for  1 day. 

Mesenteric  vascular  occlusion  occurs  more 
frequently  in  the  male  9 to  4.  Youngest  patient 
35,  oldest  83,  average  51.9. 

The  etiology  is  obscure  but  there  is  more  often 
than  not  a definate  relationship  to  one  of  the 
following  cardiovascular  diseases,  blood  dysera- 
sias,  intrabdominal  infections  causing  mesenteric 
thrombophlebitis  and  trauma  to  the  mesenteric 
vessels. 

The  correct  diagnosis  preoperatively,  of  mes- 
enteric vascluar  occlusion  is  unusual.  This  con- 
dition has  been  known  to  mimic  any  of  the  acute 
abdominal  emergencies  as  well  as  acute  myo- 
cardial infraction.  One  of  the  best  diagnostic 
leads  is  the  fact  that,  if  after  thorough  study  of 
the  history  physical  finds  and  results  of  labora- 
tory investigation  the  diagnosis  is  still  very 
obscure,  then  mesenteric  vascular  occlusion 
should  be  considered  seriously.  The  history  may 
be  highly  suggestive,  particularily  if  the  patient 
is  suffering  from  one  or  more  of  the  conditions 
having  a bearing  on  this  etiology.  The  patient 
usually  complains  of  a severe  constant  gnawing 
abdominal  pain  centering  mainly  in  the  mid  por- 
tion of  the  abdomen.  As  peritonitis  sets  in,  the 
site  of  the  pain  will  shift  to  only  the  involved 
bowel.  The  bowel  may  be  stimulated  during  the 


first  few  hours  of  the  attack  and  then  gradually 
become  paralyzed.  Prior  to  the  stage  of  paralysis 
the  patient  may  have  diarrhea  and  pass  blood 
per  rectum.  The  passage  of  blood  is  of  great 
diagnostic  significance. 

Physical  examination  is  usually  inconclusive. 
The  findings  vary  markedly,  depending  on  the 
duration  of  the  illness  and  the  extent  of  involve- 
ment. Early  in  the  attack  pain  may  seem  to  be 
out  of  all  proportion  to  the  meager  abdominal 
findings.  The  patient  may  or  may  not  be  in  a 
mild  state  of  shock. 

Abdominal  examination  may  now  disclose  in- 
voluntary muscle  spasm  overlying  the  region  of 
parietal  peritonitis.  The  abdomen  is  silent.  The 
wbc  is  usually  elevated.  Urine  may  be  normal 
EKG  and  serum  amylase  are  normal. 

Rendich  and  Harrington  say  “The  possible 
diagnosis  of  thrombosis  of  the  mesenteric  vessels 
should  be  among  those  considered.  When  the 
plain  x-ray  of  the  abdomen  discloses  bowel  dila- 
ted down  to  the  region  of  the  spheric  flexure 
simulating  a mechanical  obstruction.  If  a sub- 
sequent barium  enema  reveals  no  obstruction, 
it  is  believed  that  the  diagnosis  may  be  ventured 
with  some  probability. 

It  is  worth  mentioning  that  as  progressive  nar- 
rowing of  the  mesenteric  arteries  occuring  in 
other  vessels  the  patient  may  complain  of 
intermittent  intestional  claudication  or  abdominal 
angina.  The  aching  gnawing  periumbilical  pain 
usually  comes  on  one  or  two  hours  after  meals 
and  lasting  during  the  intestinal  activity  of  di 
gestion.  If  the  patient  is  examined  during  this 
stage  of  his  illness  an  abnormality  will  not  be 
found  to  explain  his  abdominal  pain.  Howevei 
as  narrowing  of  the  arteries  increases  thrombosis 
may  occur  with  resulting  acute  abdominal  crisis 
from  which  he  may  or  may  not  recover  spon- 
taneously. Klein  suggests  that  the  number  who 
recover  spontaneously  from  minimal  lesions  may 
be  much  greater  than  the  number  of  patients 
who  die  from  severe  lesions.  Pain  commencing 
one  hour  after  the  evening  meal  is  a common 
finding  among  cases  reported  in  the  literature. 

The  tip  off  in  this  protocol,  I hope,  the  des- 
cription of  x-ray  examination  of  the  large  bowel 
“showed  considerable  gas  and  fecal  material  in 
the  proximal  colon.  The  colon  distal  to  the 
sphenic  flexure  was  collapsed”,  “a  barium  enema 
on  the  second  hospital  day  revealed  the  passage 
of  barium  to  the  cecum  and  terminal  ileum  with- 
out delay”. 
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Based  on  this  my  diagnosis  is  mesenteric  vas- 
cular thrombosis. 

DR.  PALMER  DYSART 

A 51  year  old  male  factory  worker  developed 
vague  upper  abdominal  distress  accompanied 
by  a cold.  Although  there  w^'re  no  marked  re- 
lated symptoms  noted,  it  must  be  assumed  that 
there  was  an  associated  weakness  which  con- 
fined him  to  his  bed  for  the  ensuing  week  until 
he  was  hospitalized  because  of  an  increase  in 
the  pain,  at  which  time  indefinite,  equivocal 
findings  were  described  upon  physical  exami- 
nation. 

An  elevated  white  blood  count  was  present 
which  might  have  been  due  to  an  unlocated 
septic  process,  or  a myocardial  infarct  which  was 
indicated  by  electrocardiographic  abnormalities 
which  when  repeated  on  the  third  hospital  day 
was  reported  as  being  normal.  X-ray  studies  of 
the  gastrointestinal  tract,  although  not  diag- 
nostic, indicated  some  poorly  defined  abnorm- 
ality in  the  left  mid-abdomen  involving  the  small 
bowel  either  primarily  or  secondarily  producing 
mild  intermittent  obstruction,  and  at  one  time 
suggestive  of  the  presence  of  a bowel  encircled 
mass. 

Death  occurred  on  the  twelfth  hospital  day 
following  a period  of  a few  days  in  which  in- 
testional  obstruction  became  a more  prominent 
feature  as  evidenced  by  the  statement  that  a 
Miller- Abbott  tube  had  progressed  into  the 
second  portion  of  the  duodenum  and  then  into 
jejunum.  The  stomach  was  decompressed  by  a 
Levine  tube.  Sepsis  increased  judging  from  a 
white  blood  count  of  31,300  reported  on  the 
eleventh  hospital  day.  On  about  the  sixth  hos- 
pital day  50ec  of  bright  red  blood  were  passed, 
and  on  the  terminal  day,  dark  blood  was  passed 
by  rectum  and  drained  through  the  Miller-Abbott 
tube.  Until  this  time,  loss  of  blood  had  not  been 
great,  for  on  the  eleventh  hospital  day  the  hem- 
oglobin was  12.6  gm.,  the  only  noataion  of  this 
in  a rather  lengthy  resume.  For  this  reason,  I 
would  assume  that  the  repeatedly  noted  elevated 
white  blood  counts  were  not  due  to  re-absorp- 
tion of  hemorrhage  into  the  gastro-intestinal  tract. 
Urine  examination  upon  the  seventh  hospital 
day  showed  a two  plus  albumin,  at  which  time 
some  N.  P.  N.  retention  was  present.  Whether 
other  abnormalities  such  as  bicod  were  found  in 
the  urine  was  not  stated,  so  we  are  forced  to 
assume,  possibly  erronously,  that  they  were  not 
present. 


“Vague”,  “indefinite”,  “equivocal”,  poorly  de- 
fined”, and  “suggestive”  are  terms  which  I have 
applied  to  descriptions  given,  and  four  time  have 
I “assumed”.  In  spite  of  these  assumptions,  it 
would  really  be  presumptious  of  me,  because  of 
the  rather  mild  symptoms  and  non-specific  find- 
ings, to  infer  that  whatever  ailed  this  man  was 
not  serious.  But  perhaps  he  died  from  some- 
thing else.  There  is  at  least  one  thing  certain 
about  this  case— he  died  of  something  fatal. 

I think,  in  all  seriousness,  based  upon  an  in- 
testinal lesion  accompanied  by  a very  high  white 
blood  count,  that  I can  say  this  case  has  the 
aroma  of  a B.  Coli  infection.  Metaphorically 
speaking  this  odor  is  a figure  of  speech,  but 
literally  it  may  be  a fact— and  the  evidence  pre- 
sented does  indicate  the  probability  of  this. 

Infection  may  be  primary  in  which  case  mes- 
enteric or  retroperitoneal  abscess,  or  even  a per- 
inephritic  abscess  could  explain  the  possible 
bowel  encircled  mass  in  the  left  mid-abdomen. 
Or  a pre-existent  tumor  mass  in  the  location 
could  become  infected  via  the  blood  stream  or 
lymphatics,  as  the  result  of  invasion  of  the  intes- 
tinal wall  or  from  the  urinary  tract. 

The  initial  symptoms  and  physical  findings 
were  uncertain  and  vague,  yet  on  the  second 
hospital  day  the  gastro-intestinal  x-ray  findings 
were  probably  as  definite  and  elucidating  as  any 
described,  and  had  these  findings  been  due  to 
primary  abscess  formation,  definite  locallized 
tenderness,  a palpable  mass,  and  probably  muscle 
rigidity  should  have  been  present,  but  they  were 
not.  Therefore,  I am  forced  to  conclude  that 
infection  acted  as  an  aggravating  factor  in  an 
already  pre-existant  lesion,  resulting  eventually 
in  death  which  may  have  been  due,  at  least 
partially,  to  intestinal  hemarrhage. 

If  neoplasms  are  to  be  considered,  all  tumors, 
primary  or  secondary,  of  the  entire  gastro-intes- 
tinal tract  must  be  included  along  with  mesen- 
treic,  retro-peritoneal,  kidney,  adrenal,  pan- 
creatic lymphatic  and  adjoining  mesenchymal 
tissues  and  tumors  metastasizing  to  these  areas 
from  distant  organs  of  the  bodv— which  is  a large 
order  with  no  certain  solution  until  necropsy. 

Instead  of  clarifying  the  problem,  such  cogi- 
tation leads  only  to  confusion,  so  here,  a subject 
peculiar  to  the  discussion  of  an  intra-abdominal 
lesion  will  be  introduced.  As  an  enthusiastic 
supporter  of  Dianetics,  the  new  science  of  the 
psyche  conceived  by  L.  Ron  Hubbard,  I have 
applied  my  analytic  mind  assiduously  and  re- 
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peatedly  in  this  effort  while  books,  journals  and 
papers  stacked  higher  and  higher  on  my  desk, 
until,  according  to  this  principle,  I have  lapsed 
into  a state  of  dianetic  reverie  releasing  my  re- 
active mind  to  bring  forth  the  engrams,  which 
may  be  termed  the  past  total  experiences,  to  in- 
voluntarily assist  in  the  solution  of  this  problem. 
Dianetics  is  a remarkable  science,  having  been 
termed  by  its  author  as  a “creation  which  is  a 
milestone  for  man  comparable  to  his  discovery 
of  fire  and  superior  to  his  invention  of  the  wheel 
and  arch”. 

I recall  only  last  Monday  a verbal  postmortem 
at  this  table  in  which  it  was  concluded,  but  too 
late,  that  more  consideration  of  the  temperament 
and  professional  interests  of  Joe  Bank  and  less 
attention  to  the  printed  page  would  have  helped 
to  diagnose  a case  of  hepatitis.  I have  tried  this 
suggested  line  of  approach,  and  having  been 
personally  acquainted  with  Tom  Woodman  for 
very  close  to  40  years  off  and  on,  realized  that 
behind  the  seeming  indefinite  nature  of  this 
problem,  it  must  fall  into  a definite  pattern,  and 
that  the  apparent  vagueness  of  it  was  in  reality 
the  essence  of  it.  So,  returning  to  the  case,  and 
reviewing  in  a chronological  order  the  facts  as 
presented,  an  entirely  new  picture  takes  form. 
A 51  year  old  factory  worker  has  had  at  least 
two  attacks  of  angina  pectoris  in  the  past,  so 
has  narrowing  of  the  coronary  arteries  which  is 
allied  to,  and  usually  the  associate  of,  preceding 
cardio-vascular  disease;  and  at  this  age,  we  think 
of  arteriosclerosis  with  super-imposed  thrombus 
formation.  An  electrocardiogram  upon  admission 
to  the  hospital  is  indicative  of  myocardial  dam- 
age which  may  result  in  more  thrombus  forma- 
tion with  its  attendant  danger  of  embolus.  Al- 
though he  had  been  cautioned  to  live  a moder- 
ately restricted  life,  he  removed  storm  windows 
which  meant  exposure  and  exertion.  This  marks 
the  onset  of  his  illness  which  is  of  a rather  mild, 
ill-defined  nature  affecting  the  abdomen;  but,  as 
I have  pointed  out  before,  was  apparently  accom- 
panied by  a marked  general  weakness.  Subse- 
quently, intermittently,  progressive  intestinal 
obstruction  with  the  presence  of  a probable 
poorly  circumscribed  intra-abdominal  mass, 
varying  extremely  high  white  blood  dounts  en- 
sued terminating  in  a toxic  death  preceded  by 
intestinal  hemorrhage.  This  chain  of  events  and 
conditions  points  to  mesenteric  vascular  occlu- 
sion with  infarction  of  small  intestine.  Fortun- 
ately, this  condition  when  not  incident  to  local 


infection  or  trauma  is  very  uncommon.  The  mor- 
tality is  extremely  high  either  because  of  the 
state  of  extremis  alreadv  present  in  a patient 
suffering  from  severe  arrythmias  or  congestive 
heart  failure  with  mural  thrombus  formation,  or 
because  the  diagnosis  and  treatment  have  been 
too  long  delayed.  Mesenteric  vascular  occlusion 
in  the  beginning  may  be  either  arterial  or  venous, 
but  thrombosis  in  one  type  of  vessel  is  generally 
followed  by  involvement  of  the  other.  The  patho- 
physiologic changes  depend  upon  the  degree  of 
ischemia  present  and  the  developement  of  col- 
lateral circulation.  Primary  arterial  mesenteric 
occlusion  is  caused  by  emboli  originating  in  the 
heart,  aorta,  or  pulmonary  veins  and  thrombus 
formation  due  to  disease  of  the  vessel  walls. 
Venous  occlusion  is  almost  always  due  to  throm- 
bosis which  may  be  the  result  of  the  venous  type. 
Whatever  the  type  or  cause  of  the  mesenteric- 
blockage  there  are  but  two  clinical  pictures.  The 
first  is  due  to  a sudden  obstruction  of  a major 
mesenteric  vessel  with  attendant  infarction;  the 
second  is  one  of  increasing  ischemia,  which  may 
either  subside  or  progress  to  the  state  of  com- 
plete infarction,  but  the  picture  is  identical,  no 
matter  how  the  occlusion  developed.  Sudden 
obstruction  of  of  a major  vessel  in  the  mesentery 
is  almost  always  due  to  advanced  cardiovascular 
disease.  Typically,  the  patients  already  suffering 
from  a severe  ailment  of  the  heart  dramatically 
exhibit  abdominal  catastrophe  manifested  by 
acute  pain,  nausea,  vomiting,  and  profund  shock. 
In  occlusions  that  develop  more  slowly  there  are 
three  clinical  stages  quite  typically  exemplified 
by  the  case  under  discussion:  fl)  a period  char- 
acterized by  hyper-peristalsis  with  colicky  pain 
and  nausea;  (2)  an  interim  of  intestinal  paresis 
that  produces  the  syndrome  of  partial  intestinal 
obstruction;  and  (3)  a phase  of  total  intestinal 
strangulation. 

My  diagnoses  are:  (1)  Mesenteric  vascular 
occlusion  with  intestinal  infarction.  (2)  Coro- 
nary disease  with  cardiac  intramural  thrombi. 
(3)  Arteriosclerotic  vascular  disease.  If  the 
pathologic  findings  do  not  agree  with  these  diag- 
noses, don’t  condem  the  pathologist,  for  even 
he  cannot  be  right  all  of  the  time. 

DR.  KARL  S.  HARRIS 

This  51-year  old  factorv  worker’s  terminal  ill- 
ness was  of  about  nineteen  days  duration  and  the 
diagnosis  which  most  logically  fits  the  symptoms 
is  that  of  a mesenteric  thrombosis.  The  original 
pathologv  and  the  ensuing  chain  of  events  seem 
much  more  obscure. 
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About  one  week  before  he  was  hospitalized, 
after  removing  some  storm  windows,  he  is  said 
to  have  contracted  a “cold”  but  had  no  chills, 
fever,  chest  pain  or  urinary  distrubance  but  com- 
plained only  of  an  indefinite  upper  abdominal 
distress.  This  apparently  was  quite  severe  as  it 
caused  him  to  remain  in  bed.  Abnormal  gastro- 
intestinal symptoms  were  lacking  but  after  a 
week  the  pain  became  so  severe  as  to  require  a 
hypodermic  for  relief  and  his  physician  felt  he 
was  serious  enough  to  be  hosp'talized.  His  admis- 
sion findings  are  of  little  help— a questionable 
cyanosis  of  the  lips  and  finger  nails,  a short 
systolic  murmur  over  the  aortic  area  which  is  not 
transmitted,  electrocardiographic  findings  com- 
patible with  posterior  wall  inforct  or  a pericardi- 
tis, and  a white  blood  count  indicating  an  in- 
flammatory reaction.  He  had  had  two  episodes 
of  precordial  pain  in  the  past  diagnosed  as  angi- 
nal attacks.  Gastro-intestinal  x-rays  showed  a 
narrowed  loop  of  terminal  ileum  apparently 
partly  encircling  a mass  over  the  left  side  of  the 
lumbosacral  junction.  Up  to  this  point  all  of  his 
symptoms  could  be  accounted  for  on  the  basis  ot 
a coronary  accident  with  pain  referred  to  the 
abdomen  and  an  ileus.  However,  on  the  third 
hospital  day  the  patient  had  a spontaneous  bowel 
movement  and  an  EKG  that  day  was  normal. 
Thees  findings  would  certainly  be  against  a pre- 
vious cardiac  infarct.  The  patient  apparently  con- 
tinued to  have  symptoms  as  other  gastrointes- 
tinal x-rays  were  carried  out  on  the  fifth  hospital 
day  and  I interpret  their  findings  as  a delayed 
passage  of  barium  through  the  small  bowel  on 
the  left  side  of  the  abdomen.  Good  results  were 
obtained  by  enemas  following  the  gastro  intes- 
tinal series  but  on  the  following  day  the  “gas 
pains”  increased  and  soon  after  another  enema 
the  patient  showed  signs  of  shock.  The  subse- 
quent passage  of  blood  per  rectum,  the  recovery 
of  blood  through  a Miller-Abbott  tube,  the  in- 
creasing signs  of  sepsis  certainly  indicate  some 
intestinal  lesion  and  this  probably  in  the  small 
bowel. 

Lesions  or  affections  of  the  small  bowel  may 
be  claccified  as  ( 1 ) Congenital  malformations— 
Absence  of  segments;  reduplication;  Meckel’s 
Diverticulum;  mesenteric  cysts.  Other  than 
Meckel’s  Diverticulum  these  can  probably  be 
dispensed  with  because  of  the  age  of  the  patient. 
The  symptoms  of  a Meckel’s  Diverticulum  are 
more  commonly  that  of  appendicitis  or  a peptic 
ulcer.  (2)  Inflammatory  Lesions— Enteritis,  non 


specific;  tubtrculosis;  typhoid  fever,  etc.  Our 
patient  had  no  sympaoms  to  suggest  this—  no 
diarrhea,  weight  loss,  etc.  (3)  New  Growths— 
Polyps;  benign  lesions;  malignant  lesions.  If  any 
of  these  were  present  one  would  expect  more 
obstructive  symptoms.  (4)  Mechanical  Lesions— 
Inussusception;  volvulus;  strangulated  hernia; 
obstruction  due  to  adhesions  or  extrensic  pres- 
sure. (5)  Vascular  Lesions— Embolus;  throm- 
bosis; aneurism;  periarteritis  nodosum.  (6) 
Other  conditions  that  might  be  mentioned  only 
are:  basal  pneumonia;  perforated  ulcer;  acute 
homorragic  pancreatitis;  diverticulitis.  The  vas- 
cular type  of  lesion  involving  the  bowel  seems 
to  best  explain  the  illness  of  our  patient. 

Trotter  collected  in  monographic  form  the  re- 
ports of  360  cases  of  mesenteric  thrombosis  and 
embolism.  Arterial  occlusion  was  found  to  con- 
tribute 60  per  cent  of  the  total;  thrombosis  of  the 
mesenteric  vessels,  the  remaining  40  per  cent. 
The  superior  mesenteric  artery  is  more  fre- 
quently concerned  in  embolism  than  is  the  in- 
ferior, partially  because  of  its  earlier  exit  from 
the  aorta,  but  largely  because  of  its  more  direct 
continuation  from  the  abdominal  aorta.  Vegeta- 
tions on  the  valves  on  the  left  side  of  the  heart 
are  the  usual  etiologic  agents  in  embolism  of  the 
nementeric  arteries.  Mesenteric  venous  thrombo- 
sis is  usually  associated  with  infection  in  abdomi- 
nal organs  that  are  tributary  to  the  portal  vein. 
Appendicitis,  pelvic  infections  and  strangulated 
herniae  are  frequent  precursors  of  the  condition. 
Thrombosis  or  embolism  of  the  mesenteric  vessels 
most  frequently  occurs  in  adults  between  the 
ages  of  30  and  70.  Christopher  stated  in  his  text- 
book that  “It  is  an  interesting  fact  that  many 
cases  of  mesenteric  thrombosis  run  a fairly  mild 
course,  more  than  a week  elapsing  frequently 
before  the  existence  of  a serious  lesion  is  sus- 
pected”. 

Our  case  could  well  be  due  to  a superior 
mesenteric  vessel  thrombosis  with  extension  of 
the  thrombosis  and  fatal  outcome.' 

Diagnosis:  Mesenteric  thrombosis. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Carroll  C.  Miller:  This  case  seems  to  be 
covered  with  mystery  and  confusion  concerning 
several  of  its  details.  A large  part  of  the  discus- 
sion concerns  itself  with  the  x-ray  findings;  none 
of  these  prove  anything,  and  so  far  as  I can 
figure  out  they  do  not  help  particularly  in  mak- 
ing a diagnosis.  There  are  two  points  that  we 
must  ascertain  in  diagnosing  such  a problem 
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the  location  of  the  trouble  and  whether  it  is 
intrinsic  or  extrinsic,  in  relation  to  the  gastro- 
intestinal tract.  If  it  is  intrinsic,  is  it  an  infec- 
tious conditon  or  is  it  a vascular  disturbance? 
If  it  is  extrinsic,  has  Jt  ulcerated  into  the 
bowel  so  as  to  provide  us  with  an  explanation  of 
the  symptoms  and  signs?  We  should  like  to  know 
about  the  presence  of  abdominal  tenderness  and 
pain.  The  temperature  is  not  recorded.  The  pulse 
essentially  normal  when  the  patient  first  came  in, 
but  after  shocklike  episode  on  the  sixth  day  the 
pulse  rose  to  120.  According  to  the  chart  before 
us,  five  or  six  days  after  admission  the  temper- 
ature rose  from  the  normal  to  101°F.,  by  rectum 
and  stayed  more  or  less  at  that  level  without  any 
appreciable  change.  There  was  a concomitant  rise 
in  pulse  and  respirations.  So  we  do  not  have  a 
definite  picture  of  a rising  curve  or  of  an  inter- 
mittent spiking  one.  We  do  not  know  what  the 
hemoglobin  was  when  the  patient  was  first  seen, 
so  that  we  have  no  way  of  comparing  the  last 
note  of  12.6  gm.  with  the  former  condition. 

Since  so  much  space  in  the  abstract  has  been 
given  to  discussion  of  the  x-ray  films,  it  might  be 
interesting  to  see  them  now. 

Dr.  Laurence  L.  Robbins:  These  films  are  ar- 
ranged more  or  less  according  to  the  time  re- 
lation in  which  they  were  taken.  I have  left  out 
those  that  are  not  particularly  pertinent.  It  might 
be  said  that  perhaps  the  diagnosis  should  have 
been  made  by  x-ray.  I am  not  at  all  sure  about 
that,  however. 

This  is  the  appearance  at  th*1  time  the  patient 
entered  the  hospital,  with  a large  amount  of 
fecal  material  on  the  right  side  of  the  colon.  The 
next  day,  probably  after  enemas,  we  notice  that 
the  colon  is  fairly  well  cleaned  out  and  that 
there  is  this  air  filled  small  bowel.  The  following 
day  a barium  enema  was  given,  and  the  colon 
is  apparently  normal. 

These  are  the  loops  of  small  bowel  that  were 
described  as  air  containing,  and  you  notice  that 
the  barium  passes  up  to  a point  close  to  the  air- 
filled  loops.  This  loop  ot  ileum  appears  to  go 
around  something.  In  the  same  area  you  see  an- 
other loop  of  ileum  that  appears  to  overlie  the 
questionable  mass.  This  loop  of  bowel  is  defini- 
tely abnormal,  I should  say.  So  far  as  one  can 
tell  it  is  small  and  probably  has  some  mucosal 
swelling.  I cannot  see  anything  that  indicates  a 
definite  ulcer.  Later  films  of  the  small  bowel 
more  or  less  confirm  these  findings  except  that 
there  is  nothing  on  which  one  can  make  a posi- 


tive diagnosis  of  a mass  at  this  time,  and  the 
suggestion  of  the  loop  of  bowel  constantly  going 
around  somthing  is  lost.  In  this  area,  hewever,  the 
mucosa  again  appears  abnormal  and  that  is  con- 
firmed by  this  spot  film.  I have  seen  similar 
appearance  in  the  mucosa  of  the  sigmoid  in  case 
of  periarteritis  nodosa.  I am  not  trying  to  lead 
anyone  astray,  but  that  is  the  only  similarity  I 
have  seen. 

Dr.  Miller:  How  far  away  from  the  ileocecal 
valve  would  you  say  this  was? 

Dr.  Robbins:  About  75  cm.  An  exceptionally 
large  amount  of  barium  passed  into  the  small 
bowel.  I think  you  can  be  sure  there  is  definite 
abnormality  of  the  mucosa  of  the  ileum. 

Dr.  Miller:  Because  of  the  repeatedly  high 
white-cell  count  and  the  high  percentage  of 
neutrophils,  we  must  assume  that  something 
fairly  acute  in  the  way  of  either  sepsis  or  necro- 
sis was  going  on,  and  because  of  a variation 
during  the  investigation,  at  times  distention  and 
at  times  collapse  of  the  bowel,  and  also  because 
of  the  terminal  episode  of  hemmorhage  into  the 
intestine,  we  must  presuppose  that  something 
was  going  on  intraluminally,  which  allowed 
Dlood  to  escape  into  the  bowel.  It  will  be  hard 
to  make  a diagnosis  that  satisfies  both  these 
conditions. 

There  are  several  things  to  think  of,  but  we  do 
not  have  enough  evidence  to  rule  them  entirely  in 
or  out.  A sigmoidal  diverticulitis  with  abscess 
and  rupture  might  account  for  localized  peri- 
tonitis and  for  subsequent  bleeding  from  the 
bowel.  A mesenteric  thrombosis  would  account 
for  the  signs  of  necrosis  in  the  small  intestine, 
accompanied  by  a high  white-cell  count  and 
some  degree  of  fever.  The  chart  possibily  consis- 
tent with  that.  It  would  also  account  for  the 
terminal  bleeding  episode.  It  is  not  likely  that 
this  condition  is  malignant  disease.  In  the  first 
place,  there  was  no  previous  history.  The  man 
was  in  reasonably  good  condition;  in  fact  he  was 
described  as  being  somewhat  obese.  No  masses 
were  felt.  However,  acute  abdominal  emergencies 
are  sometimes  simulated  by  extensive  metastatic 
lymph-node  involvement  in  fhe  abdomen  be- 
cause of  sudden  spread  or  rupture. 

An  internal  hernia  with  strangulation  of  a loop 
of  bowel  might  account  for  intermittent  obstruc- 
tion and  eventual  necrosis  of  thet  segment  of  the 
bowel,  with  intraluminal  bleeding.  I should  like 
to  think  of  the  terminal  episode  as  being  due  to 
hemorrhage  coming  from  mesenteric  throm- 
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bosis  or  an  internal  hernia  wifh  strangulation. 

The  mass  that  this  loop  of  bowel  encircles 
might  be  either  abscess  or  retoperitoneal  tumor. 
It  is  not  likely  that  any  retroperitoneal  tumor 
would  also  so  involve  the  small  intestine  as  to 
produce  this  picture.  Au  abscess  can  involve 
the  wall  of  the  bowel  causing  obstruction  and 
bleeding,  although  it  is  not  likely  that  any  retro- 
peritoneal tumor  would  also  so  involve  the 
small  intestine  as  to  produce  this  picture.  An 
abscess  can  involve  the  wall  of  the  bowel 
causing  obstruction  and  bleeding,  although  it 
is  not  likely. 

A condition  that  we  often  forget  but  which 
occurs  fairly  frequently  is  a Mechel  s diverticu- 
litis. In  a Meckel’s  diverticulum  there  may  be 
bleeding  from  a peptic  ulcer,  and  it  may  also 
become  infected  with  rupture.  From  the  x-ray 
picture  it  is  possible  ihat  an  abscess  had  formed 
around  a diverticulum  of  the  small  intestine  and 
that  the  loop  of  bowel  had  become  involved  in 
that  area;  there  might  still  have  been  a com- 
munication into  the  lumen  of  the  bowel  to  ac- 
count for  bleeding  bv  rectum  and  by  the  Miller- 
Abbott  tube. 

1 think  we  must  postulate  an  infectious  proc- 
ess in  the  form  of  an  abscess,  with  involve- 
ment of  a loop  of  small  bowel.  I think  as  a best 
bet  I shall  say  that  this  patient  had  a Meckel’s 
diverticulum  or  a diverticulum  of  the  sigmoid— 
a solitary  one  that  was  not  seen  by  x-ray-ac- 
companied  by  abscess  and  hemorrhage  through 
erosion  of  a large  mesenteric  vessel. 

Dr.  Robbins:  I am  not  at  all  sure  I made 

myself  clear  to  you.  Dr.  Miller.  The  small- 
bowel  studies  do  not  confirm  the  presence  of 
the  mass  suggested  by  the  barium  enema;  the 
films  are  not  characteristic  of  bowel  going 
around  a mass. 

Dr.  Miller:  Nevertheless,  there  is  a loop  that 

is  abnormal,  either  hv  distortion  or  extrinsic 
pressure. 

Dr.  Robbins:  It  may  be  intrinsic  disease. 

Dr.  Miller:  Of  course,  a localized  regional 

enteritis  is  possible,  although,  it  is  not  com- 
monly seen  so  far  back  in  the  ileum  as  this. 
Furthermore,  I do  not  believe  that  in  cases  of 
terminal  episode  such  as  this  patient  had,  with 
almost  no  cachexia  or  general  disturbance. 

Dr.  Edward  B.  Benedict:  I do  not  see  why 

this  would  not  go  with  regional  enteritis. 

Dr.  Robbins:  Would  one  have  acute  episodes 
with  it? 


Dr.  Benedict:  No. 

Dr.  Miller:  One  does  not  as  a rule  see  such 

a massive  lesion  as  this  man  had.  Furthermore, 
such  patients  are  usually  younger. 

Dr.  Richard  H.  Sweet:  As  Dr  .Miller  clearly 

brought  out,  I believe  there  must  have  been 
some  necrosis  of  the  loop  of  bowel  to  explain 
this  picture. 

CLINICAL  DIAGNOSIS 
Small-bowel  obstruction. 

Volvulus? 

Intussusception? 

DR.  MILLER’S  DIAGNOSIS 
Meckel’s  or  sigmoidal  diverticulitis,  accompanied 

by  abscess  and  hemmorrhage. 

ANATOMICAL  DIAGNOSIS 
Mesenteric  venous  thrombosis. 

Infarction  of  small  intestine. 

Hemmorrhage  into  intestinal  tract. 

Peritonitis,  acute,  fibrinous. 

Hemoperitoneum. 

Coronary  thrombosis,  old. 

Arterisclerosis,  marked,  generalized. 

PATHOLOGICAL  DISCUSSION 

Dr.  Benjamin  Castleman:  At  the  autopsy  we 

found  3000  cc.  of  hemorrhagic  fibrinous  fluid 
and  blood  in  the  abdomen.  The  entire  jejumum 
and  most  of  the  ileum,  to  within  about  150  cc 
(6  feet)  of  the  ileocecal  valve  were  covered 
with  bluish  fibrin.  Parts  of  the  bowel  were  ob- 
viously gangrenous,  and  other  parts  showed  be- 
ginning infarction.  The  cause  of  this  gangrene 
was  a mesenteric  venous  thrombosis.  The  ar- 
teries and  arterioles  were  uninvolved.  There 
was  no  periarteritis  nodosa.  The  entire  intes- 
tinal tract  was  filled  with  old  and  recent  blood, 
apparently  arising  from  the  massive  necrosis 
of  the  small  bowel,  which  had  terminally  per- 
forated into  the  abdominal  cavity. 

Most  of  the  cases  of  mesenteric  occlusion 
that  we  see  are  arterial  in  type  and  are  caused 
by  emboli.  The  venous  type  is  uncommon  and 
little  is  known  about  its  etiology.  In  contrast 
to  the  arterial  it  does  not  usually  come  on  sud- 
denly with  severe  abdominal  pain. 

Dr.  Robbins:  Could  you  find  evidence  of  old 
infarction? 

Dr.  Castleman:  The  thrombi  were  of  various 

ages,  and  in  some  there  was  definite  organiza- 
tion. 

The  patient  also  had  an  old  thrombosis  of  the 
left  descending  coronary  aitery,  which  accounted 
for  the  anginal  attacks. 
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now  in  parenteral  form... 

BANTHlNE 


Bromide 


Brand  of  Methantheline  Bromide 


for  use  when  oral  administration  is  difficult  or  impractical 
— when  more  prompt  action  is  desired 


Banthine — a true  anticholinergic  drug  with 
an  adequate  range  of  safety — is  now  made 
available  to  the  medical  profession  in  par- 
enteral form,  for  use  intravenously  or  in- 
tramuscularly in  those  conditions  charac- 
terized by  nausea  and  vomiting,  when  oral 
medication  cannot  be  retained  and  when  a 
prompt  action  is  desirable. 

Through  its  anticholinergic  effects,  Ban- 
thine inhibits  excess  vagal  stimulation  and 
controls  hypermotility. 


In  Peptic  Ulcer — the  value  of  the  oral  form  of 
Banthine  is  now  well  established.  However, 
edema  in  the  ulcer  area  may  indicate  parenteral 
Banthine  until  the  healing  processes  have  re- 
duced the  edema. 

In  Pancreatitis — it  has  been  found  that  par- 
enteral Banthine  relieves  pain,  effects  a fall  in 
blood  amylase  and  produces  a general  improve- 
ment in  the  patient’s  condition. 

In  Visceral  Spasm — it  inhibits  motility  of  the 
gastrointestinal  and  urinary  tracts. 

Parenteral  BANTHINE  is  supplied  in  serum- 
type  ampuls  containing  50  mg.  of  Banthine  powder. 
Adult  dosage  is  generally  the  same  as  with  Ban- 
thine tablets. 
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GRIEVANCE  COMMITTEE 

Organized  January  7,  1951,  this  Committee  chartered  a course  designed  to 
improve  the  doctor-patient  relationship.  Twenty-seven  complaints  were  filed 
during  1951,  one  having  been  withdrawn  by  plaintiff  because  of  insufficient 
evidence  and  another  the  result  of  legal  action  having  been  instituted.  Of  the 
remaining  25  cases,  seven  were  referred  to  the  Grievance  Committee  of  Maricopa 
County  Medical  Society  for  processing  and  one  to  a like  committee  of  Pima 
County 

Of  the  17  cases  investigated,  16  involved  “fees’  or  94%  which  is  in  line 
with  the  national  average,  and  one,  “medical  ethics”.  A detailed  report  of  each 
case  being  compiled  and  a copy  thereof  will  ultimately  be  filled  with  each 
component  society  secretary.  The  Committee  received  full  cooperation  from 
both  member  and  non-member  physicians  involved,  each  abiding  by  its  decisions 
and  recommendations. 

Experience  prompts  your  Committee  to  offer  the  following  suggestions  for 
favorable  physician  consideration: 

1.  Reduce  to  a minimum  the  “waiting  time  required  of  patients  scheduled 
for  office  appointments.  When  an  emergency  arises,  endeavor  to  con- 
tact patients  before  their  departure  for  the  doctor’s  office,  rescheduling 
appointments. 

2.  Take  time  to  explain  patient’s  condition  in  understandable  language. 
On  first  visit  or  as  soon  thereafter  as  practicable,  interpret  the  physician’s 
fees,  giving  the  patient  the  opportunity  to  discuss  ability  to  pay. 

3.  Where  surgery  is  indicated,  have  complete  understanding  of  fees  in- 
volved and  probable  hospital  costs  including  radiology,  pathology  and 
anesthesiology.  In  this  latter  instance,  physician  is  urged  to  arrange 
consultation  between  the  patient  and  anesthetist  prior  to  operation. 
The  patient  should  understand  that  the  anesthetist  too  is  an  important 
part  of  the  operating  team  and  may  expect  to  receive  a separate  bill 
for  his  fee. 

4.  Itemize  monthly  bills.  Break  down  all  laboratory  charges.  The  patient 
is  entitled  to  know  what  he  or  she  is  paying  for.  It  is  sound  business 
practice. 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION.  (See  MEDICAL  WRITING  by  Morris  Fish- 
bein.) 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Submit  manuscript  typewritten  and  double-spaced. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


THE  TREATMENT  OF 
TUBERCULOSIS 

SECTION  I 

A survey  and  summary  of  the  current  methods 
used  to  treat  tuberculosis  is  appropriate  at 
times— but  almost  mandatorv  now  after  the 
changes  which  have  occurred  in  the  past  3 to 
6 years. 


It  is  presumptive  to  attempt  such  a chore  in 
less  than  a volume,  but  the  information  must 
be  condensed  and  packed  into  two  editorials  for 
Arizona  Medicine. 

Numerous  items  in  therapy  have  recently  been 
modified,  and  even  general  principles  have  been 
changed.  Resection  and  chemotherapy,  for  in- 
stance, were  indefinite  hopes  until  the  past  few 
years,  yet  they  have  changed  the  whole  program 
of  treatment. 

Diagnosis  can  almost  be  called  a part  of 
treatment,  since  case- finding  is  the  method  by 
which  the  tuberculous  person  reaches  medical 
care.  The  free  use  of  x-ray  methods,  both  in 
private  practice  and  in  mass  surveys,  is  far 
more  efficient  than  the  former  ‘symptomatic  diag- 
nosis’—tho  its  efficiency  is  only  as  great  as  its 
usage.  It  should  be  commented  that  mass  sur- 
veys profit  not  only  the  patient,  but  his  contacts, 
the  physician,  and  the  roentgenologist. 

Diagnostic  methods  are  also  recurrently  used 
to  determine  the  status  of  disease,  and  are  there- 
fore an  integral  part  of  treatment.  Ordinary 
films,  grids,  sectional  films,  sputum  concen- 
trates, gastric  aspiration  cultures,  ‘resistance' 
tests  are  all  valuable— and  it  is  notable  that 
several  of  these  are  relatively  new. 

Isolation  and  segregation  are  methods  of 
managing  tuberculosis,  and  they  provide  situa- 
tions in  which  therapy  can  best  and  most  safely 
be  applied.  There  is  no  really  good  substitute 
for  sanatorium  care.  Rest  and  exercise  can  bt 
supervised,  chemotherapy  can  be  easily  given, 
collapse  therapy  can  be  used  as  and  when 
needed,  contacts  are  protected,  medical  ob- 
servation can  be  closer,  etc.  etc.  Infectious  dis- 
ease precautions  (aseptic  technic)  can  be  ap- 
plied by  trained  tuberculosis  nursing— and  most 
of  the  literature  on  that  subject  has  been  writ- 
ten between  1939  and  1949.  (These  comments 
on  segregation  are  made  with  the  knowledge 
that  such  care  is  not  regularly  used  or  possible 
at  present  in  Arizona.  Patients  often  prefer  to 
live  at  home;  rest-homes  are  becoming  fewer; 
and  organized  sanatoria  can  care  for  only  a small 
portion  of  the  crop). 

Rest  is  still  a major  part  oi  therapy.  It  has 
been  somewhat  displaced  by  additional  methods, 
but  it  is  combined  with  drugs,  collapse,  and 


46 


Arizona  Medicine 


February,  1952 


resection.  Rest  and  time  may  perforce  be  the 
chief  methods  in  some  cases.  The  physical  basis 
of  rest  is  to  decrease  the  volume  and  mobility  of 
the  lungs;  the  objective  is  to  rest  the  body,  and 
therefore  the  chest,  the  lung,  and  the  lesion. 
There  is  evidence  that  modified  rest,  or  less  than 
absolute  rest  in  bed,  may  be  better  for  the 
patient's  circulation,  easier  on  the  patient’s  chest, 
and  just  as  effective  in  healing  the  disease. 

Symptomatic  treatment  need  not  be  men- 
tioned in  detail.  There  are  few  new  drugs  for 
the  relief  of  the  usual  complaints.  The  chiel 
progress  has  been  in  the  cure  of  most  symptoms 
and  complications  bv  the  use  of  chemotherapy. 
Streptomycin  and  PAS  have  minimized  cough, 
sputum,  wheezing,  pain,  anorexia,  diarrhea,  ef- 
fusion, empyema,  and  so  on  thru  the  systems  of 
the  body.  One  actually  need  only  to  try  and  avoid 
or  control  the  symptoms  from  the  drugs. 

Supportive  therapy  has  changed  slightly,  but 
is  now  more  rational.  Tuberculin,  calcium,  et  al., 
are  either  harmful  or  not  indicated.  Diet  must 
include  sufficient  protein,  rather  than  the  simply- 
fattening  substances.  There  is  new  evidence 
that,  whereas  all  vitamins  are  required,  vita- 
mins A and  C are  more  valuable  in  large 
amounts.  About  25,000  units  of  A are  needed, 
possibly  in  a special  form,  and  1 to  5 grams  of 
C are  sometimes  indicated  The  effect  of  excess 
vitamins  may  be  exerted  by  improving  the  cel- 
lular resistance  to  the  tubercle  bacilli. 

S oppressive  therapy  is  the  term  used  to  de- 
scribe treatment  with  the  several  specific  drugs 
now  at  hand.  The  exact  modes  of  action  are 
not  certain  but  they  suppress  the  growth  of  the 
bacilli  so  that  the  bodv  tissues  may  kill  oi 
surround  them,  or  repair  the  damage  they  have 
caused. 

Streptomycin  and  its  cousin  dihydrostreptomy- 
cin are  the  most  valuable  suppressive  drugs  avail- 
able, and  are  equally  effective.  They  are 
given  parenterally,  are  helpful  in  all  forms  of 
tuberculosis,  but  are  especially  effective  in  le 
sions  of  the  mucous  membranes.  The  current 
preparations  are  relatively  pure  and  innocuous. 
The  hazards  may  include  specific  reactions 
(which  are  rare),  toxicity,  and  the  production 
of  resistance  in  the  bacilli.  The  controversy 
over  the  relative  toxicity  of  the  two  drugs  is 
unsettled;  it  is  reported  that  a late  deafness 
may  follow  the  use  of  dihydrostreptomycin  (the 
sulfate  as  well  as  the  hydrochloride),  and  if 
this  proves  to  be  so  the  drug  should  be  dis- 


carded. The  bacilli  may  become  resistant  (less 
sensitive)  to  the  streptomycins  as  their  use  con- 
tinues, and  the  degree  of  resistance  (which  is 
usually  permanent)  depends  on  total  dosage 
rather  than  time,  and  on  the  associated  use  of 
other  drugs.  Resistance  is  a serious  hazard,  tho 
not  as  common  as  first  reported,  and  recent 
reports  indicate  that  therapy  may  be  continued 
with  some  benefit  when  cultures  show  consider- 
able resistance.  The  question  of  dosage  is  near- 
ing solution,  wih  one  gram  being  given  every 

2 or  3 days  for  chronic  pulmonary  and  most 
other  lesions.  Some  clinicians  prefer  daily  doses 
of  % to  1 gram  during  an  acute  or  progressive 
episode,  and  pediatricians  believe  that  strepto- 
mycin must  be  given  intra-thecally  to  cure  (or 
prevent)  meningeal  disease. 

PAS  is  the  set  of  initials  loosely  used  to  des- 
cribe both  Para-amino-salicylic  acid  and  its 
sodium  salt.  PAS  has  been  in  use  only  three 
years  in  the  United  States,  but  it  is  agreed  that 
the  drug  is  valuable.  It  is  believed  that  the 
sodium  preparation  is  much  better  tolerated 
by  the  intestinal  tract,  either  in  solution  or  in 
enteric-coated  granules.  The  chief  toxicity  is 
a direct  irritation  of  the  gastro-intestinal  tract, 
but  nerve  symptoms  or  a benign  rash  may  occur. 
Specific  reaction  to  the  drug  occurs  in  about 

3 per  cent  of  those  who  take  it,  produces  a 
typical  syndrome,  and  can  be  relieved  by 
desensitization.  Bacillary  resistance  to  PAS 
may  follow  many  months  of  use,  but  it  tends 
to  fade  on  discontinuance.  PAS  has  a definite 
intrinsic  action  against  tuberculosis,  with  a fre- 
quent reduction  of  symptoms  and  an  arrest  of 
acute  activity  and  mucosal  lesions.  Its  greater 
importance,  however,  is  in  combination  with 
SM  for  effect,  and  in  preventing  the  develop- 
ment of  bacterial  resistance  to  SM  by  some  as 
yet  unknown  means.  It  has  been  shown  that 
100  grams  or  more  of  SM  can  be  given  in 
combination  with  PAS  eith  the  emergence  ol 
almost  no  resistance.  Further,  the  use  of  PAS 
daily  is  of  greater  protection  than  when  it  is 
given  only  on  the  days  of  intermittent  SM 
dosage.  Four  or  5 grams  three  times  a day 
seem  sufficient,  tho  such  a dose  is  more  con- 
venient than  it  is  certified  to  be  exactly  enough. 

TB-1  is  a third  anti-tuberculosis  drug,  but 
it  is  of  the  least  value  and  scantily  used.  It  is 
a thiosemicarbazone.  an  import  from  Germany 
(where  it  was  called  ‘Conteben’,  etc.),  and  it 
is  manufactured  as  TIBIONE  in  America.  It 
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is  often  toxic  in  full  doses  ( 200  mg. ) , often 
poorly  tolerated,  and  it  has  only  a moderate 
effect  on  the  most  susceptible  lesions.  It  is 
reserved  for  cases  which  cannot  take  SM,  and 
it  should  be  given  in  small  doses  under  regular 
laboratory  control. 

Neomycin,  viomycin,  mycomycin,  terramycin, 
et  al.,  are  either  too  toxic  or  too  ineffective.  There 
are  several  other  drugs  and  combinations  being 
tried  thruout  the  world,  but  hopes  should  not 


be  raised  until  they  are  approved  by  reputable 
medical  societies.  The  American  Trudeau  So- 
ciety, for  instance,  has  a research  and  therapy 
committee  which  will  investigate  and  report  on 
any  likely  drug  so  quickly  that  the  information 
would  precede  an  available  supply,  and  almost 
beat  the  announcements  in  the  public  prints. 

( Section  II,  on  collapse  and  resection  ther 
apy,  will  follow  in  a future  issue). 


rx,  dx,  and  drs. 

By  GUILLERMO  OSLER,  M.D. 


The  vogue  of  ‘TRACHEAL  LAVAGE’  in  po- 
tential cases  of  tuberculosis  doesn’t  sound  solid 
or  logical  or  physiological.  . . . Instilling  fluid  into 
the  bronchial  tree,  where  it  can  carry  secretions 
to  new  sites,  where  it  produces  a cough,  seems 
unnecessary — especially  when  gastric  aspirations 
can  be  done.  . . . An  analysis  of  the  method 
should  be  available  soon.  So  far  only  the  pioneers 
and  zealots  have  spoken,  and  they  could  not  be 
called  unprejudiced. 


The  real  value  of  a new  ireaimenf  for  seborrheic 
dermatitis  of  the  scalp  (dandruff)  should  also  be 
estimated.  ...  A 2.5  per  cent  solution  of  SELEN- 
IUM SULFIDE  in  a detergent  has  been  said  to 
clear  80  to  95  per  cent  of  the  two  conditions.  . . . 
Physicians  in  institutions  often  hear  such  small 
complaints,  and  really  know  how  common  they 
are.  They  could  use  new  therapy. 


‘Postgraduate  Medicine’  (and  ‘Time’  Magazine) 
tell  about  the  better  TREATMENT  OF  DOG- 
BITE.  Dr.  R.  T.  Vinnard  of  Fresno,  Calif.,  fumes 
at  the  use  of  the  archaic  cautery.  Everyone  wants 
to  do  enough,  so  too  much  is  done.  . . . Cleansing 
with  soap  and  water  is  best,  enough,  and  suffi- 
cient even  when  rabies  is  a possibility.  . . . O.K. 
Now  to  convince  the  patients. 


'Medical  Economics'  makes  a good  story  out  of 
the  style  and  motives  of  FIVE  LAY  MEDICAL 
WRITERS.  . . . The  group  includes  DE  KRUIF, 
of  course.  He  is  a Ph.D.,  the  champion  of  'souped 
up'  medical  reporting;  he  doesn't  give  a darn  what 
people  think,  but  he  seems  to  be  mellowing.  . . . 
STEVEN  SPENCER  has  been  mentioned  in  this 
column,  and  has  written  for  the  Sat.  Eve.  Post  for 
6 years.  He  wrote  the  first  story  on  penicillin,  won 
writing  prizes,  went  to  Harvard  to  study  several 
basic  science  subjects.  . . . GREER  WILLIAMS 
writes  conscientious  articles  for  several  journals, 
sometimes  works  with  A.M.A.  support.  . . . AL- 
BERT DEUTCH  is  a disturber,  and  proud  of  it. 


He  hopes  always  to  be  the  impassioned  foe  (racial 
bias,  quacks,  poor  medical  care  of  insane,  etc.).  He 
writes  for  a broad  field,  but  has  written  books  on 
medical  history.  . . . T.  D.  RATCLIFF  dreams  up 
some  of  his  stories,  gets  leads  from  medical  jour- 
nals for  others,  and  gets  tips  from  research  groups 
and  drug  houses  for  most  of  his  leads.  In  this 
last  category  was  'Darvisul',  a potential  cure  o 1 
polio,  which  he  reported  and  readily  admits  was  a 
dud.  (It  was  referred  to  here,  and  noted  to  be  a dud 
a year  ago.  However,  we  BOTH  could  have  been 
right,  and  ONE  of  us  would  have  become  famous). 


STEVEN  SPENCER  of  the  Sat.  Eve.  Post  de- 
serves another  pat  for  his  handling  of  “Food 
Poisoning  Can  Get  You,  too”  . . He  points  out 
the  frequency  of  mass  attacks  (400  reported  per 
year,  affecting  9,000  persons — probably  only  10 
per  cent  of  the  actual  episodes).  . . . He  mentions 
the  most  commonly  contaminated  foods  (meat, 
35%;  filled  bakery  products,  35%).  ...  He  stresses 
the  frequency  of  staphlococcus  intoxication  over 
botulism,  mushrooms,  salmonellae,  etc.,  and  de- 
scribes the  huge  growth  of  the  bacteria  in  food 
which  is  allowed  to  remain  at  room  temperature 
for  a few  days  or  hours.  The  toxin  from  the 
bacteria  is  the  reason  for  its  quick  action  and 
lack  of  infection.  . . . ‘Case-reports’  make  the 
article  very  readable. 


The  Feighner  & Co.,  manufacturers  of  surgical 
equipment,  presents  a STERILE  OPERATING 
LAMP  which  can  be  precisely  focused  on  an  opera- 
tive area.  ...  It  consists  of  a source  of  light,  and 
a lucite  bar  which  is  interchangeable  and  may  be 
sterilized.  It  is  also  spark-proof  and  cool. 


A columnist  (J.F.)  for  the  Ohio  State  Medical 
Journal  calls  attention  to  a MODERN  MEDICAL 
HAZARD  to  children.  ...  In  days  of  yore  medi- 
cines had  to  be  bitter  to  be  popular.  Nowad  ° vs 
the  drug  houses  compete  to  produce  palate- 
tickling and  provocative  drugs,  especially  for  the 
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small  fry.  . . . The  hazard  is  present  in  the  possi- 
bility of  over-dosage — too  much  of  a good  thing. 


The  title  of  an  article  in  the  August  'Annals  of 
Surgery'  could  be  misleading  to  a chest  specialist. 
It  is  called  'EMPHYSEMATOUS  CHOLECYSTI- 
TIS'. . . . Retterbush,  et  al.,  report  21  cases  of  air 
in  the  gall-bladder,  or  in  its  wall,  associated  with 
acute  inflammation.  Symptoms  are  similar  to, 
but  x-rays  different  from,  ordinary  acute  cholecy- 
stitis. A gas-producing  organism,  usually  of  the 
Clostridium  group,  is  the  cause.  Surgery  is  the 
recommended  therapy,  and  quickly. 


The  Medical  Annals  of  the  District  of  Columbia 
says  that  AVOIDANCE  OF  MALPRACTICE  de- 
pends on  ‘Three  Little  Words’ — knowledge!  dill 
gence,  and  judgment.  ...  If  one  has  and  uses  1. 
sufficient  knowledge  and  skill,  2.  due  diligence, 
and  3.  best  judgment,  there  is  no  chance  of  a 
guilty  verdict  in  lawsuits 


Two  groups  of  surgeons  (with  Thorek  and 
Dennis)  have  performed  VAGOTOMIES  on  a 
total  of  63  cases  of  idiopathic  ULCERATIVE 
COLITIS.  The  results  are  said  to  be  good,  with 
80.9  per  cent  of  Thorek's  cases  showing  a favor 
able  result.  . . . Drs.  Bargen,  Lahey,  and  Palmer 
(who  have  seen  dozens  of  therapies  come  and  go) 
are  not  enthusiastic  about  the  logic  or  effects. 
They,  and  we,  must  wait  and  see.  . . . Come  to 
think  of  it,  Bargen  is  usually  enthusiastic. 


‘Medical  Economics’  has  survived  the  status  of 
medical  PROFESSIONAL  COURTESY,  and  very 
well  too.  It  varies  in  different  areas,  probably, 
but  another  modifying  factor  is  the  amount  of 
the  charge.  ...  A medical  colleague  and  his  wife 
are  invariably  extended  100  per  cent  courtesy 
at  any  cost.  Eighty-five  to  95  per  cent  of  office 
aides  are  exempt,  and  the  remainder  pay  reduced 
charges.  More  than  50  per  cent  of  nurses  pay  no 
fee,  and  most  of  the  others  pay  little.  More  than 
a third  of  the  dentist  patients  pay  nothing,  and 
many  more  pay  less  than  full  fee.  Druggists  also 
receive  some  ‘courtesy’,  tho  less  than  dentists. 


The  medical  director  of  a large  western  tuber- 
culosis sanatorium  makes  two  interesting  com- 
ments. . . . Patients  often  LEAVE  AGAINST 
ADVICE  and  their  number  varies  inversely  with 
the  number  of  physicians  on  the  staff.  (Few  phy- 
sicians, many  AWOLS).  . . . The  DRUG  BILLS 
vary  directly  with  the  number  of  physicians  on 
the  staff. 

ANTIBIOTIC  NOTES,— ACTIDIONE,  once  re- 
ported as  promising  in  fungus  infection,  is  report- 
ed to  have  cured  a case  of  cryptococcus  meningitis 
(torulosis). 

German  obstetricians  tell  of  a synergism  which 
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is  more  effective  in  puerperal  infection — PENICIL- 
LIN AND  STREPTOMYCIN. 

TERRAMYCIN  gains  in  stature  in  reports  on 
gonorrhea,  a wide  range  of  urinary  infections,  pri- 
mary atypical  pneumonia  in  infants,  pleuropneu- 
monia-like infections,  mouse  pinworms,  and  acute 
intestinal  amebiasis. 

There  are  few  more  certain  ways  of  disproving 
the  value  of  a drug  than  by  having  the  condition 
develop  while  the  drug  is  being  used.  . . . We 
have  recently  seen  a case  in  which  CHLORO- 
MYCETIN was  being  used  by  mouth  for  a spe- 
cifically sensitive  staphlococcus  empyema.  The 
patient  developed  a SERUM  HEPATITIS  during 
this  period,  probably  from  a series  of  transfu- 
sions given  7 or  8 weeks  previously.  . . . The  lack 
of  prophylaxis  confirms  recent  reports  on  the  use 
of  this  drug,  as  well  as  of  aureomycin. 


The  reduction  of  BACTEREMIA  AFTER  TOOTH  * 
EXTRACTION  has  become  easier  as  the  modern 
drugs  become  available.  The  'mycin'  drugs  have 
the  advantages  of  low  antigenicity,  oral  dosage, 
lower  cost,  and  (it  is  now  reported)  greater  effi- 
ciency. . . . Dr.  William  S.  Middleton  of  Wisconsin, 
recent  president  of  the  A.C.P.,  once  said  that  it 
would  soon  become  criminal  to  pull  teeth  with- 
out the  protection  of  chemotherapy.  Now  seems 
to  be  the  time,  especially  in  cases  with  lesions  of 
the  heart  valves.  . . . 


One  of  the  leading  authorities  and  authors  on 
THE  USE  OF  SULFONAMIDES  was  Dr.  Wesley 
Spink  of  Minneapolis.  He  summarized  the  ‘Pre- 
sent Status  of  Sulfonamide  Therapy’  last  year, 
and  it  is  still  worth  a paragraph.  . . . The  decline 
in  use  has  been  due  to  3 causes, — serious  side 
effects  (especially  renal)  and  hypersensitivity;  pro- 
duction of  bacterial  resistance;  and  a narrow  range 
of  bacterial  activity,  now  widened  by  the  anti- 
biotics. . . . There  are  quite  a few  conditions  for 
which  the  sulfonamides  ffiow  limited  to  sulfa- 
diazine and  sulfamerazine)  are  indicated.  1.  Menin- 
gococcic  infections  (by  mouth,  both  drugs);  2. 
Bacillary  dysentery;  3.  Mild  respiratory  infections 
(unless  bacterial  study  says  otherwise);  4.  Urin- 
ary tract  infections  (especially  for  chronic  gram- 
negative involvement);  5.  Ulcerative  colitis  (with 
the  poorly  absorbed  preparations).  . . . The 

PROPHYLACTIC  USE  is  justified  for  rheumatic 
fever,  epidemic  meningococcic  meningitis,  and 
urinary  tract  infection  during  catheterizations. 
(Antibiotics  are  used  in  other  similar  situations, 
and  in  some  of  these).  . . . SULFONAMIDES 
PLUS  ANTIBIOTICS  are  helpful  in  influenzal 
meningitis  (sulfadiazine,  streptomycin,  and  anti- 
serum); pneumococcic  meningitis  (penicillin  plus 
a sulfonamide);  Pseudomonas  GU  and  skin  in- 
fections (streptomycin  and  a ■sulfa);  brucellosis, 
Friedlander’s,  and  plague  may  or  may  not  be  best 
treated  with  SM  and  a sulfa.  ...  As  in  the  past 
these  rules  are  subject  to  change  at  short  inter- 
vals. 
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ATTRACTIVE  NEW  OFFICES 

TUCSON  BRACE  SHOP 

(1  Block  From  Post  Office) 

Orthopedic  Appliances 

Braces,  Limbs,  Belts,  Trusses 
Arch  Supports  and  Repairing 

Centrally  Located  with  Ample  Parking 
2 and  3 room  suites.  Large  Hallway. 

Front  and  Rear  Entrances.  Moderate  Rental. 
See 

Phone  3-4581  805  E.  Broadway 

C.  J.  LUNENSCHLOSS 

Tucson,  Arizona 

803  N.  First  Avenue  - PHONE  3-0034 

Phoenix,  Arizona 

DIAGNOSTIC  LABORATORY 

MAURICE  ROSENTHAL,  M.Df, 
Pathologist 

Diplomate  of  American  Board  of  Pathology 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 
CLINICAL  PATHOLOGY 
AUTOPSIES 
TISSUE  PATPIOLOGY 
E.K.G.  B.M.R. 

Medical  Arts  Building 
543  E.  McDowell  Road 
Phone  8-1601 
Phoenix,  Arizona 
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SOBRIETY  TESTS 

Edward  L.  Breazeale;  R.  L.  Whitlow 
James  Wyckoff 
Tucson,  Arizona 

There  has  been  a recent  increased  interest  in 
the  various  tests  for  intoxication,  especially 
since  the  state  has  adopted  the  Standard  Traffic 
Code.  A great  deal  of  discussion  has  gone  on. 
both  for  and  against  these  tests  and  consequently, 
a great  deal  of  misunderstanding  has  come  about 
regarding  their  reliability. 

There  are  several  types  of  chemical  tests  for 
sobriety  available  today.  Probably  the  best 
known  of  these  are  the  blood  alcohol  test, 
where  a sample  of  the  suspect’s  blood  is  drawn 
and  the  actual  alcohol  level  determined  by 
distillation,  and  the  ‘Drunkometer”  test  of  Har- 
ger.  Urine  may  also  be  used  in  the  first  test. 
In  the  Drunkometer  the  suspect  is  requested  to 
blow  up  a balloon  and  the  air  is  passed  through 
a solution  of  acid  permanganate,  which  is  de- 
colorized by  the  alcohol  present.  By  knowing 
the  volume  of  air  necessary  to  decolorize  the 
solution  the  amount  of  alcohol  present  in  the 
blood  can  be  accurately  calculated.  There  are 
several  other  tests  involving  breath,  the  better 
known  being  the  “Alcometer,”  and  the  Forrester 
“Intoximeter.” 

All  of  these  tests,  including  the  blood  and 
urine  tests,  depend  upon  the  fact  that  alcohol 
in  a person’s  body  is  distributed  throughout  the 
bodily  fluids  in  a uniform  pattern.  This  is  true 
of  the  level  in  the  blood,  urine,  saliva  and  per- 
spiration. Consequently,  the  expired  air  will  be 
in  equilibrium  with  the  blood  and  the  alcohol  in 
the  breath  will  be  in  proportion  to  that  found 
in  the  blood  itself.  The  basic  chemical  principle 
behind  all  the  tests  is  the  same,  the  reduction 
of  some  oxidizing  substance  by  the  alcohol, 
which  goes  over  to  either  acetic  anhydride  or 
acetic  acid.  Potassium  permanganate  and  either 
sodium  or  potassium  dichromate  are  the  most 
common  oxidizing  agents  and  indicators  used 
in  these  tests. 

The  basic  standard  of  reference  is  the  level 
of  alcohol  per  unit  volume  in  the  blood,  spinal 
fluid  or  urine  of  the  suspect  In  the  case  of 
these  samples  a known  quantity  of  protein  free 
extract  is  distilled  into  standard  dichromate  solu- 
tion and  the  amount  of  dichromate  reduced,  de- 
termined either  by  titrating  the  excess  of  dich- 

1.  Asst.  Agric.  Chemist,  Univ.  of  Ariz.,  Tucson. 

2.  Contain,  Southern  District,  Arizona  Highway  Patrol,  Tucson. 

3.  Patrolman,  Southern  District,  Arizona  Highway  Patrol, 
Tucson. 


romate  or  using  a photolometer  and  determin- 
ing it  colormetrically.  This  method  is  direct 
and  accurate,  except  that  the  nresence  of  methyl 
alcohol  will  act  the  same  as  ethyl  alcohol.  How- 
ever, in  the  eyes  of  the  law  the  suspect  is  still 
‘under  the  influence,”  regardless  of  which  alco- 
hol is  present,  if  the  concentration  is  above 
0.15%.  The  method  does  have  some  drawbacks. 
Blood  samples  are  not  always  easy  to  obtain 
and  laboratory  facilities  are  not  always  avail- 
able and  the  method  of  determining  the  alcohol 
level  in  the  blood  is  not  standardized  sufficiently 
so  as  to  eliminate  errors  in  the  performance  of 
the  test.  A blood  sample  if  it  is  not  to  be 
analyzed  immediately  should  be  kept  cool  and 
be  excluded  from  air.  This  may  be  accom- 
plished by  either  filling  the  sample  vial  full  or 
adding  a lightweight  mineral  oil  to  fill  the  vail. 
This  prevents  the  alcohol  from  becoming  oxid- 
ized by  exposure  to  the  air  and  consequently 
giving  low  results. 

The  “Drunkometer”  has  received  a great  deal 
of  attention  lately,  as  have  the  “Alcometer”  and 
“Intoximeter.”  These  methods  are  all  breath 
tests  and  have  been  adopted  as  standard  in 
many  of  the  states.  They  have  some  definite 
advantages  over  the  blood  tests,  chiefly  that  a 
trained  chemist  is  not  needed  to  run  the  test 
and  a chemical  laboratory  is  not  required.  Any 
law  enforcement  officer  can  easily  learn  how  to 
run  them  after  some  instruction. 

The  “Drunkometer”  uses  a cross  check  in 
that  it  not  only  measures  tne  volume  of  ail 
directly  by  water  displacement  but  also  by 
weighing  the  amount  of  carbon  dioxide  in  that 
volume  of  air.  After  the  air  has  passed  through 
the  permanganate  solution,  decolorizing  it,  it 
then  passes  through  a calcium  chloride  tube  to 
remove  any  moisture  and  then  through  an  ascar- 
ite  tube  that  absorbs  all  carbon  dioxide.  The 
increase  in  weight  of  the  ascarite  tube  is  deter- 
mined by  means  of  an  analytical  balance.  Know- 
ing the  amount  of  carbon  dioxide  the  volume 
of  alveolar  air  can  be  determined  and  conse- 
quently, the  percentage  of  blood  alcohol.  The 
Harger  Drunkometer  furnishes  tables  so  that 
the  percentage  of  alcohol  can  be  read  directly 
from  the  weight  of  carbon  dioxide.  The  test 
has  the  advantage  of  being  easily  run  and 
is  quite  accurate.  Each  test  is  cheap,  but 
the  equipment  is  relatively  expensive  ( about 
$500  complete)  and  bulky  to  transport. 

Contrary  to  common  beliefs  there  are  very 
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from  among 
all  antibiotics } 

Neurologists  and  Neurosurgeons 
often  choose 

AUREOMYCIN 

because 


It  readily  passes  into  the  cerebrospinal  fluid, 
the  presence  of  meningitis  making  little 
difference  in  its  concentration. 

Measurable  serum  levels  are  maintained  for 
as  long  as  12  hours  after  oral  administration, 
oral  doses  of  5 to  10  mg.  per  kilo  at  6-hour 
intervals  being  adequate  for  this  purpose. 
Aureomycin  has  been  shown  to  be  highly 
effective  against  those  bacterial  invaders 
commonly  encountered  in  central  nervous 
system  infections. 

Aureomycin  has  been  reported  to  be 
effective  against  susceptible  organisms 
in:  Brain  Abscess  • Cranial  Trauma 
Infection  • Encephalitis  • Meningitis 

Throughout  the  world, 
as  in  the  United  States, 
aureomycin  is  recognized  as  a 
broad  spectrum  antibiotic 
of  established  effectiveness. 

Capsules:  50  mg. — Bottles  of  25  and  100;  250 
mg. — Bottles  of  16  and  100.  Ophthalmic:  Vials 
of  25  mg.  with  dropper;  solution  prepared  by 
adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION 

America*  (ijnnamid  com  pant 


30  Rockefeller  Plaza,  New  York  20,  N.Y. 
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few  debilities  that  will  give  false  readings. 
Diabetis  will  not  cause  a reaction  in  the  tune 
as  is  commonly  thought.  Certain  types  of  medi- 
cines will  cause  the  body  to  produce  reducing 
bodies.  Some  of  the  local  anesthetics  used  by 
dentists  are  likely  to  cause  false  positive  tests. 
Therefore,  it  is  extremely  important  that  a sus- 
pect be  questioned  as  to  the  possibility  of  his 
being  under  a doctor’s  care  or  whether  he  has 
been  to  a dentist  that  day.  If  he  has,  it  is 
advisable  to  use  a blood  test  for  checking  on 
the  sobriety  of  the  suspect. 

The  breath  tests  have  been  used  for  a number 
of  years  throughout  the  United  States  and  parts 
of  Europe.  They  have  been  subjected  to  numer- 
ous court  trials  and  have  been  upheld  by  the 
highest  courts  in  our  country.  If  properly  con- 
ducted they  are  accurate  and  acceptable  as  evi- 
dence, and  there  is  no  reason  why  the  tests 
should  not  be  properly  run  and  widely  used. 

The  prime  purpose  of  all  chemical  tests  for 
drunkeness  is  to  determine  if  the  suspect  is 
“under  the  influence.”  This  works  both  ways, 
it  can  either  help  to  convict  or  it  can  help  to 
clear  a person.  Often  times  it  does  the  latter. 
Following  mi  accident  a person  may  have  re- 
ceived an  injury  with  the  result  that  he  will 
have  impaired  speech  and  movement  and  will 
appear  to  be  intoxicated.  Often  times  even  an 
expert  doctor  of  medicine  cannot  distinguish 
clinically,  but  the  chemical  tests  can  and  do 
tell  the  difference.  This  type  of  case  is  as  im- 
portant to  the  officer  as  is  the  true  inebreate; 
he  is  as  interested  in  clearing  the  innocent  as 
he  is  in  convicting  the  guilty.  Recently  a sus- 
pect was  examined  by  the  Drunkometer  and 
found  to  contain  near  the  fatal  concentration  of 
blood  alcohol.  His  stomach  was  pumped  and 
almost  a quart  of  whiskey  removed.  In  this 
case  the  man’s  life  was  saved  by  use  of  the 
test.  It  is  plain  to  see  that  the  slogan  “get  your 
man  with  the  chemical  test”  is  not  true,  as  the 
use  of  these  tests  can  either  clear  or  convict 
a person  if  impartially  done. 

It  has  been  recommended  by  the  National 
Safety  Council  Committee  on  Tests  for  Intoxica- 
tion and  the  Amer;can  Medical  Association 
Committee  to  Study  Problems  of  Motor  Acci- 
dents that  the  effects  of  alcohol  in  the  blood  in 
concentrations  below  0.05  per  cent  are  insuffi- 
cient for  a diagnosis  of  “under  the  influence  of 


alcohol.  Concentrations  between  0.05  per  cent 
and  0.15  per  cent  are  usually  associated  with 
a loss  of  some  of  the  clearness  of  intellect  and 
self-control  that  a person  would  ordinarily  pos- 
sess. However,  quantities  of  alcohol  over  0.15 
per  cent  constitute  prima  facie  evidence  of  “un- 
der the  influence.” 

By  “prima  facie”  is  not  meant  absolute,  but 
rather  “true  until  proven  otherwise.”  It  is  up 
to  the  suspect  to  prove  he  is  not  “under  the 
influence.” 

The  Purves-Stewart  tables,  as  given  in  the 
Edenburgh  Medical  Journal  (44:633,  1937)  as 
shown  on  following  page. 

The  question  often  comes  up  as  to  the  indi- 
vidual tolerance  for  alcohol.  Individuals  will 
vary  in  their  tolerance  or  “ability  to  carry  their 
liquor,”  yet  that  has  to  do  with  their  rate  of 
assimilation  and  not  necessarily  alcohol  content. 
The  figure  of  0.15%  is  an  extremely  fair  figure 
and  represents  a level  where  most  people’s  re- 
action time  will  be  reduced. 

Recently  the  writers  in  co-operation  with  the 
local  Arizona  Highway  Patrol  ( Capt.  R.  L.  Whit- 
low and  Ptl.  James  Wyckoff)  has  been  develop- 
ing a rapid  portable  test  for  intoxication.  It 
involves  the  use  of  saliva  and  a reducible  agent. 
The  suspect  is  requisted  to  give  the  operator 
some  saliva  in  a small  paper  cup.  One-half 
cubic  milliliter  is  then  added  by  a calibrated 
pipette  to  a standard  test  solution.  The  sample 
vial  is  held  in  the  hand  for  4 to  5 minutes  and 
compared  to  known  standards.  In  preliminary 
tests  it  has  proven  verv  accurate  and  rapid. 
The  cost  per  test  is  only  a fraction  of  a cent 
and  the  complete  kit  is  about  the  size  of  a 
small  box  camera. 

The  use  of  chemical  tests  for  intoxication  is 
no  longer  in  the  experimental  stage.  It  is  a 
real  help  to  the  law  enforcing  officer  and  should 
be  used.  “Although  a single  test  is  sufficient 
as  evidence,  it  is  strongly  urged  that  at  least 
two  types  of  tests  be  performed.  It  is  recom- 
mended that  the  breath  test  be  used  as  prelim- 
inary and  if  the  case  warrants,  a blood  or  urine 
be  collected  for  confirmation  analyses.”  The 
latter  statement  was  taken  from  a report  of  the 
National  Safety  Council  Committee  on  tests  for 
Intoxication  dated  January,  1951. 
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500  to  400  mg.  per  100  cu.  cm. 
( decilitre ) of  blood 


(.50  to  .40%) 


350  mg. 
200  mg. 


(.35%) 
( .20% ) 


180  mg. 


(.18%) 


160  mg. 
130  mg. 
100  mg. 


(.16%) 

(.13%) 

(.10%) 


80,  and  downward  to  30,  (0.03,  0.02, 

20  and  10  mg.  0.01% ) 

80  and  downward  to  30, 

20  and  10  mg. 


0 mg. 


Coma  (“Dead  drunk”).  Sometimes  fatal 

Stupor;  inability  to  stand  or  walk. 

All  cases  ( i.e. ) ( 100  per  cent ) show  marked 
inebriation  with  psychic  and  speech  disorders; 
also  motor  symptoms  (cerebello-pontobulbar). 

80  per  cent  of  cases  show  clinical  signs  of  mod- 
erate intoxication,  including  diminution  of 
control,  mental  confusion  and  disorders  of 
co-ordination. 

36  per  cent  show  similar  clinical  signs. 

50  per  cent  show  similar  clinical  signs. 

33  per  cent  show  slighter  pathological  symp- 
toms; talkativeness,  euphoria  and  abnormal 
confidence. 

Show  no  gross  clinical  abnormality  of  behavior. 

But  toward  the  higher  figures  careful  testing  re- 
veals delayed  reaction  time  (0.4  second  in- 
stead of  0.1  second)  followed  by  hasty  ac- 
celeration when  driving  a car,  together  with 
diminuation  of  judgment,  attention  and  con- 
trol; also  loss  of  efficiency  in  finer  performance 
tests.  The  individual  is  more  genial  and 
has  fewer  inhibitions.  ( in  vino  vertias ) 

As  in  the  normal  abstainer  ,but  also  in  many 
cases  of  delirium  tremens. 


THE  FIFTH  AMERICAN  CONGRESS  ON 
OBSTETRICS  AND  GYNECOLOGY 

TO  BE  HELD  AT:  CINCINNATI,  OHIO 

MARCH  31  THROUGH  APRIL  4,  1952 

FOR  INFORMATION,  WRITE  TO: 

AMERICAN  COMMITTEE  ON  MATERNAL  WELFARE,  INC. 


116  South  Michigan  Avenue 
Chicago,  3,  Illinois 
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1952  SCIENTIFIC  ASSEMBLY 
AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE 

All  eyes  shift  eastward  to  Atlantic  City,  New 
|ersey,  where  the  1952  Scientific  Assembly  ot 
the  American  Academy  of  General  Practice  will 
be  held  March  24-27. 

Dr.  R.  B.  Robins  of  Camden,  Ark.,  will  be 
installed  as  new  president  of  the  Academy  suc- 
ceeding Dr.  J.  P.  Sanders  of  Shreveport,  La. 
Other  officers  for  the  current  year  are  Dr.  Fred 
A.  Humphrey  of  Fort  Collins,  Colo.,  vice-presi 
dent,  Dr.  William  B.  Hildebrand  of  Menasha, 
Wis.,  chairman  of  the  Board  of  Directors,  and 
Dr.  U.  R.  Bryner  of  Salt  Lake  City,  Utah,  treas- 
urer. Dr.  J.  S.  DeTar  of  Milan,  Michigan,  is 
speaker  of  the  Congress  of  Delegates. 

On  the  Monday,  March  24  program.  Dr.  John 
W.  Cline,  president  of  the  A M.A.,  Leonard  E 
Read,  Louis  B.  Seltzer,  and  Rollen  Waterson 
will  discuss  the  relationship  of  the  general  prac- 
titioners and  the  public.  Drs.  O.  Spurgeon  Eng- 
lish and  Richard  Kern  are  teamed  up  for  im- 
portant lectures  on  the  “problem  ages.” 

The  question  of  “problem  drinking”  will  be 
featured  in  a symposium  on  the  Tuesday  morn- 
ing program.  Mr.  W.  G.  W.  from  Alcoholics 
Anonymous,  Dr.  Harold  Lovell,  and  Seldon  D. 
Bacon,  Ph.D.,  will  give  lectures.  Academy 
member  Andrew  S.  Tomb  will  be  moderator 
at  a forum  session  with  Mr  W.  G.  W.,  Drs. 
Lovell  and  Bacon,  Rt.  Rev.  Clinton  S.  Quin, 
D.D.,  George  H.  Gehrman,  M.D.,  and  Milton 
G.  Potter,  M.D.,  taking  part.  Lectures  on  ob- 
stetrics will  be  given  by  Drs.  Robert  B.  Green- 
blatt,  George  J.  Thomas,  and  M.  Edward  Davis. 
Dr.  William  Dameshek  will  speak  on  Anemia  to 
complete  Tuesday’s  program. 

Six  outstanding  authorities  will  present  Wed- 
nesday’s program  on  Progress  in  Medicine.  They 
are  Drs.  John  C.  Krantz,  Jr.,  Julius  H.  Comroe, 
Wallace  M.  Yater,  Cyril  M.  Macbryde,  Hans 
Selye,  and  Jerome  W.  Conn  These  six  wiii 
make  up  an  “Information  Please”  session  with 
Dr.  Harry  Gold  as  moderator. 

The  final  Assembly  lectures  will  be  on  Ortho- 
pedics Thursday  morning  with  Drs.  William  1 . 
Green,  J.  Albert  Key,  David  M.  Bosworth,  and 
Rex  Diveley  in  charge. 

A record  attendance  of  4,000  persons  is  ex- 
pected at  the  Assembly  s social  highlight,  the 


banquet,  which  will  be  held  Wednesday  eve- 
ning. All  sessions  of  the  Assembly,  the  exhibits, 
and  the  banquet  will  be  held  in  Atlantic  Cit> 
Convention  Hall. 

BOOK  REVIEW 

Standard  Nomenclature  of  Diseases  and 
Operations— 4th  Edition  Edited  by  Richard  J. 

Plunkett,  M.D.,  Editor  and  Adaline  C.  Hayden, 
R.R.L.,  Associate  Editor 

4 Illustrations;  1,034  Pages;  January  2,  1952. 

$8.00. 

This  4th  edition  of  the  standard  guide  to 
disease  and  operation  recording  for  medical 
record  librarians  and  physicians  has  been  com- 
pletely revised  and  brought  up-to-date  in  keep- 
ing with  medical  progress. 

Code  numbers  for  acute  and  chronic  condi- 
tions are  made  consistent,  new  heart  diagnoses 
are  included,  diseases  of  the  Hemic  and  Lym- 
phatic systems  are  revised  to  conform  to  accepted 
terminology,  the  dental  and  tuberculosis  sections 
are  enlarged,  and  the  section  on  operations  in- 
cludes new  operative  procedures  used  in  skin 
grafts  and  cardiac  surgery.  Also,  the  supple- 
mentary terms  are  placed  in  one  section  and  the 
disease  and  operations  indexes  are  placed  con 
secutively  in  the  book. 

In  addition  to  these  revisions,  an  International 
Statistical  Classification  of  Diseases,  Injuries  and 
Causes  of  Death  is  included.  These  code  num- 
bers are  cross-referenced  to  the  “Standard”  code 
numbers. 

This  4th  edition  is  the  result  of  three  years 
of  extensive  work  by  an  editorial  advisory  board 
and  21  committees  representing  each  of  the  in- 
dividual or  specialty  sections  of  the  book. 

CONTENTS 

Preface,  Introduction,  Instructions  to  Medi- 
cal Record  Librarians,  Schema  of  Classification, 
Nomenclature  of  Diseases,  Noi.diagnostic  Terms 
for  Hospital  Records,  Supplementary  Terms, 
Operations,  Introduction;  Classification  of  Oper- 
ative Procedures,  Nomenclature  of  Operations, 
Anesthesia  Section,  Disease  Index,  Operation 
Index,  Appendix— Code  Numbers  of  Interna- 
tional List  of  Causes  of  Diseases,  Injuries  and 
Causes  of  Death  Cross-Indexed  to  “Standard” 
Code  Numbers. 

The  Blakiston  Company,  Philadelphia  5,  New 
York  22,  Toronto  2. 
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intravenous 


Indicated  for  use  in  all  infections  of 
such  severity  that  intravenous  injection 
is  the  preferred  route.  Crystalline 
Terramycin  Hydrochloride  Intravenous 
provides  a rapid  acting  form  for  the 
attainment  of  immediate  high  serum 
concentrations.  Recommended  when  oral 
therapy  is  not  feasible,  in  severe 
fulminating  or  necrotizing  infections, 
in  surgical  prophylaxis  in  selected  cases, 
and  in  peritonitis.  For  hospital  use  only. 


ANTIBIOTIC  DIVISION 


Supplied 


10  cc.  vial.  250  mg.; 
20  cc.  vial,  500  mg. 


Terramycin  is  also  available  as  Capsules, 
Elixir,  Oral  Drops,  Ophthalmic  Ointment, 
Ophthalmic  Solution. 


CHAS.  PFIZER  & CO.,  INC..  Brooklyn  6,  N.  Y. 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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Telephone  Answering  Service 

Southwest  Telephone  & Secretarial  Service 
24  Hour  Service  For 

* Professional  People  — “Small  Business  — “Doctors 
Any  time  you’re  out  we  answer  your  telephone 
and  take  your  message. 

Member  of  National  Associated  Telephone  Exchanges 

2nd  Floor,  207  E.  Pennington  — Phone  3-3601 
East  Office  Branch,  3232  E.  1st  St.  — Phone  6-2461 
Tucson,  Arizona 


Our  members  are  dairymen  whose  busi- 
ness is  supplying  good  milk  for 

milk  and  milk  products. 

We  are  aware  of  the  importance  of  good 
milk  to  good  health  and  of  our  obligation 
to  supply  a product  which  will  merit  your 
confidence. 

ARIZONA  MILK  PRODUCERS 

422  Heard  Building  Phone  3-0893 


WAYLAND’S 

TWO  STORES 

☆ 

Way  land's  Prescription  Pharmacy 
13  E.  Monroe  Street 
Phone  4-4171 

Wayland's  McKinley  Pharmacy 
138  W.  McKinley  Street 
Phone  4-7243 

PHOENIX.  ARIZONA 

☆ 

FREE  DELIVERY 


1-  IRIS 

2- IRIS 

3- IRIS 

4- IRIS 

5- IRIS 

6- IRIS 

7- IRIS 

8- IRIS 

9- IRIS 

10- IRIS 

11- IRIS 

12- IRIS 

13- IRIS 

14- IRIS 

15- IRIS 

16- IRIS 

17- IRIS 

18- IRIS 

19- IRIS 

20- IRIS 

21- IRIS 

22- IRIS 

23- IRIS 

24- IRIS 

25- IRIS 

26- IRIS 

27- IRIS 

28- IRIS 

29- IRIS 

30- IRIS 

31- IRIS 

32- IRIS 

33- IRIS 

34- IRIS 

35- IRIS 


Dietetic  Apple  Sauce 
Dietetic  Unpeeled  Apricots 
Dietetic  Boysenberries 
Dietetic  Black  Cherries 
Dietetic  Royal  Anne  Chernes 
Dietetic  Kadota  Figs 
Dietetic  Fruit  Cocktail 
Dietetic  Grapefruit 
Dietetic  Cling  Peaches  (%s) 
Dietetic  Cling  Peaches,  SI. 
Dietetic  Elberta  Peaches  (Vzs) 
Dietetic  Elberta  Peaches,  Si. 
Dietetic  Bartlett  Pears 
Dietetic  Sliced  Pineapple 
Dietetic  Nectar  Prunes 
Dietetic  Cut  Green  Asparagus 
Dietetic  All  Green  Asparagus 
Dietetic  Sliced  Beets 
Dietetic  Diced  Carrots 
Dietetic  Whole  Kernel  Corn 
Dietetic  Peas 
Dietetic  Spinach 
Dietetic  Cut  String  Beans 
Dietetic  Tomatoes 
Dietetic  Apple  Juice 
Dietetic  Concord  Grape  Juice 
Dietetic  Grapefruit  Juice 
Dietetic  Orange  Juice 
Dietetic  Blended  Juice 
Dietetic  Pineapple  Juice 
Dietetic  Prune  Juice 
Dietetic  Carrot  Juice 
Dietetic  Celery  Juice 
Dietetic  Tomato  Juice 
Dietetic  Ripe  Olives 


35  Varieties  of 

IRIS 

DIETETIC  FOODS 

( Packed  without  added  sugar  or  salt ) 

are  available 


Patients  will  more  faithfully  follow  die 
physician’s  recommendations  for  dietetic 
foods  when  a sufficient  variety  for  inter- 
esting meals  is  available.  IRIS  Dietetic 
Foods  are  packed  without  added  sugai 
or  salt.  IRIS  quality  is  outstanding! 

Complete  information  will  gladly  be 
furnished  upon  request. 

Available  at  many  grocery  stores  in 
Arizona. 


utedby  HAAS,  BARUCH  & CO. 

P.  O.  Box  3975  • Phoenix.  Arizona  • Phone  3-5191 
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HOSPITAL  ACCREDITATION 
COMMITTEE  MEETS 

The  first  meeting  of  the  new  joint  commis- 
sion for  the  accreditation  of  hospitals  in  the 
United  States  and  Canada  was  held  at  Chicago  s 
Drake  Hotel  on  Saturday,  December  15.  It 
was  primarily  an  organizational  meeting. 

The  joint  commission  will  be  composed  of  20 
members  since  it  also  will  represent  the  Cana- 
dian Medical  Association.  Making  up  the  com 
mission  will  be  six  representatives  each  from 
the  American  Medical  Association  and  the  Amer- 
ican Hospital  Association  and  three  each  from 
the  American  College  of  Surgeons  and  the 
American  College  of  Physicians.  The  two  mem- 
bers from  Canada  are  Dr.  E.  K.  Lyon,  Ontario, 
representing  the  Canadian  Medical  Association, 
and  the  Hon.  John  Melton  George,  K.C.,  Mani- 
toba, Canadian  member  of  the  American  Hos- 
pital Association. 

At  the  first  meeting,  a screening  committee 
was  appointed  to  process  those  who  are  being 
considered  for  the  job  as  executive  director  of 
the  commission. 

Dr.  Gunnar  Gundersen,  La  Crosse,  Wis.,  a 
member  of  the  A.M.A.  Board  of  Trustees,  was 
elected  chairman  of  the  commission:  Dr.  Roy 
Sloan,  Chicago,  of  the  American  College  of 
Physicians,  was  named  vice  chairman,  and  Mr. 
Steward  K.  Hummel,  Joliet,  111.,  of  the  American 
Hospital  Association,  treasurer. 

NOTE:  Reprint,  AMA  Secretary’s  Letter  No. 
204-1-2-52. 

JOURNAL  SHOWS  UP  APATHY  IN 
VOTING 

Every  doctor  should  read  the  editorial,  “Voting 
Privileges,”  which  appeared  in  the  December  29 
issue  of  The  Journal. 

It  showed  up  the  apathy  of  the  citizens  when 
the  elections  roll  around. 

The  editorial  cited  one  source  which  esti- 
mated that  less  than  50  per  cent  of  the  qualified 
United  States  voters  exercise  their  privilege  of 
voting  in  national  elections. 

According  to  a survev  made  by  a Poll  Tax 
Committee  in  Dallas,  the  heaviest  vote  among 
professional  groups  was  found  in  the  legal  pro- 
fession, but  even  in  this  group  only  38  per  cent 
of  the  lawyers  voted  in  1948.  The  pooresi 
showing  made  by  professional  groups  was  in  the 
nursing  profession,  in  which  only  12  per  cent 


voted.  In  the  medical  profession,  36  per  cent  ol 
the  physicians  voted.  The  Dallas  Morning  News 
said: 

“It  is  the  doctor,  the  lawyer,  the  engineer  who 
bemoan  the  threat  of  socialism  and  burdensome 
debts.  The  doctor  who  fears  socialized  medicine 
and  does  nothing  to  combat  it  is  legion.  The 
Dallas  poll  merely  proves,  locally,  a national 
picture  that  is  pitiable.” 

Dig  out  your  29th  issue  of  The  Journal  and 
read  the  editorial.  It  will  be  worth  your  while 
and  will  set  you  to  thinking  that  “socialism  can 
easily  come  to  this  country  without  a vote  front 
the  people;  it  can  come  by  default." 

NOTE:  Reprint,  AMA  Secretary’s  Letter  No. 
204-1-2-52. 

HILL-BURTON  GRANTS 
STATE  OF  ARIZONA 

Division  of  Hospital  Facilities,  FSA,  reports 
that  as  of  November  30,  1951,  no  new  projects 
had  been  approved  for  Hill-Burton  grants  in 
the  State  of  Arizona. 

Status  of  all  Hill-Burton  hospital  construction 
in  this  state  is  as  follows: 

COMPLETED  AND  IN  OPERATION:  5 
projects  at  a total  cost  of  $2,540,593,  including 
federal  contribution  of  $732,562  and  supplying 
195  additional  beds. 

UNDER  CONSTRUCTION:  3 projects  at  a 
total  cost  of  $6,628,089,  including  federal  con- 
tribution of  $1,900,000  and  designed  to  supply 
426  additional  beds. 

APPROVED,  BUT  NOT  YET  UNDER  CON- 
STRUCTION: 0 projects. 

NOTE:  Monthly  progress  statement  of  the 
Washington  Office  of  the  American  Medical 
Association,  December  17,  1951. 


DOCTORS 

A Natural  for  Hospital  or  Clinic 
265  x 600  feet.  Renting  at  $14,000  a year. 
“Let  me  tell  you  about  this.” 

L.  L.  STEWARD  REALTOR 

Phoenix,  Arizona 

1414  E.  McDowell  Road  - PHONE  4-1636 
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MILLAM  & WIKLE 

Serving  the  Laboratories  of  Arizona 

STATIONERS 

Clinical  — Industrial  — Schools 

Phone  3-0888 

PROMPT 

22  East  Monroe 

ACCURATE 

Phoenix 

SERVICE 

Clico  Laboratory  and  X-Ray  Supplies 

STATIONERY 

Equipment  — Chemicals  — Reagents  — Supplies 

OFFICE  SUPPLIES 

335  W.  McDowell  Road  Phone  2-5413 

Phoenix,  Arizona 

OFFICE  EQUIPMENT 

Rainbow  llh  ler 

A constantly  reliable  bottled  water  . . . 

• - ^ ' i 

Pure  . . . Fresh  . . . Naturally  Soft 

ARIZONA’S  OLDEST  AND  LARGEST  SAVINGS  AND  LOAN 

Untreated  . . . Sterilized  Equipment 

f FIRST  FEDERAL 

Delivered.  Also  Distilled  Water. 

i JOSEPH  G.  RICE,  CHAIRMAN  OF  THE  BOARD  AND  PRESIDENT 

ft 

30  W.  Adams  St.,  Phoenix  • Orange  at  Fourth  Ave.,  Yuma 

PHONE  2-4645 

ACCOUNTS  INSURED 

by  (he  Fodefol  Savings  & Loon  Inwronce  Corporation 

it 

* 7X  ON  SAVINGS 

RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 
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AMA  LOS  ANGELES  MEETING 


The  Fifth  Annual  Clinical  Session  of  the 
American  Medical  Association,  held  in  Los 
Angeles  December  4-7,  was  an  outstanding  suc- 
cess in  attendance  and  in  interest  in  the  pro- 
gram. The  attendance  exceeded  that  of  any  of 
the  previous  Clinical  Sessions.  The  number  ot 
physicians  who  had  registered  by  the  final  day 
of  the  meeting  was  over  4,400.  Registration  of 
physicians  from  Arizona  as  of  December  6, 
1951,  was  39.  Swelling  this  attendance  were 
more  than  4,600  guests,  including  residents,  in- 
terns, medical  students,  nurses,  and  technicians. 
While  the  program  had  been  carefully  arranged 
to  provide  special  interest  for  general  practi- 
tioners, there  was  a sufficient  variety  of  subjects 
and  activities  to  appeal  to  others  than  physicians. 
The  scientific  and  technical  exhibitors  were 
pleased  with  the  attendance  and  interest  shown 
by  those  who  attended  the  meeting. 

There  were  clinical  demonstrations  and  lec- 
tures on  more  than  300  subjects,  a scientific  ex- 
hibit of  90  or  more  displays  and  demonstrations, 
and  motion  pictures  and  television  embracing 
many  topics.  Medical  and  television  history  was 
made  when  colored  television  was  first  shown 
on  a coast-to-coast  hook-up.  Originating  in  Los 
Angeles,  this  demonstration  was  seen  by  medical 
audiences  in  this  city  and  simultaneously  in 
Chicago  and  New  York.  Wh'le  the  possibilities 
of  television  for  teaching  have  long  been  dis- 
cussed by  physicians  interested  in  visual  educa- 
tion, no  transcontinental  arrangement  of  colored 
television  had  ever  been  attempted  before.  The 
results  demonstrate  beyond  question  the  poten- 
tial value  of  this  medium  for  education. 


Numerous  sessions  were  devoted  primarily 
to  pediatrics,  dermatology,  diseases  of  the  chest, 
cardiovascular  diseases,  obstetrics  and  gyne- 
cology, general  surgery,  general  practice,  urol- 
ogy, industrial  medicine  and  surgery,  eye,  ear, 
nose  and  throat,  radiology,  anesthesia  and  path- 
ology, traumatology  as  related  to  civilian  defense, 
and  medical  blood  banks.  Other  sessions  in- 
cluded general  lectures  of  interest  to  all  phy- 
sicians, which  were  presented  by  widely  known 
speakers. 

By  action  of  the  Board  of  Trustees,  an  ap- 
propriation of  another  half  million  dollars  to 
the  American  Medical  Education  Foundation, 
which  has  been  raising  funds  within  the  medical 
profession  during  the  last  year  for  the  nation’s 
medical  schools,  was  made. 

Among  the  visitors  to  the  House  of  Delegate.; 
of  the  American  Medical  Association  was  Don- 
ald R.  Wilson,  Clarksburg,  West  Virginia,  na- 
tional commander  of  the  American  Legion.  In 
an  inspiring  address  he  paid  tribute  to  the 
American  physician  and  his  determination  to 
provide  basic  answers  to  the  problems  of  medi- 
cal care  facing  the  people  of  this  country.  He 
warned  that  the  medical  profession  must  be  the 
watchdog  of  American  health  and  that  the  Amer- 
ican people  must  look  to  it  for  leadership, 
planning,  and  results.  He  said  in  part:  “You 
may  depend  on  us  to  carry  our  full  share  ol 
what  is  primarily  your  battle.  We  shall  do  it 
not  only  for  your  good  but  also  for  the  good 
of  the  American  people.  We  see  and  under- 
stand your  problem  and  are  prepared  to  render 
whatever  service  we  can.” 


Auxiliary 


"WHAT'S  NEW  IN  THE  COUNTY 
AUXILIARIES" 

This  year  the  Maricopa  County  Medical  Auxi- 
liary voted  to  sustain  Nurse  Recruitment  as  its 
project. 

When  the  various  state  nursing  associations 
heard  of  this,  they,  with  their  similar  aims, 
joined  forces  with  us.  We  hope  that  with  this 
combined  strength  every  facet  of  the  com- 
munity will  be  reached.  Some  time  in  March 
when  all  the  plans  are  laid,  we  expect  to  con- 
tact business  houses,  schools,  organizations  and 


hospitals  to  secure  their  aid  in  getting  new 
recruits.  Part  of  this  program  will  be  the 
showing  of  films,  speakers,  programs,  and  all  of 
the  devices  possible  to  show  the  tremendous 
need  as  well  as  the  attractiveness  of  the  job  of 
being  a nurse. 

Along  with  filling  this  need,  the  women  oi 
our  auxiliary  provide  manpower  for  many  com- 
munity services  such  as  Red  Cross,  sale  of  T.B. 
stamps.  Polio  work  and  drives,  Community 
Chest  and  our  P.T.A.  Visiting  Nurse  Service 
provides  a good  example  of  this.  Two  members 
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spend  a minimum  of  three  hours  each  a week 
to  help  in  mending,  clerical  work,  making  sup- 
plies or  anything  that  is  needed  at  the  time. 
The  needs  of  the  visiting  nurses  are  so  greai 
that  it  isn’t  unusual  to  find  our  members  typing 
or  mending  for  their  service  in  their  own  homes. 

No  account  of  our  service  to  the  community 
or  the  Medical  Society  would  be  complete 
without  a mention  of  a job  well  done  by  Mrs. 
George  Enfield  and  other  members  of  our  group 
who  helped  to  start  a new  Medical  Auxiliary- 
Graham  County.  Congratulations!  We  hope 
you  have  a long  and  successful  career  in  service 
before  you. 

Mrs.  John  S.  Kruglick 

Publicity  Chairman,  Maricopa  County 


This  has  been  a very  satisfying  and  interest- 
ing year  thus  far  for  the  Pima  County  Auxiliary. 

The  main  project  for  the  year  has  been  the 
radio  program,  “Healthy  Living  in  our  County. 

I will  not  attempt  to  go  into  that  subject  now, 
as  it  will  be  reported  on  and  explain  in  detail 
in  the  March  issue  of  Arizona  Medicine.  How- 
ever, I would  like  to  say  that  it  is  a success  and 
something  that  the  Auxiliary  can  be  proud  to 
have  sponsored  and  been  responsible  for. 

The  Auxiliary  was  asked  to  have  a representa- 
tive on  the  Council  of  Social  Agencies,  which 
we  were  happy  to  do.  Our  work  with  and 
through  them  has  been  most  gratifying. 

The  monthly  programs  have  been  exception- 
ally good.  At  the  membership  luncheon  in 
November,  a humorous  skit  was  given  which 
portrayed  the  role  played  by  the  doctor’s  wife 
in  the  home  and  community,  in  three  different 
episodes  dating  from  1900  to  1950. 

The  January  meeting  which  was  on  Legisla- 
tion was  also  given  in  the  foim  of  a skit  witii 
the  members  taking  all  the  parts,  even  acting 
as  inanimate  objects.  The  process  of  how  a 
bill  is  brought  before  the  house  and  senate  and 
becomes  a law  was  acted  out  in  pantomine  with 
a narrator  explaining  the  different  steps. 

Lack  of  space  forbids  me  going  into  more 
detail  about  all  of  our  activities,  but  I do  wan! 
to  say  that  I think  the  Auxiliary  is  accomplishing 
more  in  its  relationship  with  the  public  than 
ever  before. 

Mrs.  Hiram  Cochran 

Publicity  Chairman,  Pima  County 


It  was  the  pleasure  of  the  new  auxiliary  group 
in  Safford,  Graham  County,  to  meet  on  Decem- 
ber 4,  1951  and  witness  the  installation  of  offi- 
cers by  members  of  the  State  Auxiliary.  Mrs 
Royal  E.  Rudolph,  president  of  the  State,  con- 
ducted the  ceremonv  assisted  by  Mrs.  William 
Schoffman,  and  Mrs.  George  S.  Enfield.  They 
presented  the  group  with  the  aims  and  projects 
of  the  State  and  National  Auxiliary  and  sug- 
gested fields  of  endeavor  which  could  be  started 
by  a young  and  active  auxiliary. 

The  officers  chosen  for  the  Graham  County 
Auxiliary  are:  President,  Mrs.  Frederick  W. 
Knight;  vice-president,  Mrs.  Noel  G.  Smith; 
secretary-treasurer,  Mrs.  Donald  E.  Nelson. 

The  Woman’s  Auxiliary  of  the  Graham  County 
Medical  Society  was  organized  December  4, 
1951  in  Safford,  Arizona  The  group  is  small 
but  has  prospects  of  adding  to  its  membership 

The  first  meeting  was  held  January  8,  1952  at 
which  time  plans  were  laid  for  studying  an 
activity  program  to  be  carried  on  by  the  mem- 
bers. These  projects  were  decided  upon:  1. 
Investigation  of  the  health  problems  existing  in 
the  county;  2.  Publicizing  “Today’s  Health”  and 
soliciting  subscriptions;  3.  Sponsoring  monthly 
health  programs  on  the  radio  to  be  given  by 
children  from  the  schools  in  Graham  County. 

There  are  many  lines  of  work  which  may  be 
followed  in  the  future,  one  of  them  being  to 
stimulate  young  girls  in  the  junior  high  age 
group  to  take  the  nurse’s  course.  The  com- 
munity has  a need  for  nurses;  and  in  view  oi 
the  increasing  study  of  Civilian  Defense,  a 
group  of  young  women  trained  in  the  nursing 
profession  is  not  onlv  desirable  but  necessary  to 
the  community.  It  is  hoped  that  this  year  will 
see  our  main  projects  accomplished,  and  steps 
taken  toward  others. 

Mrs.  Frederick  W.  Knight 
President— Graham  County  Aux. 

Yavapai  County  has  had  only  two  meetings 
since  last  May  and  have  not  started  any  project. 
Outside  of  giving  food  and  toys  to  the  poor 
for  Christmas  we  haven’t  been  very  active.  We 
will  start  some  projects  after  Christmas. 

Mrs.  Ernest  A.  Born,  Prescott,  Arizona 

Gila  County  will  have  for  its  project  this 
month  “Help  for  the  Crippled  Children.” 

Mrs.  Nelson  D.  Brayton,  Miami,  Arizona 
Publicity  Chairman 
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announcing 


A NEW  PUBLIC  RELATIONS  AID 


. . . to  boost  your  PH  rating 


To  all  my  pat 


I ENTs 


I invite  you  to  discuss  frankly 
with  me  any  questions  regarding 
my  services  or  my  fees. 

The  best  medical  service  is  based 
on  a friendly,  mutual  under- 
standing between  doctor  and  patient. 


NEW  OFFICE  PLAQUE 

Z1  dark  brown  lettering  on  buff 
Z'  harmonizes  with  any  office  decor 


As  you  know,  a physician’s  best  public  relations  is  car- 
ried on  right  in  his  own  office.  Here  the  physician  gets 
acquainted  with  his  patients  . . . gives  them  a chance 
to  talk  over  problems  . . . builds  a feeling  of  mutual 
understanding  between  patient  and  doctor. 


Z'  measures  1 1 Vi  by  7%  inches 
Z'  for  desk  or  wall 
Z ' laminated  plastic  finish 


Your  American  Medical  Association  has  designed  an 
attractive  new  office  plaque  to  be  displayed  prominently 
on  an  office  desk  or  wall.  This  is  a graphic  invitation  to 
patients  to  talk  over  professional  services  and  fees.  Patients 
like  to  ask  questions,  but  often  are  hesitant  to  do  so.  This 
plaque  will  open  the  door  to  better  relations  with  your 
patients.  Order  one  today. 


PRICE 

$1 

POSTPAID 


Order  Department 

AMERICAN  MEDICAL  ASSOCIATION 
535  North  Dearborn  Street 
Chicago  10,  Illinois 


The  long  august  night  was  hot— but  not  as  hot 
as  the  hitter  fighting  that  raged  about  Agok,  Korea, 
in  tlie  Naktong  River  area.  Sergeant  Kouma,  serving 
as  tank  commander,  was  covering  t lie  withdrawal  of 
infantry  units  from  the  front.  Discovering  that  his 
tank  was  the  only  obstacle  in  the  path  of  an  enemy 
breakthrough.  Sergeant  Kouma  waged  a furious 


Remember  that  when  you’re  buying  bonds  for 
national  defense,  you’re  also  building  a personal 
reserve  of  cash  savings.  Remember,  too,  that  if  you 
don’t  save  regularly,  you  generally  don’t  save  at  all. 
So  sign  up  today  in  the  Payroll  Savings  Plan  where 
you  work,  or  the  Bond-A-Month  Plan  where  you 
bank.  For  your  country’s  security,  and  your  own, 
buy  United  States  Defense  Bonds  now! 

Peace  is  for  the  strong... 
Buy  U.  S.  Defense  Bonds  now! 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It 
is  donated  by  this  publication  in  cooperation  with  the  Adver- 
tising Council  and  the  Magazine  Publishers  of  America. 


nine-hour  battle,  running  an  eight-mile  gantlet 
through  enemy  lines.  He  finally  withdrew  to  friend- 
ly lines,  but  not  until  after  his  ammunition  was  ex- 
hausted and  he  had  left  250  enemy  dead  behind  him. 
Even  then,  although  wounded  twice,  he  attempted 
to  resupply  his  tank  and  return  to  the  fighting. 

“A  withdrawing  action  is  not  my  idea  of  how 
Americans  should  fight,”  says  Ernest  Kouma.  “If 
we  must  fight,  let’s  be  strong  enough  to  take  the 
offensive.  In  fact,  if  we’re  strong  enough,  we  may 
not  have  to  fight  at  all.  Because,  nowadays,  peace 
is  for  the  strong. 

“So  let’s  build  our  strength— to  keep  a strong 
America  at  peace.  You  can  help  by  buying  Defense 
Bonds— as  many  as  you  can  afford.  It’s  far  less  pain- 
ful to  build  for  peace  than  to  destroy  in  war.  And 
peace  is  what  you’re  building  when  you  buy  Bonds.” 

M/Sgt.  Ernest  R Kouma 
Medal  of  Honor 
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PROFESSIONAL  X-RAY  AND  CLINICAL  LABORATORY 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 
CLINICAL  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

TISSUE  PATHOLOGY  BY  QUALIFIED  PATHOLOGIST 

R.  Lee  Foster,  M.D.,  Director  John  W.  Kennedy,  M.D.,  Radiologist 

W.  W.  Watkins,  M.D.,  Consultant  Radiologist 
Diplomates  of  American  Board  of  Radiology 


WHEN  AN  ORTHOPEDIC 
MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 


DYE  MEDICAL  & OXYGEN 
SUPPLY  COMPANY 

OFFERS 

The  Newest  in  Oxygen  Therapy  Equipment 

Exclusive  Distributors  for  MSA  Pneophore 

Exclusive  Distributors  for  Expendo 
Plastic  Mask  & Cannula 

Distributors  of  Medicinal  Gases  to 
Hospitals 

Quality,  Promptness  and  Efficiency 
combined  with  the  lowest  prices  to 
Doctors  and  patients  in  Phoenix 

24  HOUR  SERVICE 

3332  W.  McDowell  Road 
Phoenix,  Arizona 
Phones:  8-5341,  8-5342,  8-5343 

"Every  Need  For  the  Sick  Room" 
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DOCTORS'  DIRECTORY 


DOCTORS  DIRECTORY  ESTABLISHED 
1920 
3-4189 

Emergency  calls  given  special  attention  We  will 
locate  your  doctor  before  or  after  office  hours. 
BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 
1541  East  Roosevelt 
Phoenix,  Arizona 

DOCTOR'S  CENTRAL  DIRECTORY 

Minnie  C.  Benson  R.N.,  Manager 
24  Hour  Service 
Phone  5-1551  - E.  Hedrick  Dr. 

Tucson,  Arizona 
Established  In  1932 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 

PHOENIX,  ARIZONA 

PHYSICIANS'  BUREAU 

PHONE  6-1291 

347  E.  Mariposa  Phoenix,  Arizona 

NURSES'  DIRECTORY 


DISTRICT  NO.  1 

THIS  SPACE  FOR  SALE 

ARIZONA  STATE  NURSES  ASS'N 

FOR  INFORMATION  AND  RATES 

MRS.  MARJORIE  E.  KASUN,  R.N., 
Registrar 

write  to 

ARIZONA  MEDICINE 

Nurses'  Professional  Registry 

426  Heard  Bldg. 
Phone  2-4884 

711  East  Monroe  Phoenix  Ph.  4-4151 

PHOENIX,  ARIZONA 

ORTHOPEDIC  SERVICE 


STATEWIDE  ORTHOPEDIC 
SERVICE 

THIS  SPACE  FOR  SALE 

(Formerly  Grunow  Clinic  Brace  Shop) 

FOR  INFORMATION  AND  RATES 
write  to 

925  East  McDowell  Road  Phoenix,  Arizona 

Surgical  and  Orthopedic  Appliances 

ARIZONA  MEDICINE 

Shoe  Corrections  . . Extentions 

426  Heard  Bldg. 

General  Shoe  Repair 

Phone  2-4884 

Telephone 

Day  4-7746  Night  6-4189 

PHOENIX,  ARIZONA 

MEDICAL  ACCOUNTING 


BUREAU  OF  ACCOUNTING 

Accounting  - Bookkeeping 
Notary  Public  - State  and  Federal  Taxation 
3040  N.  27th  Street  Phone  5-2378 

Phoenix,  Arizona 


MEDICAL  ACCOUNTING  BUREAU 

Bookkeeping  - Banking  - Income  Tax 
A Complete  Service 

“Member  Assn,  of  Medical-Dental  Bureau,  Inc.” 
2141  E.  8th  Phone  3-3937 

Tucson,  Arizona 
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AMBULANCE  SERVICE  DIRECTORY 


GIBBS  MORTUARY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

24  Hour  Ambulance  Service 

write  to 

Two  Ambulances 

ARIZONA  MEDICINE 

Phone  54 

426  Heard  Bldg. 

First  Street 
Williams,  Arizona 

Phone  2-4884 

PHOENIX,  ARIZONA 

MEDICAL  BOOKS  MEDICAL  AND  DENTAL  EXCHANGE 


ROBERTA  DAVEY  HALL 

MEDICAL  BOOKS 

Pima  Medical  & Dental  Exchange 

Of  All  Publishers 

Phones  2-1352  - 2-8441 

PROMPT  HANDLING  OF  ALL  ORDERS 

650  N.  6th  Avenue 

To  order:  Telephone  5-1062 

40  East  Rose  Lane 

Tucson,  Arizona 

Phoenix,  Arizona 

SANATORIUM 

DIRECTORY 

SCHER  REST  HOME 

HILLCREST  SANATORIUM 

Ambulatory  and  Semi-Mental  Patients 

Cheerful  Private  Rooms 

24  Hour  Nursing  Service 

Excellent  Food 
Homelike  Atmosphere 

Quiet  and  Home-Like 

Reasonable  Rates 

2919  East  Granada  Rd.  — Phoenix,  Arizona 

North  3rd  and  Adams  Phone  4-1562 

Phone  4-6636 

Tucson,  Arizona 

ORANGE  ROAD  SANATORIUM 

Specializing  in  All  Cases 
Except  Contagious 

4248  N.  32nd  Street  Phone  5-0257 

HENDERSON'S  REST  INN 

• Home-like  Atmosphere 

® Our  Food  Is  Abundant  and  Well  Prepared 

• Tray  and  Dining-room  Service 

• Nurses  on  Duty  24  Hours  Daily 

• Reasonable  Rates 

Phoenix,  Arizona 

Phone  Glendale  471  Route  2 (N.  Central  Ave.) 

Glendale,  Arizona 

OCOTILLO  CONVALESCENT  HOME 

Treatment  for  Alcoholism 

• Convalescent  Cases 

as  prescribed  by  Family  or  Panel  Doctor 

• Quiet  & Restful 

• 24  Hour  Nursing 

HYGEIA  SANITORIUM 

• Best  of  Food 

• Diets  | 

2534  Beverly  Boulevard  — Los  Angeles,  California 

Phone  DUnkirk  8-8178 

3434  E.  McDowell  Road  Phone  4-6050 

Phoenix,  Arizona 

Recognized  by  the  American  Medical  Association 
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SANATORIUM  DIRECTORY — (Cont'd.) 


HIGHLAND  MANOR  REST  HOME 

MARQUARD  REST  HOME 

EMMA  E.  BROWN,  Mgr. 

General  Care  Aged  and  Convalescence 

For 

Personalized  Diets  — 24  Hour  Nursing  Service 

★ Convalescents 

★ Invalids  and  Semi-Invalids 

Loving  Care  To  the  Senile  Aged 

if  Elderly  Persons 

Reasonable  Rates 

1411  E.  Highland  Avenue  — Phone  5-2552 

Phone  6-4712  — 126  E.  Bethany  Home  Road 

Phoenix,  Arizona 

Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


LA  CONTENTA  NURSING  HOME 

Convalescents 
Invalids  and  Semi-Invalids 
Asthmatic  and  Arthritic  Cases 
Quiet  - Excellent  Food  - 24  Hour  Nursing  Care 
5331  N.  29th  Ave.,  Phoenix  — Phone  5-5710 
Laura  Condon,  Manager 


CASITAS  DEL  SOL  SANATORIUM 

Bessie  Van  Home  Prop. 

0 Tubercular  Cases  Only 
“ Excellent  Food  and  Service 
“ Location  in  Dry  and  Sunny  Area 

Phone  5-2075  8834  Forest  Ave. 

Sunnyslope,  Arizona 


EVELYN  DODD  REST  HOME 

(Under  new  Management— Mr.  & Mrs.  W.  M.  Davey) 

• 24  Hour  Nursing  Care 

• Home  Cooking  and  Baking 

• Convalescent 

• Quiet— Home  Like 

1608  E.  Meadowbrook  Ave.  Phone  5-4185 

Phoenix,  Arizona 


McMAHON  GERIATRIC  HOME 

“Aged  a Specialty 

“Special  Consideration  on  senile-phychosis 
“Member  of  Association  of  Nursing  Homes 
“Recreational-Occupation  and  Group  Therapy 
Emphasized 

Phone  3-3014  142  W.  Palmdale 

Tucson,  Arizona 


MARYE  HESS  SANATORIUM 

• Excellent  Food-Tray  Service 

• 24  Hour  Nursing  Care 

• Beautiful  Surroundings 

• Rates  $150.00  per  month  and  up 

• Private  and  Semi-Private  Rooms  with  Bath 

Phone  6-3572  2708  E.  Edison  St. 

Tucson,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX.  ARIZONA 
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DRUGGIST  DIRECTORY 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 

KELLY'S  PRESCRIPTION  SHOP 

43  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 


28  Registered  Pharmacists 

Tucson  Casa  Grande 


Open  9:00  A.M.-11:00  P.M.  Call  2-1123 

We  Deliver 

BLUE  CROSS  PHARMACY 

PRESCRIPTION  SPECIALISTS 


1924  East  Van  Buren 

Surgical  Appliances  — Private  Fitting  Room 


THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Building 

Phone  2-4884 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

ROHRER-BLOOM  DRUG  CO.  ! 

(Walgreen  Agency) 
PRESCRIPTIONS  PHARMACISTS 

426  Heard  Bldg. 

Phone  40 

Phone  2-4884 

Gurley  and  Montezuma 

PHOENIX,  ARIZONA 

Prescott,  Arizona 

THIS  SPACE  FOR  SALE 

Open  S A.M.  to  11  P.M.  Daily  & Sunday 

write  to 

ARIZONA  MEDICINE 

Broadway  Village  Drug  Store 

PHONE  5-2631 

426  Heard  Bldg. 

Broadway  at  Country  Club  Road 

Phone  2-4884 

(Free  Delivery)  i 

PHOENIX,  ARIZONA 

TUCSON  ARIZONA 

FELSHER  PRESCRIPTION 
PHARMACY 

Sick  Room  Supplies  — Vitamins 
650  N.  First  Avenue  — Phone  3-2070 
Phoenix,  Arizona 

FOURTH  AVENUE  PHARMACY 

J.  W.  Holloway,  Prop. 

Free  Delivery  Service  Within  Radius  of  8 Miles. 
Try  Us  and  See 

Cor.  E.  6th  St.  and  4th  Ave.  — Phone  4-1182 
Tucson,  Arizona 

AL'S  DRUG  STORE 

PHONE  5-5552 

7th  Avenue  and  Camelback  Road 
Phoenix,  Arizona 

NORMAN  DRUG  STORE 

Prescription  Druggists 
PHONE  5-2623 
Speedway  and  Country  Club 
TUCSON  ARIZONA 
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DRUGGISTS'  DIRECTORY 


THE  INTERNATIONAL 
PHARMACY 

Ethical  Prescription  Pharmacy 
Phone  302 

212  Main  Street  Yuma,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 

“Service  you  will  like” 

Corner  Speedway  and  Park  Avenue 
Phone  2-8865  Tucson,  Arizona 

R & B DRUG  STORE 

Prescription  Pharmacists 
Phone  363 

Yuma,  Arizona 

STONE  AND  3RD  PHARMACY 

749  N.  Stone  — Phone  3-6041 

ENCANTO  PARK  DRUG  CO. 

3352  E.  Speedway  — Phone  5-3102 
Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

Phone  2-4884 
PHOENIX,  ARIZONA 

SPACE  FOR  SALE 

Phone  2-4884 

WOOD'S  PHARMACY 

Prescription  Pharmacists 
100  Washington  Street 
Peoria,  Arizona 

ENSMINGER  PHARMACY 

RELIABLE  PRESCRIPTIONS 
121  North  Cortez 

Phone  188  Prescott,  Arizona 

HODGES  PHARMACY 

The  REXALL  Store 
Phone  7982  Eloy,  Arizona 

HAMILTON'S  DRUG 

The  REXALL  Store 
Benson,  Arizona 

PALMER'S  PHARMACY 

MORTON  PALMER,  R.Ph.G 

1027  East  6th  Street 
Tucson,  Arizona 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

JONES  DRUG  COMPANY 

DEPENDABLE  Rx  SERVICE 
Two  Convenient  Locations 
111  East  Congress  - Phone  2-6437 
1225  South  Cherry  - Phone  3-3164 
Tucson,  Arizona 

SPACE  FOR  SALE 

Phone  2-4884 
426  Heard  Bldg. 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

MONTE  BLISS 
Frontier  Village  Drug  Store 

“Your  Reliable  Neighborhood  Prescription  Pharmacy” 
1700  N.  Maple  Blvd.  Phone  5-5252 

Tucson,  Arixona 
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CAMPBELL  DRUG  COMPANY 

1007  No.  7th 
“Right  Now  Delivery” 

Phone  3-1992 
Phoenix,  Arizona 


EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phone  4587 
Mesa,  Arizona 


NATIONAL  PHARMACY 

Prescriptions 

Phone  2-2412  340  Ajo  Way 

Tucson,  Arizona 


MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 


SHARPE  & PULLINS 

Prescriptions 
229  E.  Glendale 
Phone  Glendale  298 
Glendale,  Arizona 


Physicians  and  Surgeons 

Pharmacy 

PRESCRIPTIONS 

753  E.  McDowell  Road 

Phone  4-8434 

Phoenix,  Arizona 

BOWMAN  DRUG  COMPANY 

PRESCRIPTIONS 
Phone  533 
Goodyear,  Arizona 


LAIRD  & DINES 

The  REXALL  Store 

Reliable  Prescription  Service 
Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 


McDowell 

PRESCRIPTION  CENTER 

Professional  Prescription  Service 
Phones  8-3694-8-3695  312  W.  McDowell  Rd. 

Phoenix,  Arizona 


McDowell  pharmacy 

545  E.  McDowell  Rd.  Phone  2-3137  - 3-4332 
Phoenix,  Arizona 


MURRAY'S  PHARMACY 

PRESCRIPTION  DRUGGISTS 
Phone  28 
Superior,  Arizona 


ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  3-3470 
PHOENIX,  ARIZONA 


MAC  ALPINE  DRUG  CO. 

The  store 

This  label  is  your  guarantee  of  accurate 
prescription  compounding 

FREE  DELIVERY  PHONE  4-2606 

2303  No.  7th  St.  Phoenix,  Arizona 
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NEUROLOGY  and  PSYCHIATRY 


OTTO  L.  BENDHEIM,  M.D. 

NEUROLOGY  and  PSYCHIATRY 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 


EDWARD  BLANK,  M.D. 

Practice  Limited  Exclusively  To 

Psychiatry  and  Neurology 

733  West  McDowell  Road 
Phoenix 

Hours  by  Appointment 

Phone  2-2294— If  no  answer  call  3-4189 


MILTON  H.  ERICKSON,  M.D. 

PSYCHOTHERAPY  AND  PSYCHIATRY 
Certified  by  American  Board  of 
Psychiatry  and  Neurology 

32  West  Cypress  Street  Phone  2-4254 

Phoenix,  Arizona 


NEUROLOGICAL  SURGERY 


JOHN  A.  EISENBEISS,  M.D. 
F.A.C.S. 

Certified  by  American  Board  of 
Neurological  Surgery 

Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Road 
Phone  4-3151 
Phoenix,  Arizona 


Plastic  and  Reconstructive  Surgery 


HOWARD  C.  LAWRENCE,  M.D. 

Diplomate  of  the 
American  Board  of  Plastic  Surgery 

709  Professional  Building 
15  E.  Monroe  Street  Phone  8-4101 

Phoenix,  Arizona 


ANESTHESIOLOGY 


LOUISE  BEWERSDORF,  M.D. 
F.  A.  C.  A. 

ANESTHESIOLOGY 

208  West  Glenrosa 
Phone  5-4471  - 3-5101 
Phoenix,  Arizona 


UROLOGY 


MERRIWETHER  L.  DAY, 

M.D. 

F.  A.  C.  S. 

Diplomate  of  The  American 

Board  of  Urology 

LADDIE  L.  STOLFA,  M.D. 

Lois  Grunow  Memorial  Clinic 

926  East  McDowell  Road 

Tel.  4-3674 

Phoenix 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

E.  R.  UPDEGRAFF,  M.D. 

1010  N.  Country  Club  Road 
Telephone  5-2609  Tucson,  Arizona 


PAUL  L.  SINGER,  M.D.,  F.  A.  C.  S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  3-1739 

PHOENIX,  ARIZONA 


DONALD  B.  LEWIS,  M.D. 

UROLOGY 

Certified  by  the  American  Board  of  Urology 

123  So.  Stone  Ave.  Phone  2-7081 

Tucson,  Arizona 
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UROLOGY — (Cont'd.) 

INTERNAL  MEDICINE 

ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the 
American  Board  of  Urology 

808  Professional  Building 
15  East  Monroe  Phone  4-3577 

Phoenix,  Arizona 

J.  REICHERT,  M.D. 

General  Practice 

CARDIO  VASCULAR  DISEASES 
ELECTROCARDIOGRAPHY 

303  West  McDowell  Rd.  Office  Phone  4-7028 

Phoenix,  Arizona 

ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 
1118  Professional  Building 
Phone  4-1078 
Phoenix,  Arizona 


JESSE  D.  HAMER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suit  910  Phoenix 

15  E.  Monroe  St.  Arizona 


DAN 5 EL  H.  GOODMAN,  M.D. 

INTERNAL  MEDICINE  CARDIOLOGY 

ELECTRO  CARDIOGRAPHY 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 


KENT  H.  THAYER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
Diplomate  of  the 

American  Board  of  Internal  Medicine 

ROBERT  H.  STEVENS,  M.D. 

INTERNAL  MEDICINE  ALLERGY 

1313  N.  Second  St.  Phone  4-8841 

Phoenix,  Arizona 


FRANK  J.  MILLOY,  M.D. 
F.  A.  C.  P. 

INTERNAL  MEDICINE 


611  Professional  Building 
Phone  4-2171 
Phoenix,  Arizona 


JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  Jr.,  M.D. 

Diplomate  of  American  Board  of  Internal  Medicine 
GASTROENTEROLOGY,  GASTROSCOPY 

800  North  First  Avenue  Phone:  4-7245 

PHOENIX,  ARIZONA 


ROBERT  E.  RIDER,  M.D. 

DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

ELECTROCARDIOGRAPHY 

1850  N.  Laurel  Avenue  — Phone  4-7970 

Del  Sol  Hotel  Bldg.  Phone  26 

Yuma,  Arizona 

Phoenix,  Arizona 
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ORTHOPEDIC  SURGERY 

GEORGE  L.  DIXON,  M.D. 
PHILIP  G.  DERICKSON,  M.D. 

ORTHOPAEDIC  SURGERY 

Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  5-1533 

TUCSON,  ARIZONA 

GEO.  A.  WILLIAMSON,  M.D., 
F.A.C.S. 

LEO  L.  TUVESON,  M.D. 

ORTHOPAEDIC  SURGERY 

800  North  First  Ave.  Telephone  2-2375 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D., 
F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

ROBERT  W.  WEBER.  M.D. 

ORTHOPAEDIC  SURGERY 
1014  N.  Country  Club 
TUCSON,  ARIZONA 

JAMES  LYTTON-SMITH,  M.D. 
RONALD  S.  HAINES,  M.D. 
JOHN  H.  RICKER,  M.D. 
STANFORD  F.  HARTMAN,  M.D. 
EDWARD  W.  McLOONE,  M.D. 

926  East  McDowell  Road 
Phoenix,  Arizona 

HOSPITAL 

WALTER  V.  EDWARDS,  Jr.,  M.D. 

H.  B.  LEHMBERG,  M.D. 

Obstetrics  and  Gynecology 

J.  T.  O'NEIL,  M.D. 

Lawrence  Memorial  Hospital 

Casa  Grande  Clinic  Phone  4495 

Cottonwood,  Arizona 

Casa  Grande,  Arizona 

CHILDREN'S  DISEASES 

WM.  F.  SCHOFFMAN,  M.D. 
CECILIA  H.  SHEMBAB,  M.D. 
JOHN  R.  KEEFREY,  M.D. 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

DOCTORS  BUILDING 

316  West  McDowell  Road  Telephone  4-7287 

Phoenix,  Arizona 

426  Heard  Bldg. 
Phone  2-4884 
PHOENIX,  ARIZONA 

CLINIC 

NELSON  CLINIC 
D.  E.  NELSON,  M.D. 

SUN  VALLEY  CLINIC 

HAROLD  D.  PADGETT,  M.D. 

34  North  Macdonald 

501-505  Fifth  Avenue 
SAFFORD,  ARIZONA 

MESA,  ARIZONA 

Vol.  9,  No.  2 


Arizona  Medicine 


73 


PHYSICIANS' 

Dl  RECTORY 

PROCTOLOGY 

ALLERGY 

WALLACE  M.  MEYER,  M.D. 

E.  A.  GATTERDAM,  M.D. 

PROCTOLOGY 

ALLERGY 

903  Professional  Bldg. 
Phone  2-2822  - 3-4189 
Phoenix,  Arizona 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M.  to  5 P.  M. 
Phoenix,  Arizona 

MALIGNANT  DISEASE 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX.  ARIZONA 

JAMES  M.  OVENS,  M.  D. 
F.A.C.S.  F.I.C.S. 

Cancer  and  Allied  Diseases 
608  Professional  Bldg.  Phone  4-1973 

Phoenix,  Arizona 

DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

KENNETH  C.  BAKER,  M.D. 

DERMATOLOGY 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Telephone  3-0602  729  N.  Fourth  Ave. 

Phone  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

Tucson,  Arizona 

PATHOLOGICAL 

LABORATORIES 

THIS  SPACE  FOR  SALE 

Professional  X-ray  and  Clinical 

FOR  INFORMATION  AND  RATES 

Laboratory 

write  to 

Successor  To 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 
Phoenix,  Arizona 
Phone  3-4105 

PHOENIX,  ARIZONA 

R.  LEE  FOSTER,  M.D.,  Director 

G.  0.  HARTMAN,  M.D. 

MEDICAL  CENTER  LABORATORY 

PATHOLOGICAL  LABORATORY 

1313  N.  Second  St. 

20  E.  Ochoa  St.  Phone:  3-4861 

Phoenix,  Arizona 

TUCSON,  ARIZONA 

W.  Warner  Watkins,  M.D.,  Director 
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EYE,  EAR.  NOSE  and  THROAT 


DUNCAN  G.  GRAHAM,  M.D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

114  West  Pepper  Street 
Mesa,  Arizona 


BERNARD  L.  MELTON,  M.D. 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 


D.  E.  BRINKERHOFF,  M.D.,  F.A.C.S. 

EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Otolaryngology 

ROBERT  D.  SMITH,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Rd.  Phone  4-3807 

Phoenix,  Arizona 


SURGERY 


DELBERT  L.  SECRIST,  M.D., 
F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 


EDWARD  L.  KETTENBACH,  M.D. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  5-2605 

Tucson,  Arizona 


JOHN  J.  McLOONE,  M.D. 

Diplomate  American  Board  of  Otolarynogology 

OTORHINOLARYNGOLOGY 

BRONCHOESOPHAGOLOGY 

316  West  McDowell  Rd.  — Phone  2-1865 

Phoenix,  Arizona 


H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.D. 

GENERAL  SURGERY 
Certified  by  the  American  Board  of  Surgery 
800  North  First  Avenue 
Phone  4-7245 
Phoenix,  Arizona 


W.  R.  MANNING,  M.D.,  F.A.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

620  North  Country  Club  Road  Phone  5-2687 

Tucson,  Arizona 


GENERAL  PRACTICE 


FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


M.  G.  FRONSKE,  M.  D, 

GENERAL  PRACTICE 
Phones: 

Office  99:  Residence  155 

10  N.  Leroux  St. 

Flagstaff,  Arizona 
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CHEST  DISEASES  AND  SURGERY 


GEORGS  A.  BOONE,  M.D. 
JAS.  E.  O'HARE,  M.D 

DISEASES  AND  SURGERY  OF  THE  CHEST 
1608  N.  Norton  Telephone  6-2429 

TUCSON,  ARIZONA 


RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 

316  West  McDowell  Road 
Phoenix.  Arizona 


W.  WARNER  WATKINS,  M.D. 

F.A.C.P.,  FA.C.R. 

(Diplomate  in  Radiology) 

Diagnostic  Roentgenology,  X-Ray  and  Radium 
Therapy 

Medical  Center  Laboratory 
1313  N.  Second  St.,  Phoenix,  Arizona 


OBSTETRICS  and  GYNECOLOGY 


HARRY  J. 

FELCH,  M.D. 

Physician  and  Surgeon 

Residence 

Office 

325  W.  Granada 

703  Professional  Bldg. 

Phoenix,  Arizona 

15  E.  Monroe  Street 

Residence  3-1151 

Office  3-1151 

DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 


Diplomates  of 

American  Board  of  Radiology 


DIAGNOSTIC  ROENTGENOLOGY 


23  East  Ochoa 
T ucson 


MARCY  L.  SUSSMAN,  M.D., 
F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

801  North  Second  Ave. 

Telephone  3-4179 
Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

DOUGLAS  D.  GAIN,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Certified  in 

X-RAY  THERAPY  AND  DIAGNOSIS 
RADIUM  THERAPY 

MEMORIAL  HOSPITAL 
Phoenix,  Arizona 

1200  South  Fifth  Avenue  — Ph.  4-7336 

SPEECH  PATHOLOGY 

R.  LEE  FOSTER,  M.D. 
JOHN  W.  KENNEDY,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  3-4105  Phoenix,  Arizona 

ROBERT  N.  PLUMMER,  Ph.D. 

SPEECH  PATHOLOGY 

Delayed  Speech  Speech  for  the  Mentally  Retarded 

Lip  Reading  for  the  Deaf 

Stuttering  for  the  Paralytic 

Foreign  Dialect  for  the  Cleft  Palate 

Vocal  Disorders  for  the  Aphasic,  etc. 

Professional  Member 

American  Speech  and  Hearing  Association 
Medical  Arts  Bldg.  Phone  3-2051 

Phoenix,  Arizona 

76 


Arizona  Medicine 


February,  195S. 


THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.D.,  F.A.C.S.  ALVIN  L.  SWENSON,  M.D. 

RAY  FIFE,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.D. 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  govemmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER.  M.D. 

Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN,  M.D. 

20  East  Ochoa  Street 
Tucson,  Arizona 


LOUIS  HIRSCH,  M.D. 

Tucson  Medical  Center 
Tucson,  Arizona 

MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

O.  O.  WILLIAMS.  M.D. 

425  North  Fourth  Street 
Phoenix,  Arizona 


HAROLD  WOOD,  M.D. 

1130  N.  Central  Ave. 
Phoenix,  Arizona 


RADIOLOGY 

TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG.  M.D.  JAMES  H.  WEST.  M.D.,  F.A.C.R. 

Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 

721  North  4th  Ave.  TUCSON,  ARIZONA 
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. . w§iat  about  Lilly  advertising?” 

"You  have  never  seen  a product  advertisement  prepared 
by  Eli  Lilly  and  Company  which  was  intended  for  the 
public.  Why?  Because  they  believe  that  if  they  were 
to  do  so  with  their  particular  type  of  products,  they  would 
tend  to  encourage  improper  self-treatment  and  interfere 
with  your  prescriptions  for  scientific  medication.” 


ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6.  INDIANA,  U.  S.  A. 
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Adrenalin 


(epinephrine,  Parke-Davis) 


hormone  to  be  isolated  in  pure 
crystalline  form 


P 
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American  antihistaminic 


Benadryl  HYDRocHLomDE 

(diphenhydramine  hydrochloride,  Parke-Davis) 


Theelin 

( ketohydroxyestratriene,  Parke-Davis ) 


crystalline  estrogenic  substance 


cHLnt?SEALS 

Romycetih 


Chloromycetin 

(chloramphenicol,  Parke-Davis) 


and  only  antibiotic  synthesized 
on  a practical  scale 


The  Parke-Davis  label,  known  and  relied  on  the  world 

over,  is  a respected  symbol  in  research,  in  clinical 
investigation,  and  in  quality  production. 
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M eat  and  its  Important  Contribution 
of  Essential  Minerals 

With  the  exception  of  calcium  and  iodine,1  meat,  as  customarily  consumed, 
makes  an  important  contribution  to  the  mineral  needs  of  the  American  people.  Its 
minerals  include  those  needed  in  substantial  amounts  as  well  as  those  needed  in 
trace  amounts  only. 

The  array  of  data  listed  below  gives  the  approximate  amounts  of  essential 
minerals  provided  by  muscle  meat  when  seven  ounces  per  day  are  consumed.1 
The  minerals  include  those  now  known  to  be  essential  components  of  the  human 
organism — the  skeletal  framework  and  teeth,  soft  tissue  structures  including  blood, 
and  substances  concerned  in  regulatory  functions. 

APPROXIMATE  MINERAL  CONTENT  OF  MEATS 

200  6m.  (approx.  7 oz.),'  Edible  Portion  (Uncooked) 


Minerals,  total'-' 

Beef  Round 
2.0  Cm. 

Lamb  Leg 
1.8  Cm. 

Pork  Loin  Veal  Shoulder 

1.8  Gm.  2.0  Gm. 

Calcium2 

22  mg. 

20  mg. 

20  mg. 

22  mg. 

Chlorine3 

147  mg. 

136  mg. 

125  mg. 

147  mg. 

Copper3 

*Iodine4  (Ohio  an 

0.2  mg. 

0.2  mg. 

0.2  mg. 

0.2  mg. 

mals)  0.02  mg. 

0.03  mg. 

Data  not  available 

0.01  mg. 

Iron2 

5.8  mg. 

5.4  mg. 

5.0  mg. 

5.8  mg. 

Magnesium3 

46  mg. 

42  mg. 

39  mg. 

46  mg. 

Phosphorus- 

360  mg. 

426  mg. 

372  mg. 

398  mg. 

Potassium3 

661  mg. 

610  mg. 

559  mg. 

661  mg. 

Sodium3 

164  mg. 

152  mg. 

139  mg. 

164  mg. 

tCobalt5 

0.0002  mg. 

— 

Data  not  yet  available 



(Manganese3 

0.03  mg. 

0.03  mg. 

0.02  mg. 

0.03  mg. 

fZinc5 

9.4  mg. 

— 

Data  not  yet  available 

— 

*Iodine  content  of  meat  varies  with  the  iodine  content  of  feed  of  the  animals. 

(Needed  in  trace  amounts  only. 

The  average  values  for  iron,  phosphorus,  and  copper  of  the  four  kinds  of  meat 
shown  constitute  about  46,  25,  and  100  per  cent,  respectively,  of  the  National 
Research  Council’s  recommended  daily  allowances  for  adults,  and  the  average 
values  for  chlorine,  potassium,  and  sodium  constitute  about  14,  63,  and  16  per 
cent,  respectively,  of  the  estimated  daily  adult  needs,  as  based  on  mineral  balance 
studies.6  Although  no  specific  information  is  available  on  the  quantitative  needs 
for  cobalt,  magnesium,  manganese,  and  zinc,  nutrition  information  would  suggest 
that  the  amounts  reported  above  have  nutritional  importance  or  significance. 

In  addition  to  its  notable  content  of  essential  minerals,  meat  also  furnishes  large 
amounts  of  biologically  complete  protein  and  important  amounts  of  vitamin  B 
complex,  which  includes  biotin,  choline,  folic  acid,  inositol,  niacin,  pantothenic 
acid,  pyridoxine,  riboflavin,  thiamine,  and  vitamin  B12.  On  the  basis  of  its  rich 
contribution  of  nutritional  essentials,  meat  well  deserves  its  prominent  place  in 
the  daily  diet  of  the  American  people,  the  world’s  best-nourished  people. 


1.  Recent  estimates  of  the  U.  S.  Department  of  Agriculture 
indicate  that  the  per  capita  consumption  of  meat  in  the 
United  States  approaches  seven  ounces  per  day. 

2.  Watt,  B.  K.,  and  Merrill,  A.  L. : Composition  of  Foods 
— Raw,  Processed,  Prepared,  In  Agriculture  Handbook 
No.  8,  United  States  Department  of  Agriculture,  1950. 

3.  Estimated  on  basis  of  protein  content  of  meats.  Sher- 
man, H.  C.:  Food  Products,  ed.  4,  New  York,  The 
Macmillan  Company,  1948,  p.  155. 

4.  Ohio  animals;  varies  with  iodine  content  of  feed.  John- 


son, H.  J.:  Bridges’  Dietetics  for  the  Clinician,  ed.  5, 
Philadelphia,  Lea  & Febiger,  1949,  p.  800. 

5.  Mitteldorf,  A.  J.,  and  Landon,  D.  O.:  Analytical  Chem- 
istry; Spectrochemical  Analysis  of  Beef  for  Mineral- 
Element  Content,  Armour  Research  Foundation  of  Illi- 
nois Institute  of  Technology.  In  Press. 

6.  Dauphinee,  J.  A.:  Sodium,  Potassium,  and  Chloride 
Malnutrition,  Including  Water  Balance  and  Shock,  in 
Jolliffe,  N.;  Tisdall,  F.  F.,  and  Cannon,  P.  R.:  Clinical 
Nutrition,  New  York,  Paul  B.  Hoeber,  Inc.,  1950,  p.  341. 


The  Seal  of  Acceptance  denotes  that  the  nutritional  statements 
made  in  this  advertisement  are  acceptable  to  the  Council  on 
Foods  and  Nutrition  of  the  American  Medical  Association. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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ilfonamide  Mixture  Therapy  At  Its  Best 


For  greater  clinical  safety  plus  the  advantages  of 
more  rapid  absorption,  better  tissue  distribution  and 
faster  therapeutic  effect. 


TRICOMBISUL  Tablets,  0.5  Gm.  total 
sulfonamides,  each  tablet  containing  0.166  Gm.  of 
suliacetimide,  sulfadiazine  and  sulfamerazine. 


TRICOMBISUL  Liquid,  0.5  Gm.  total  sulfonamides 
(0.166  Gm.  each  of  sutfacetimide  [solubilized] , 

sulfadiazine  and  sulfamerazine)  per  teaspoonful  (4  cc.). 
* T.M. 


O it  J 

"A 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


TRICOMBISUL 


6 


Arizona  Medicine 


March,  1952 


• WHEEL 
CHAIRS 

HOSPITAL 
& PORTABLE 

• I N VA  L I D 
WALKERS 

ADULT  & CHILD  SIZE 

OXYGEN  THERAPY  SERVICE 
8-3112  — Phones  — 2-6181 
Phoenix,  Arizona 


ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 

For  Physicians,  Surgeons,  Dentists  Exclusively 


AIL 

> PREMIUM? 

COME  FROM 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 
$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 
Cost  has  never  exceeded  amounts  shown. 

ALSO  HOSPITAL  POLICIES  FOR  MEMBERS,  WIVES 
AND  CHILDREN  AT  SMALL  ADDITIONAL  COST 

85c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 

$4,000,000.00  $18,300,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

50  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


MEDICAL  STAFF 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P  , Director 
CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.,  Associate  Director 
ETHEL  FANSON,  M.D.  CARLOS  F.  SACASA,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HERBERT  A.  DUNCAN,  M.D. 
KENNETH  P.  NASH,  M.D. 


PASADENA,  CALIFORNIA 
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Table 
without 
salt 9 
mouth 
without 
saliva  — 

Randle  Cotgrave 
(1611)1 


The  thought  of  meals  without  salt  is  unappealing 
to  most  patients  who  are  placed  on  a salt-restricted  diet. 

The  prescription  of  Neocurtasal  can  prove 
to  be  a most  encouraging  measure. 

Neocurtasal  is  a “trustworthy,  nonsodium-containing  sail 
substitute” 2 designed  to  make  the  low  sodium  diet  palata 

For  all  salt  (sodium) -free  diets  — Neocurtasal  may  be 


Neocurtasal 


SALT  WITHOUT  SODIUM 


Available  in  2 oz.  shakers  and  8 oz.  bottles. 


Windsor.  Ont. 


Neocurtasal,  trademark  reg.  U.  S.  & Canada 
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Rehabilitation  Achieved  Through  Conservative  Dosage 


Management  in  Everyday  Practice 

The  use  of  simple  laboratory  tests  (sedi- 
mentation rates,  urinalyses,  blood  counts, 
blood  pressure,  and  frequent  weight  re- 
cordings), individualized  adjustment  of 
dosage,  and  careful  clinical  observation 
will  permit  most  patients  to  benefit  mate- 
rially . . . without  fear  of  undesired  effects. 


Effective  Antirheumatic  Response 

Effective  antirheumatic  response  was 
achieved  in  all  100  patients  in  a long-term 
study  at  the  Mayo  Clinic.  More  than  50  of 
these  arthritics  were  maintained  on  50  mg. 
or  less  daily.  In  no  case  was  it  necessary  to 
withdraw  the  hormone. 


Ward,  L.  E„  Slocumb,  C.  H.,  Polley,  H.  F.,  Lowman, 
E.  W.,  and  Hench,  P.  S.:  Proc.  Staff  Mtgs.,  Mayo 
Clinic  26:  361,  September  26,  1951. 


Cortove' 

ACETATE 

(CORTISONE  Acetate  Merck) 


Literature  on  Request 


MERCK 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY,  NEW  JERSEY 

In  Canada:  MERCK  & CO.  Li  m i t ed- M o n t rca  I 


AFTER  TREATMENT: 

Diminution  of  pain,  increased  mobility,  and 
visibly  decreased  effusion  and  swelling 


BEFORE  TREATMENT: 

Periarticular  swelling  and  hydrarthrosis 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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THIS 

ALL-PURPOSE 

DIATHERMY 

IS 

ECONOMICAL 


The  MF-49,  adaptable  to  all  recognized  diathermy  technics,  is  illus- 
trated here  with  the  contour  applicator.  Air-spaced  electrodes, 
induction  cable,  and  electrodes  for  cuff  technic  can  also  be  used. 
A smooth  current  is  provided  for  minor  electrosurgery. 


Accepted  by  the  A.M.A.  Council  on  Physical  Medicine  and  Re- 
habilitation, the  Federal  Communications  Commission  and  the 
Underwriters  Laboratories^ 


The 


MF-49 

" UNIVERSAL  DIATHERMY 


Let  us  send  you  literature,  including  prices.  Just  jot 
down  "MF-49”  on  your  card  or  letterhead,  and  mail 
to  — 


Distributed  in  Arizona  by 


STANDARD  SURGICAL  SUPPLY 

PHOENIX  TUCSON 

710  N.  First  Street  809  E.  Broadway 
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S-M-A  is  a complete  formula. 

Unmatched  in  similarity  to  healthy  mother’s  milk, 
S-M-A  provides  all  essential  food  elements,  including 
vitamins  and  minerals  well  in  excess  of  recommended 
daily  allowances. 


S-M-A  is  an  economical  formula. 

Only  water  need  be  added.  Since  the  addition  of 
nutritive  elements  is  unnecessary,  the  initial  cost  is 
the  whole  cost.  And  the  whole  cost  of  the  complete 
S-M-A  formula  is  less  than  H per  ounce. 

S-M-A  Liquid  S-M-A  Powder 


V/j^etA  Incorporated,  Philadelphia  2,  Pa. 
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Doctor, 
be  your  own 
judge . . . 
try  this 
simple  test 


W ith  so  many  claims 
made  in  cigarette  adver- 
tising, you,  Doctor,  no 
doubt  prefer  to  judge  for 
yourself.  So  won’t  you 
make  this  simple  test? 


Take  a PHILIP  MORRIS  and  any  other  cigarette 


1.  Light  up  either  one  first,  l ake  a puff  — get  a good  mouthful  of  smoke 
— and  s-l-o-w-l-y  let  the  smoke  come  directly  through  your  nose. 

W ’ A" 

2.  Now,  do  exactly  the  same  thing  with  the  other  cigarette. 

^ou  will  notice  a distinct  difference  between 

PHILIP  MORRIS  and  any  other  leading  brand. 

Philip  Morris 

Philip  Morris  & Co.  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 
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Imparts  a feeling  of  well-being 


Well  tolerated 


Highly  effective 


atients 
i relief 


Most  menopause  ^ 

experience  striking 

of  symptoms  with' 


premarin 


Estrogenic  Substances  (water-soluble) 


also  known  as  Conjugated  Estrogens  (equine) 


6202  AYERST,  McKENNA  & HARRISON  Limited  • New  York,  N.  Y.  • Montreal,  Canada 
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LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country 
\ ou‘doo1r  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 


Information  and  circulars  upon  request. 

Address:  O.  B.  JENSEN,  M.D. 
Superintendent  and  Medical  Director 
Livermore,  California 
Telephone  313 


CITY  OFFICES: 

San  Francisco  Oakland 


450  Sutter  Street 
GArfield  1-5040 


1624  Franklin  Street 
GLencourt  1-5988 


SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES. 


PHOENIX  TUCSON  EL  PASO 
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Stress  states  may  bring  about  an  increased 
demand  for  corticoid  hormones  that  even  a 
physiologically  hyperactive  adrenal  cortex 
may  fail  to  meet.  In  the  shock  following 
severe  infections,  burns,  or  major  surgery, 
and  in  prolonged  convalescence,  the  problem 
of  supply  may  be  answered  by  subcutaneous, 
intramuscular  or  intravenous  injection  of 
Upjohn  Adrenal  Cortex  Extract. 


3 


Upjohn  Adrenal  Cortex  Extract 


a product  of 

Upjohn 


Research 


Upjohn  research  in  adrenal  structure  and 
function  has  aided  the  practice  of  medicine 
by  the  development  of  extracts  which  provide 
all  of  the  natural  adrenal  cortical  hormones. 

Each  cc.  of  Upjohn  Adrenal  Cortex  Extract 
contains  the  biological  activity  equivalent 
to  0.1  7n g.  of  1 7 -hy deoxycorticosterone,  as 
standardized  by  the  Rat  Liver-Glycogeri 
Deposition  test.  Alcohol  10%. 

Supplied  in  10  cc.  and  50  cc.  vials. 


for  Medicine  . . . Produced  with  care  . . . Designed  for  health 
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in  primary  atypical  pneumonia: 

"It  is  our  clinical  impression, 
supported  by  the  presented  data, 
that  terramycin  is  the  drug  of 
choice  in  the  treatment  of  atypical 
pneumonia  in  infants  and  children.” 

Graves,  F.  B. , and  Ball,  IF.  O.: 
J.  Bediat.  3 9:155  (Aug.)  1951 
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Terramycin  is  also  indicated  in  a wide  range  of 


Available  as 
CAPSULES 
ELIXIR 
ORAL  DROPS 
INTRAVENOUS 

OPHTHALMIC 

OINTMENT 

OPHTHALMIC 

SOLUTION 


B i 


Gram-positive  Bacterial  Infections 

Lobar  pneumonia  • Mixed  bacterial  pneumonias 
Bacteremia  and  septicemia 
Acute  follicular  tonsillitis 
Septic  sore  throat  • Pharyngitis 
Acute  and  chronic  otitis  media 
Acute  bronchitis  • Laryngotracheitis 
Tracheobronchitis  • Sinusitis 
Chronic  bronchiectasis 
Pulmonary  infections  associated 
with  pancreatic  insu  fficiency 
Scarlet  fever  • Urinary  tract  in  fections 
Acute  and  subacute  purulent  conjunctivitis 
Acute  catarrhal  conjunctivitis 
Chronic  blepharoconjunctivitis 
not  involving  the  meibomian  gland 
Abscesses  • Cellulitis 
Furunculosis  • Impetigo 
Infections  secondary  to  Acne  vulgaris 
Erysipelas  • Peritonitis 

Gram-negative  Bacterial  Infections 

Gonorrhea  • Brucellosis 

Bacteremia  and  septicemia 

Fried  land  er’s  pn  eu  monia 

Mixed  bacterial  pneumonias 

Pertussis  • Diffuse  bronchopneumonia 

Post-partum  endometritis  • Granuloma  inguinale 

Dysentery  • Urinary  tract  infections 

Respiratory  tract  infections 

Cellulitis  ° Peritonitis  • Tularemia 


Spirochetal  Infections 

Syphilis  • Yaws  • Vincent’s  infection 

Rickettsial  Infections 

Epidemic  typhus  • Murine  typhus 
Scrub  typhus  • Rickettsialpox 
Q fever  • Rocky  Mountain  spotted  fever 

Viral  Infections 

Primary  atypical  pneumonia  ( virus  pneumonia ) 
Lymphogranuloma  venereum  * Trachoma 

Protozoal  Infections 

Amebiasis 


CHAS.  PFIZER  fr  CO..  INC..  Brooklyn  6.  N.  Y. 


FLORID/J^W 

ORANGES  * GRAPEFRUIT  • TANGERINES 


FLORIDA  CITRUS  COMMISSION  • LAKELAND.  FLORIDA 


Over  400  infants  and  children  from 
2 weeks  to  6 years  of  age  acted  as  test 
subjects  to  check  the  incidence  of 
sensitivity  to  orange  juice.  After 
2 to  12  months’  observation,* 
“no  disturbance  of  bowel  function 
(diarrhea  or  constipation)  that  could 
be  attributed  to  the  orange  juice*’ 
was  found.  Also,  the  occurrence  of 
regurgitation  and  rashes  was 
“minimal".  In  the  rare  instances  of 
sensitivity,  care  exercised  by  gentle 
reaming  of  juice  ( or  the  use  of 
frozen  concentrate)  to  avoid 
contamination  with  peel  oil  usually 
obviates  the  difficulty. 


*/.  Pediat.  39:325,  1951 


citrus  is  virtuallv 
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when 


pops 


up 

everywhere 


ill-power  alone  is  a poor  defense 
against  the  constant  prodding  of  temptation. 

That’s  where  Desoxyn  Hydrochloride  comes  in — 
curbing  the  appetite,  uplifting  the  patient’s  morale. 

Weight  for  weight,  Desoxyn  is  more  potent  than 
other  sympathomimetic  amines  so  that  smaller  doses  can 
produce  the  desired  anorexia  with  a minimum  of  side-effects. 
One  2.5-mg.  or  5-mg.  tablet  before  breakfast  and 
another  about  an  hour  before  lunch  are  usually  sufficient. 

In  addition,  Desoxyn  has  a quicker  action,  longer  ejfect. 

Desoxyn  is  equally  effective  as  a valuable  adjunct  in 
depressive  states  associated  with  the  menopause,  prolonged 
illness  and  convalescence  as  well  as  in  the  treatment  of 
narcolepsy  and  for  adjunctive  therapy  in  alcoholism.  All 
pharmacies  have  Desoxyn  in  2.5-mg.  and  5-mg.^-i  n n > . 
tablets,  in  elixir  form  and  in  1-cc.  ampoules. IJLuIJOtX 


D 


PRESCRIBE 


esoxyn 


(METH AMPHETAMINE  HYDROCHLORIDE,  ABBOTT) 


/ SMALLER  / QUICKER  7 

/ DOSAGE  / ACTION  / 


LONGER 

EFFECT 


MINIMAL 

SIDE-EFFECTS 
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SELECTED  MEDICAL  FILMS 


...FROM  THE  SQUIBB  MKDK.'AI,  HUM  IJBRARY 


Ask  Your  Squibb  Professional  Service  Representative 
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Squibb  Medical  Film  Library  offers  selected  motion  pictures 
for  showings  at  your  medical  group,  staff  meeting,  or  hospital  — 
without  cost  or  obligation. 

These  special  films  present  a pictorial  clinic  of  important  medical 
subjects  and  new  forms  of  therapy,  of  particular  interest  at 
medical  schools,  conventions,  staff  meetings,  and  to  special  hospital 
groups.  Actual  filming  of  these  motion  pictures  was  supervised  by 
eminent  medical  authorities.  Most  films  are  in  color,  16  mm.  width, 
majority  with  sound  track.  Running  time  is  from  5 to  45  minutes. 

You  may  obtain  a catalog  of  Squibb  Medical  Films  from  your 
Squibb  Professional  Service  Representative,  or  by  writing  directly 
to  us.  Your  Squibb  Professional  Service  Representative  will  also  ob- 
tain the  films  for  you  and  handle  all  arrangements  for  the  showings. 


E.  R.  Squibb  & Sons,  745  Fifth  Avenue,  New  York  22,  New  York 
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ONE  TUBE  DOES  DOUBLE  DUTY 
IN  THIS  MAXICON 


Versatile  is  the  word  for  this  Maxicon.  Capable  of  a wide 
range  of  diagnostic  service,  it  has  ample  facilities  for  both 
radiography  and  fluoroscopy,  horizontally  and  vertically. 

Hand-tilt  or  motor-driven,  the  single-tube  radiographic 
and  fluoroscopic  table  is  designed  for  operation  with  100 
or  200  ma  generators.  Its  table-mounted  tube  stand  makes 
it  compact  — ideal  for  small  room. 

See  your  x-ray  representative  or  write  X-Ray  Depart- 
ment, General  Electric  Company. 


GENERAL 


ELECTRIC 


Direct  Factory  Branch:  821  West  Adams,  PHOENIX 
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H.  P.  S.  Sixty  is 
supplied  in  1 lb. 
and  4 lb.  tins. 


....  yet  as  delicious 
as  any  milk  beverage 

A mixture  of  milk  protein  concentrate,  soy  protein, 
whole  egg  powder,  powdered  sugar,  and  flavoring, 


H.  P.  S.  Sixty  provides 

Protein 60% 

Fat 1.5% 

Carbohydrate 27% 


This  high  protein  dietary  supplement  is  outstanding 
in  palatability.  Its  biologically  complete  proteins  are 
intact,  hence  it  is  not  burdened  by  objectionable  taste 
or  odor. 

H.P.S.  Sixty  provides  3.6  calories  per  gram,  102  cal- 
ories per  ounce. 

Prepared  with  water  according  to  directions  (6  oz. 
water,  VA  oz.  H.P.S.  Sixty),  three  daily  servings  (three  6 
oz.  glasses)  provide  77  Gm.  of  protein;  prepared  with 
skim  milk,  three  glasses  provide  96  Gm.  of  protein;  with 
whole  milk,  95  Gm.  of  protein. 

Valuable  for  use  when  the  protein  intake  must  be  in- 
creased by  the  oral  route  and  when  whole  protein  can  be 
utilized,  as  in  undernutrition,  peptic  ulcer,  hepatitis, 
chronic  diarrheal  states,  pregnancy  and  lactation,  and 
following  burns  and  other  conditions  which  raise  the 
protein  need. 

SMITH-DORSEY,  Lincoln,  Nebraska 

A Division  of  THE  WANDER  COMPANY 
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Telephone  Answering  Service 

Southwest  Telephone  & Secretarial  Service 

WAY  LAND'S 

24  Hour  Service  For 

TWO  STORES 

“Professional  People  — “Small  Business  — “Doctors 

Any  time  you’re  out  we  answer  your  telephone 

and  take  your  message. 

☆ 

Member  of  National  Associated  Telephone  Exchanges 

2nd  Floor,  207  E.  Pennington  — Phone  3-3601 
East  Office  Branch,  3232  E.  1st  St.  — Phone  6-2461 

Wayland's  Prescription  Pharmacy 

Tucson,  Arizona 

13  E.  Monroe  Street 

Phone  4-4171 

Our  members  are  dairymen  whose  busi- 

Wayland's  McKinley  Pharmacy 

ness  is  supplying  good  milk  tor 

138  W.  McKinley  Street 

(fjE&STE&§ 

Phone  4-7243 

PHOENIX.  ARIZONA 

milk  and  milk  products. 

☆ 

We  are  aware  of  the  importance  of  good 

milk  to  good  health  and  of  our  obligation 
to  supply  a product  which  will  merit  your 
confidence. 

ARIZONA  MILK  PRODUCERS 

422  Heard  Building  Phone  3-0893 

FREE  DELIVERY 

Refresh... add  zest 
to  the  hour 
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Therapy  for  Vascular 
Headache  to  Reverse  the 
Physiologic  Disturbance 


Headache,  a problem  encountered  in  all  kinds  of  medical 
practice,  may  occur  in  association  with  any  of  a variety  of  dis- 
orders, some  organic,  other  purely  functional. 

Among  the  several  types,  functional  headaches  present  the 
greatest  problem  because  of  their  obscure  etiology  and  re- 
current nature. 

Among  these  are: 

Migraine  (both  classical  and  variant  forms) 
Tension  headache 
Psychogenic  headache 
Histaminic  cephalgia 

Wolff  and  his  co-workers  established  that  the  pain  of  these 
headches  is  due  to  disturbance  of  the  tonus  of  cranial  blood 
vessels  — hence  the  term  vascular  headaches. 

The  craniovascular  changes  associated  with  the  several 
phases  of  the  typical  migraine  attack  are: 

Vasoconstriction  — to  which  the  visual  prodro- 
mata  are  attributable.  It  is  possible  to  abort  the 
attack  during  this  phase  in  all  but  a few  cases. 

(See  treatment  below.) 

Vasodilatation  — as  the  vessels  lose  their  tone, 
exaggerated  pulsations  set  in,  resulting  in  the 
throbbing  pain  which  characterizes  vascular 
headache.  Treatment  for  the  attack  is  still  effec- 
tive during  this  phase.  (See  below.) 

Vessel  Edema  — if  the  vasodilation  continues 
for  too  long,  vessel  walls  become  edematous; 
this  changes  the  character  of  the  pain  to  a steady, 
intense  aching.  The  attack  can  now  no  longer  be 
checked,  even  with  maximum  dosage  of  specific 
drugs.  Moreover,  sustained  headache  often  in- 
duces reflex  neck  muscle  tension,  a source  of 
residual  pain. 

Therapy:  1.  Reduce  the  frequency  of  attacks  — psycho- 
therapy and  regulation  of  living  habits  to  avoid  fatigue  and 
nervous  tension. 

2.  Relieve  the  acute  attack  — of  the  numerous 
drugs  which  have  been  tried,  ergotamine  and  its  derivative 
preparations  have  proved  most  effective.  The  newest  product 
is  oral  tablets  of  Cafergot®,  N.  N.  R.  (ergotamine  with  caffe- 
ine 'Sandoz')-  When  dosage  is  adjusted  to  the  needs  of  the 
individual,  Cafergot  will  give  good  relief  in  85%  of  cases.  It 
enables  a greater  number  of  patients  to  benefit  from  early  ad- 
ministration since  the  oral  route  simplifies  treatment  as  com- 
pared to  parenteral  therapy. 

The  dosage  procedure  is: 

1.  Take  2 tablets  at  first  sign  of  the  attack. 

2.  If  attack  continues,  take  one  additional 
tablet  every  Vi  hour  until  attack  is 
terminated  (max.  6 tabs,  per  attack). 


Many  migraine  patients  delay  taking  medication  until  the 
attack  is  at  its  height.  Explicit  dosage  instructions  may  be 
forgotten  unless  the  patient  comes  to  realize  their  importance. 
Therefore,  to  encourage  adherence  to  correct  procedure,  we 
have  prepared  pads  outlining  detailed  dosage  instructions. 
Supplies  of  these  INSTRUCTION  SLIPS  will  gladly  be  sent 
upon  request. 


GENERAL  REFERENCES:  Dejong,  R.:  Chicago  M.  Soc. 
Bull  54:  106.  1951.  Friedman,  A.:  Modern  Headhche 
Therapy,  St.  Louis,  C.  V.  Mosby  Co.,  1951.  Wolff,  H.: 
Headache  and  Other  Head  Pain,  N.  Y.,  Oxford  Univ. 
Press.  1948. 


Sandoz  JPharmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
68  CHARLTON  STREET,  NEW  YORK  14,  N.  Y. 


In  very  special  cases 

A very  superior  Brandy 


THE  WORLD'S  PREFERRED 


COGNAC  BRANDY 

Sc  hie  ft  el  in  & Co  , New  York  N Y. 


MILLAM  & WIKLE 

STATIONERS 

Phone  3-0S8S 
22  East  Monroe 
Phoenix 


STATIONERY 

OFFICE  SUPPLIES 

OFFICE  EQUIPMENT 
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Continuous  relief 


2/1724M 


24-hour  allergic  'protection  . . . For  the  allergic  patient, 

doubled  duration  of  Pyribenzamine 
relief  may  be  simply  attained: 

• ■ • 5°  uncoated  Pyribenzamine 
Tablets  (50  mg.)  and 
50  specially-coated  Pyribenzamine 
Delayed  Action  Tablets  (50  mg.). 

Sig  . . . One  of  each  after  breakfast 
and  after  the  evening  meal. 

Pyribenzamine  relief  will  be 
continuous,  for  the  specially-coated 
Delayed  Action  Tablet  begins 
to  act  as  the  effect  of  the  uncoated 
tablet' tapers  off.  This  convenient 
“two-tablet  regimen”  affords 
the  patient  an  allergy-free  day 
and  a restful  allergy-free  night. 


Clba  Pharmaceutical  Products,  Inc.,  Summit,  New  Jersey 
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LOCAL  AND  REGIONAL  ANALGESIC  INJECTIONS 
IN  PAINFUL  MUSCULOSKELETAL  CONDITIONS 


Otto  Steinbrocker,  M.  D. 
New  York  City 


INTRODUCTION:  In  many  musculoskeletal 

disorders  the  general  and  local  symptoms  fre- 
quently are  dominated  by  persistant  pain  and 
disability  which  fail  to  respond  to  systemic  and 
local  measures.  A vicious  circle  of  pain,  muscle 
spasm,  disability  and  even  deformity  often 
appears  to  be  produced  and  perpetuated  to  a 
great  extent  by  the  intractable  discomfort.  Owing 
to  the  dynamic  role  played  by  localized  pain,  as 
well  as  the  need  for  its  relief,  there  has  been 
an  extensive  search  for  some  direct  method  of 
abolishing  pain,  or  at  least  to  minimize  it  until 
the  usual  measures  achieve  their  more  gradual 
effects.  The  principles  and  techniques  of  regional 
and  local  anesthesia  and  analgesia,  therefore, 
have  been  widely  adapted  to  neuromusculo- 
skeletal  conditions  for  these  purposes. 

RATIONALE  AND  ACTION  OF  ANALGESIC 
INJECTIONS:  The  rationale  of  these  procedures 
simply  is  to  interrupt  the  pain  circuit  by  local  in- 
jections at  the  site  of  pain  or  irritability,  at  the 
origin  of  pain  radiation  or,  finally,  at  the  source 
of  nerve  supply  to  the  involved  part(  regional 
or  paravertebral).  Usually  one  or  two  hours 
or  more  of  local  anesthesia  follows.  It  is  a 
generally  accepted  empirical  observation  that 
in  many  cases  analgesia  continues  long  after  the 
anesthesia  disappears.  Varying  degrees  of  anal- 
gesia often  persist  for  one  or  several  days  to 
weeks,  or  permanently,  when  procaine  solution 

Read  before  Arizona  Chapter  American  Academy  of  General 
Practice,  Sixteenth  Annual  MeeLng  Arizona  Medical  Associ- 
ation, Tucson,  Arizona,  April  30,  1951.  From  the  Rheumatology 
Dep’t.,  Hospital  for  Joint  Diseases  and  Lenox  Hill  Hospital. 


or  a related  subsance  has  been  administered  at 
the  proper  location  with  correct  technique.  The 
degree  of  response  and  duration  of  relief  de- 
pend on  the  nature  of  the  underlying  pathology 
or  disturbed  physiology. 

TYPES  OF  ANALGESIC  PROCEDURE.  Pro- 
caine solutions  may  be  administered  for  relief  of 
pain  as  regional  blocks  by  the  paravertebral 
route  to  infiltrate  spinal  or  sympathetic  nerves 
and  ganglia,  cranial  nerves  and  ganglia,  or  to 
anesthetize  the  nerve  supply  to  a region  or  part, 
as  at  the  brachial  plexus,  or  even  to  infiltrate 
special  muscles  such  as  the  scalenus  anticus. 
Subdural  or  epidural  administration  is  done  in 
some  cases.  Alcohol  may  be  employed  for  last- 
ing effects.  All  of  these  procedures  require 
special  training. 

Local  block  is  the  infiltration  of  procaine  or 
related  solution  at  the  site  of  palpable  maximum 
tenderness,  at  a “triggerpoint”,  or  about  a peri- 
pheral nerve  trunk.  It  is  a simple  procedure  sate 
to  carry  out  with  ordinary  precautions  and  skill. 

Intravenous  procaine  solution  recently  has 
been  advocated  for  the  treatment  of  arthritis  and 
other  neuromusculoskeletal  disorders.  Our  ex- 
perience with  this  method  in  a controlled  study 
has  been  quite  unsatisfactory. 

Eythl  Chloride  Spray  is  used  for  surface  anes- 
thesia and  analgesia  by  freezing  peripheral, 
painful  and  tender  areas.  Sometimes  it  produces 
prolonged  relief  of  pain. 

DIAGNOSTIC  INJECTIONS  of  procaine  solu- 
tion provide  valuable  aid  when  correctly  carried 
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out.  They  are  employed  for  confirmation  in  the 
scalenus  anticus  syndrome,  bicipital  tendinitis, 
pyriformis  and  sciatic  syndromes,  and  in  a vari- 
ety of  other  clincial  pictures  by  intramuscular, 
peritendinous  or  perineural  infiltration;  to  estab 
lish  localization  of  maximum  tender  points  or 
“trigger  points’’  by  spot  injections  of  the  affected 
intramuscular  or  supportive  structures.  They  may 
be  utilized  to  confirm  the  diagnosis  or  the  possi- 
ble effectiveness  of  later  alcohol  blocks  or  sym- 
pathectomy, by  paravertebral  spinal  nerve  block, 
or  sympathetic  ganglion  block  with  procaine  in 
suitable  cases. 

THERAPEUTIC  INJECTIONS:  The  thera- 

peutic injection  of  analgesic  solutions  for  mus- 
culoskeletal pain  is  carried  out,  following  thor- 
ough examination  to  identify  the  source  of  pain, 
particularly  visceral  disease,  after  at  least  a 
tentative  diagnosis  has  been  made  and  when 
localizing  signs  are  present.  In  such  situations 
analgesic  injections  may  prove  a valuable  ad- 
junct, when  the  usual  measures  have  failed  to 
relieve  pain,  muscle  spasm,  stiffness,  or  dis 
ability.  In  traumatic,  degenerative  and  “idio- 
pathic" irritative  processes  of  periarticular  tissues 
and  nonarticular  supportive  structures,— muscles, 
ligaments,  tendons,  bursae  and  nerves,  in  the 
neck,  back  and  extremities— correct  injection 
therapy  frequently  provides  palliation  and  con- 
tributes to  lasting  relief.  Inflamed  joints  or  peri- 
articular structures  are  not  injected.  Intraartic- 
ular  infiltration  is  rarely  required  or  carried 
out  by  us. 

PRINCIPLES  OF  LOCAL  ANALGESIA:  In 
general,  for  those  not  trained  in  regional  anes- 
thesia, the  safest  rule  is  to  inject  only  sore  points 
that  can  be  localized  with  the  palpating  finger. 
The  point  or  points  of  maximum  tenderness 
should  be  found  and  marked.  Pressure  there 
may  reproduce  the  pain  and  radiation.  The  in- 
jecting needle  may  reprovoke  the  pain  and  its 
radiation  when  it  penetrates  the  tender  spot.  In- 
filtration with  procaine  may  partly  or  entirely 
abolish  the  signs  and  symptoms  within  5-10 
minutes.  Points  of  lesser  soreness  are  not  injected. 
Skin  hyperesthesia  should  be  determined  by 
pinch  or  scratch  over  the  tender  spot,  lest  it  be 
part  of  a larger  area  of  superficial  hyperesthesia. 
A simple  skin  wheal  is  made  for  entry  of  the 
deep  injection.  A preliminary  subcutaneous  in- 
troduction of  a few  c.c.  of  normal  saline  solution 
serves  as  a useful  control.  No  more  than  5 c.c.  ot 
M>%  procaine  solution  (or  similar  substance)  is 


injected  at  first  to  be  sure  of  the  patient’s  toler- 
ance. Inadequate  relief  after  2-3  infiltrations  re- 
quires a search  for  better  localization  of  the  point 
of  maximum  tenderness,  consideration  of  a 
regional  block  or  reexamination  of  the  signs  and 
the  diagnosis. 

Dosage  and  Frequency  of  injection  of  procaine 
depend  on  the  extent  of  tissue  to  be  infiltrated 
and  the  severity  of  the  pain  and  disability.  At 
the  first  session  we  use  no  more  than  5 c.c.  ot 
V2%  solution.  In  peripheral  tissues  2-20  c.c.  or 
*/2%  or  1%  procaine  solution  may  be  employed 
subsequently.  In  acute  traumatic  lesions  3-5 
daily  injections  sometimes  become  necessary. 
In  chronically  painful  disorders  two  injections 
a week  suffice  until  improvement  occurs,  then 
once  every  5-7  days.  It  is  unnecessary  to  persist 
until  pain  and  disability  are  completely  abol- 
ished. When  these  symptoms  are  greatly  im- 
proved, simpler  adjuncts,— oral  analgesics,  physi 
cal  modalities  and  exercises,  are  relied  on  U 
complete  the  recovery. 

HAZARDS  AND  PRECAUTIONS 
IN  REGIONAL  AND  LOCAL  BLOCKS 

Major  Procaine  Flazards  consist  of  accidental 
-intravenous  injection  of  a large  amount  and 
hypersensitivity  even  to  a small  dose.  Previous 
history-taking  is  helpful. 

Minor  Procaine  Reactions  are  encountered  in 
up  to  30%  of  patients.  They  consist  of  any  one 
or  more  of  the  following:  slight  dizziness,  pallor, 
sweating,  tachycardia,  palpitation,  weakness, 
nausea,  “remoteness”,  occasionally  fainting. 
These  symptoms  appear  within  5-15  minutes 
after  the  injection,  but  they  may  be  delayed  for 
a few  hours.  Sometimes  it  is  difficult  to  decide 
whether  the  reaction  is  due  to  hypersuscepti- 
bility or  simple  fright.  The  possibility  of  these 
reactions  always  should  be  mentioned  tactfully 
in  advance.  Should  any  of  them  occur,  it  is 
taken  for  granted  by  the  patient. 

Use  of  Barhituates,  1 1-2  gr.  orally  an  hour  be- 
fore treatment  is  a routine  premedication.  Foi 
emergency,  in  case  of  accidental  intravenous  in- 
jection of  a large  amount  of  procaine,  or  foi 
symptoms  of  severe  procaine  hypersensitivity,  an 
ampule  of  one  of  the  intravenous  barbiturate 
preparations,  such  as  sodium  evipal  or  sodium 
pentobarbital  should  be  kept  handy  for  quid 
use  if  necessary. 

Relaxation  of  the  patient  is  assured  by  placing 
her  in  the  most  comfortable  position  for  the  pro- 
cedure. 
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Aspiration,  when  the  needle  is  in  place,  is 
always  done  before  injecting  and  is  repeated  in- 
termittently during  infiltration,  to  be  sure  the 
needle-point  has  not  entered  a blood  vessel.  If 
blood  returns,  the  needle  is  withdrawn  and 
gentle  pressure  is  used  for  a minute  or  so.  The 
puncture  is  repeated  then  at  a short  distance 
from  the  first  point  of  penetration  and  adminis- 
tration of  the  dose  completed.  Too  superficial 
injection  is  followed  by  bulging.  It  may  alarm 
the  patient  unless  it  has  been  mentioned. 

Relief  of  “ after-pain ’ may  be  required  when 
soreness  at  the  injection  site  occurs  for  several 
hours  or  longer  following  treatment.  This  symp- 
tom is  apt  to  be  transient,  otherwise  it  is  re- 
lieved by  a hot  water  bottle  or  warm  bath  fol- 
lowed by  gentle  massage  at  the  site. 

Care  in  inserting  the  needle  should  always  be 
exercised  by  directing  it  slowly  and  gently  with 
a minimum  of  manipulation  to  avoid  trauma- 
tizing tissues,  especially  blood  vessels  and  nerves. 
Rarely,  when  these  precautions  are  not  observed, 
a needle-point  is  broken  and  embedded  in  perio- 
steum. 

Aseptic  Precautions  should  be  followed  at  all 
times.  Before  making  each  wheal  a generous 
circle  of  skin,  over  and  about  the  point  to  be 
penetrated,  is  cleansed  with  pure  alcohol. 

Fresh,  undeteriorated  solutions  without  adren- 
alin are  used,  and  they  are  kept  at  room  tem- 
perature. 

RESULTS 

These  measures  have  proved  effective  in  a 
variety  of  musculosketal  disorders  unresponsive 
to  other  treatment  and  compared  with  control 
observations.  The  more  definite  the  objective 
signs  associated  with  pain,  the  greater  is  the 
reliance  to  be  placed  on  the  effects  of  analgesic 
procedures.  Demonstrable,  anatomically  consis- 
tent tenderness,  hyperesthesia,  muscle  spasm, 
and  limitation  of  function  offer  tangible  evidence 
for  diagnosis  and  localization.  Such  signs  also 
serve  as  criteria  by  which  therapeutic  response 
can  be  gaged  without  depending  upon  the 
patient’s  opinion.  The  results  are  not  uniform 
for  all  the  conditions  amenable  to  such  therapy, 
and  depend  on  the  type  and  severity  of  the 
varied  disturbances  treated  by  these  methods.  In 
local  disorders,  or  in  regions  where  nerves  are 
accessible,  the  outcome  is  likely  to  be  highly 
satisfactory  in  over  70%  of  the  cases.  Successful 
therapy  in  conditions  like  backache,  for  example. 


depends  as  much  on  the  correct  diagnosis  and 
localization  of  the  seat  of  trouble  as  upon  the 
analgesia  itself.  In  early  degenerative  arthritis 
of  a knee  with  secondary  irritative  phenomena 
about  the  joint,  periarticular  injection  proves 
more  helpful  than  in  advanced  articular  dis- 
organization where  effects  are  too  brief  to  be 
useful.  Infiltration  of  soft  tissue  lesions,  which 
provide  reliable  localization  and  can  readily  be 
reached  by  the  needle,  gives  a high  frequency  of 
lasting  relief,  if  they  are  primarily  local  proces- 
ses rather  than  referred  symptoms. 

COMMON  CAUSES 
OF  UNSUCCESSFUL  TREATMENT 

As  with  many  empirical  measures  the  margin 
of  failure  varies  with  the  skill  and  enthusiam  of 
the  observer.  Careful  diagnosis,  localization  and 
technique  make  for  better  results  and  fewer 
reactions.  An  unsatisfactory  outcome  is  the  rule 
when  procaine  solution  is  administered  undei 
the  following  circumstances:  advanced  path- 
ology of  joints  or  soft  tissues;  in  patients  with 
uncorrected  defects  in  body  mechanics;  wrong 
diagnosis  or  localization  of  the  source  of  pain, 
distant  referred  areas  of  pain  transformed  into 
areas  of  temporarily  deferred  pain;  undiagnosed 
multiple  lesions;  unrecognized  superficial  hyper- 
esthesia; somatizations  and  conversion  syn- 
dromes. 

THE  PLACE  OF  ANALGESIC  INJECTIONS 
IN  MUSCULOSKELETAL  DISORDERS 

Procaine  solution  is.  of  course,  not  a solvent 
for  deranged  or  degenerated  tissue.  Although  a 
highly  diffusable  preparation,  it  cannot  be  ex- 
pected to  trap  vague,  intractable  aches  and  dis 
comforts.  These  analgesic  procedures  are  indi- 
cated only  after  proper  examination  and  at 
least  a tentative  diagnosis.  Except  when  acute 
discomfort  of  definite  musculosksletal  origin 
must  be  relieved,  the  usual  accepted  thera- 
peutic measures  first  should  be  permitted  a fair 
trial. 

Analgesic  injections  or  blocks, therefore,  are 
employed  as  highly  selective  procedures,  alone 
or  as  adjuncts  to  other  medical  measures  oi 
physical  modalities.  In  our  experience  about  20% 
of  consecutive  patients  with  locomotor  disorders 
are  suitable  for  diagnostic  or  therapeutic  pro- 
caine administration.  The  proper  use  of  these 
procedures  accelerates  and  amplifies  the  effec- 
tiveness of  our  resources  in  the  differentiation 
and  management  of  painful  musculoskeletal 
conditions. 
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CARCINOMA  OF  THE  LUNG 
ASSOCIATED  WITH  CHRONIC  PULMONARY  DISEASE 

I.  Walzer,  M.  D. 

Whipple,  Arizona 


The  basis  of  this  report  is  a study  of  twenty- 
eight  cases  of  carcinoma  of  the  lung  admitted  to 
the  Whipple  Veterans  Hospital  in  the  five  years 
prior  to  July.  1951.  Thirteen  of  these  have  been 
in  the  past  year.  During  this  five-year  period 
the  total  of  all  carcinomas  was  seventy-two.  The 
figures  are  incomplete  but  the  proportion  ol 
lung  cancers  to  other  type  of  carcinoma  is 
significant. 

Of  the  twenty-eight  patients  with  carcinoma 
of  the  lung  thirteen  had  chronic  pulmonan 
disease.  There  were  five  with  pulmonary  tuber- 
culosis but  only  one  with  active  tuberculosis,  four 
with  asthma,  three  with  bronchiectasis,  one 
with  pneumoconiosis,  and  one  with  mod- 
erately severe  emphysema.  Emphysema  was 
present  in  most  of  the  thirteen  patients  in  vary- 
ing degree.  Of  the  twenty-eight  patients,  six 
(21%)  had  resectable  lesions,  and  of  the  six,  two 
had  chronic  lung  disease,  one  asthma  and  the 
other  bronchiectasis.  Four  of  the  twenty-eight 
patients  had  so  much  non-malignant  pulmonary 
disease  as  to  preclude  surgical  treatment  of  the 
carcinoma.  One  of  the  four  had  far  advanced 
active  tuberculosis  and  three  had  very  severe 
pulmonary  fibrosis  and  emphysema  with  asthma. 
Of  the  thirteen  patients  with  bronchogenic  car- 
cinoma complicating  their  previous  respiratory 
disease,  three  had  no  definite  symptoms  referable 
to  carcinoma  of  the  lung,  and  separable  from 
those  complaints  caused  by  their  pre-existing 
disease.  One  of  these  had  a small  unsuspected 
bronchogenic  carcinoma  which  was  found  at  post 
mortem  examination.  The  other  ten  patients  had 
a definite  change  in  symptoms,  including  re- 
current respiratory  infections,  hemoptysis,  weight 
loss,  increasing  cough  and  chest  pain.  The  new 
symptoms  had  been  present  for  from  three 
months  to  one  year.  All  of  these  patients  were  ad 
mitted  to  the  hospital  with  an  admitting  diagnosis 
of  pulmonary  disease,  whereas  of  the  group  ot 
fifteen  without  pre-existing  chronic  lung  disease 
five  were  admitted  with  no  pulmonary  diagnosis. 

Reviewed  in  the  Veterans  Administration  and  published  with 
the  appioval  of  the  Chief  Medical  Director.  The  statements 
and  conclusions  published  by  the  author  are  the  result  of  hic 
own  study  and  do  not  necessarily  reflect  the  opinion  or  policy 
of  the  Veterans  Administration. 

From  the  Department  of  Medicine,  Veterans  Administration 
Center,,  Whipple,  Arizona. 

Read  at  Regional  Meeting  of  the  Amciican  College  of  Physic- 
ians, Phoenix,  September  29,  1951. 


one  peptic  ulcer,  one  arthritis,  two  heart  diseasf 
and  one  paroxysmal  auricular  fibrillation.  Three 
patients,  all  in  the  past  year,  were  referred  to 
the  hospital  after  local  chest  x-ray  survey,  two 
of  them  being  in  the  group  with  pre-existing 
lung  disease.  A few  illustrative  cases  of  broncho- 
genic carcinoma  are  presented. 

CASE  I:  H.  H.  This  fifty-three  year  old  white 
male  was  admitted  to  Whipple  October  8,  1945. 
The  patient  had  noted  cough,  chest  pain  and 
weight  loss  for  eight  months  before  admission. 
Physical  examination  on  admission  showed  ema- 
ciation, dullness  and  rales  over  the  upper  half 
of  the  chest  bilaterally  and  clubbing  of  the 
fingers.  Sedimentation  rate  was  markedly  ele- 
vated. There  was  a mild  anemia.  Sputum  smears 
were  persistently  positive  for  acid  fast  bacilli. 
X-ray  showed  far  advanced  bilateral  tuberculosis. 
In  August,  1946,  a small  round  lesion  was  noted 
in  the  right  upper  lobe,  and  as  seen  on  serial  films 
grew  progressively  larger.  The  patient  refused 
diagnostic  studies  but  it  was  apparent  clinically 


CASE  I: 

Fig.  1-a.  Chest  film  on  October  9,  1945  reveals  infiltration  in 
both  upper  lobes  with  cavitation,  and  scattered  infiltration 
bilaterally. 
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Fig.  1-b.  May  28,  1948— A large  “cannon  ball”  shadow  is 
seen  in  the  right  mid  lung  field  and  there  is  increase  in  the 
infiltration  in  both  upper  lobes. 


that  he  had  carcinoma  of  the  lung.  Shortly  before 
death  in  January,  1949  he  developed  localized 
convulsions.  Post  mortem  examination  showed 
bilateral  cavitary  pulmonary  tuberculosis  and 
a carcinoma  of  the  right  upper  lobe  with  metas- 
tases  to  the  adrenals  and  brain. 

CASE  II.  J.  J.  H.  This  sixty-one  year  old 
white  male  had  a history  of  asthma  since  1933, 
with  numerous  hospitalizations  over  the  past 
fifteen  years  for  frequent  chest  colds  and  bron- 
chitis. During  that  time  shortness  of  breath 
became  progressively  worse  with  progressive 
weight  loss,  and  several  physical  examinations, 
during  this  period  revealed  marked  emphysema 
with  a constant  finding  of  bilateral  wheezes  and 
rales. 

In  January  of  1949  the  patient  was  hospitalized 
at  the  Veterans  Hospital,  Wood,  Wisconsin,  with 
a complaint  of  pain  in  the  left  lower  chest  asso- 
ciated with  respiration,  increased  cough  and 
hemoptysis  present  for  a few  days  and  slight 
fever.  Physical  examination  showed  marked 
emphysema,  bilateral  wheezes  and  rales,  and  a 
friction  rub  over  the  left  chest,  clubbed  fingers 
and  emaciation.  Chest  x-ray  showed  emphysema 
and  fibrosis,  with  a slight  pneumonitis  in  the 
right  and  left  lower  lung  fields.  Sputum  studies 
were  negative.  The  patient  improved  on  peni- 


cillin but  refused  bronchoscopy  and  bronchog- 
raphy. 

In  August  of  1949  the  patient  had  a G-I  series 


CASE  II: 

Fig.  2-a.  Chest  film  on  February  11,  1949  shows  pulmonary 
fibrosis  and  emphysema  with  pneumonitis  in  both  lower  lung 
fields. 


Fig.  2-b.  August  11,  1949— A confluent  infiltration  is  seen  in 
the  right  lower  lobe. 
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for  abdominal  complaints  and  fluoroscopy  show- 
ed a density  at  the  right  base,  the  patient  being 
returned  to  the  hospital.  At  this  time  he  showed 
low  grade  fever,  leukocytosis  and  elevated  sedi- 
mentation rate.  His  onlv  chest  complaint  was 
cough  with  considerable  expectoration,  but  no 
hemoptysis  since  the  previous  admission.  In 
November  of  1949  the  patient  consented  to 
bronchoscopy  and  a tumor  mass  was  seen  in  the 
right  main  stem  bronchus  just  distal  to  the  right 
upper  lobe  bronchus.  Biopsy  showed  a squam- 
ous cell  carcinoma.  The  patient’s  disease  was 
considered  inoperable  because  of  the  associated 
lung  disease.  The  patient  left  Wood,  Wisconsin 
and  came  to  Whipple  January  17,  1950,  where 
he  died  March  11,  1950.  Post  mortem  examina- 
tion revealed  a tumor  growing  into  and  almost 
occluding  the  right  lower  lobe  bronchus.  Tht 
entire  lower  lobe  was  consolidated  and  on 
section  showed  marked  dilatation  of  the  bronchi 
and  bronchioles  which  were  filled  with  pus; 
consolidation  and  small  abscess  formation  were 
found  in  the  surrounding  lung.  The  impression 
was  that  of  chronic  bronchiectasis  with  recent 
changes  due  to  bronchial  stenosis.  Extensive 
emphysema  was  noted  in  both  lungs.  Tumor 
tissue  was  found  in  the  regional  lymph  nodes 


CASE  111: 

Fig.  3-a.  Chest  film  on  October  2,  1945  shows  pleural 
thickening  over  both  apices  with  fibrotic  lesions  in  the  rignt 
2nd  and  3rd  anterior  interspaces  and  calcific  lesions  overlying 
the  left  2nd  anterior  rib. 


and  the  liver. 

CASE  III.  F.  W.  This  white  male  was  first 
admitted  to  Whipple  April  15,  1947  at  the  age 


Fig.  3-c.  January  10,  1950— A large  mass  is  seen  in  the 
right  upper  lobe. 
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of  twenty-seven.  Pulmonary  tuberculosis  had 
been  diagnosed  while  the  patient  was  in  the 
Army  after  his  return  from  a German  prison 
camp.  X-ray  here  showed  a fibrotic  area  in  the 
right  upper  lobe  with  a healed  lesion  in  the  let' 
upper  lobe.  Physical  examination  was  essen 
tially  negative.  No  acid  fast  bacilli  were  found 
and  the  patient  was  discharged  with  a diag- 
nosis of  arrested  pulmonary  tuberculosis  March 
23,  1948,  after  completing  a urogram  of  gradu- 
ated exercise  under  observation.  He  was  hos- 
pitalized for  observation  during  February  and 
March  of  1949  and  continued  as  an  arrested  case. 
January  6,  1950  he  was  readmitted  with  a diag- 
nosis of  reactivated  pulmonary  tuberculosis.  He 
complained  of  pain  in  the  right  upper  chest, 
weight  loss  and  difficulty  in  swallowing,  the  com- 
plaints having  been  present  for  two  months  be- 
fore admission.  Physical  examination  showed 
increased  tactile  fremitus  and  a few  rales  over 
the  right  upper  lobe  and  later  a right  sided 
wheeze  was  noted.  Sedimentation  rate  was  in- 
creased and  leukocytosis  was  present.  The  chest 
x-ray  showed  a mass  lesion  in  the  right  uppei 
lobe.  Bronchoscopy  did  not  show  an  endobron- 
chial lesion.  Surgery  on  January  25,  1950  re- 
vealed an  inoperable  carcinoma  of  the  right 


CASE  IV: 


Fig.  4-a.  Chest  film  on  November  7,  1950  shows  emphysema, 
old  fibrous  pleuritis  and  a nodular  infiltration  involving  the 
right  lower  lobe. 


lung.  Patient  was  transferred  to  another  hos- 
pital for  x-ray  treatment  where  he  died  March 
23,  1951.  Post  mortem  examination  showed  an 
anaplastic  bronchogenic  carcinoma  of  the  right 
upper  lobe,  with  metastases  to  the  chest  wall 
and  adrenals.  No  active  pulmonary  tuberculosis 
was  noted. 

CASE  IV.  J.  B.  This  fifty-nine  year  old 
white  male  was  admitted  October  14,  1950  with 
an  admitting  diagnosis  of  asthma.  Respiratory 
distress  had  been  present  since  1933  and  was 
diagnosed  as  asthma.  The  respiratory  difficulty 
did  not  become  disabling  until  1942;  symptoms 
of  respiratory  insufficiency  increased  markedly 
from  that  time.  Since  1946  he  had  had  frequent 
respiratory  infections,  worse  In  the  winter,  and 
had  lost  forty  pounds  since  1948.  He  had  been 
sent  to  Arizona  from  the  Middle  West  in  1946 
for  climatic  relief.  His  complaints  on  admission 
were  wheezing,  shortness  of  breath  and  produc- 
tive cough  without  hemoptysis.  Initial  physical 
examination  showed  a markedly  emaciated  white 
male.  A-P  diameter  of  the  chest  was  greatly- 
increased  and  respiratory  excursion  was  poor. 
The  chest  was  hyperresonant  and  coarse  rhonchi 
were  heard  bilaterally.  Dyspnea  was  present 
at  rest.  X-ray  of  the  chest  showed  extensive 


Fig.  4-b.  May  23,  1951— The  shadow  in  the  right  lower  lobe 
is  now  dense  and  homogeneous  and  there  is  a suggestion  of  a 
pleural  effusion. 
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fibrosis  and  emphysema  with  an  inltration  in  the 
right  lower  lobe.  The  presence  of  fluid  in  the 
right  pleural  cavity  was  suggested  by  x-ray  but 
attempts  at  aspiration  yielded  no  fluid.  The  ini- 
tial impression  was  pneumonitis,  secondary  to 
bronchiectasis,  and  later  lipoid  pneumonia  and 
carcinoma  were  considered.  Bronchoscopy 
showed  no  endobronchial  lesion  but  pus  was 
noted  in  the  bronchi  bilaterally.  Bronchial  as- 
pirations and  sputa  were  negative  for  tumoi 
cells,  acid  fast  bacilli  and  fungi.  Serial  x-ray 
films  were  quite  suggestive  of  malignant  disease 
but  the  severity  of  the  patient’s  chronic  pulmon- 
ary disease  made  surgerv  unfeasible.  Terramy- 
cin  kept  the  patient  free  of  fever.  When  the 
antibiotic  was  stopped  he  would  invariably  de- 
velop fever  again.  Downhill  course  continued 
and  the  patient  died  June  3,  1951.  Post  mortem 
examination  showed  a carcinoma  of  the  right 
lower  lobe  bronchus,  3.5  cm.  from  its  origin, 
obstructing  the  lumen  almost  completely.  Distal 
to  the  obstruction  an  abscess  5 cm.  in  diameter 
was  noted,  and  bronchi  distal  to  tumor  were 
dilated  and  filled  with  pus.  There  was  ver\ 
extensive  emphysema  and  moderate  scattered 
bronchiectasis. 

CASE  V.  F.  J.  W.  This  fifty-one  year  old 
white  male  was  seen  April  27,  1951.  He  had  had 
a cough  for  many  years  and  had  been  told  he 
had  bronchiectasis  some  years  ago.  During  a 
routine  examination  in  September  of  1950  a 
discrete  round  lesion  was  noted  in  the  left 
upper  lobe.  He  was  hospitalized  in  October 
1950  at  another  hospital  for  investigation.  Bron- 
choscopy was  negative  as  were  sputum  studies, 
and  he  was  told  the  lesion  was  an  old  scar.  In 
January  of  1951  his  cough  increased  and  he  de- 
veloped fever  and  chills.  He  was  treated  suc- 
cessively with  penicillin,  aureomycin  and  ter- 
ramycin.  On  March  30,  1951  he  coughed  up  a 
piece  of  tissue  which  he  took  to  his  doctor  and 
a squamous  cell  carcinoma  was  found  on  sec- 
tion of  this  tissue.  When  the  patient  was  seen 
here  he  had  a slight  cough  with  a small  amount 
of  mucoid  sputum.  Before  treatment  with  anti 
biotics  the  sputum  had  been  profuse  and  clear 
in  color.  Streaking  had  been  noted  several  times 
in  1951.  Physical  examination  was  negative  and 
there  had  been  no  weight  loss.  Chest  x-ray 
showed  a density  at  the  right  base  suggesting 
a segmental  collapse  of  the  right  lower  lobe 
and  the  possibility  of  a small  right  pleural  effu- 
sion. A nodular  density  one-half  cm.  in  dia- 


CASE  V: 

Fig.  5.  Chest  film  on  April  27,  1951  shows  a round  shadow 
0.5  cm.  in  diameter  in  the  2nd  left  anterior  interspace  and  a 
density  at  the  right  base,  suggestive  of  a segmental  collapse  of 
the  right  lower  lobe  and  the  possibility  of  a small  right  pleural 
effusion. 

meter  was  noted  in  the  left  second  interspace. 
The  patient  was  transferred  to  the  Veterans  hos 
pital  at  Long  Beach,  California,  where  on  bron- 
choscopy tumor  was  found  in  the  right  lower 
lobe  bronchus,  and  right  pneumonectomy  was 
done  May  10,  1951.  The  excised  lung  showed 
in  the  lower  lobe  a squamous  cell  carcinoma  and 
chronic  bronchiectasis,  with  pneumonitis  and 
small  abscesses.  Follow-up  chest  film  on  Sep- 
tember 14,  1951  showed  no  change  in  the  nodulai 
lesion  in  the  left  upper  lobe  and  the  patient  was 
in  excellect  physical  condition. 

SUMMARY 

Much  has  been  written  recently  of  the  increase 
in  the  incidence  of  carcinoma  of  the  lung 
Cl,  2,  4,  5).  In  a recent  article,  Poppe(l),  re- 
viewing a series  of  two  hundred  cases  of  pulmon- 
ary carcinoma  in  Portland,  Oregon,  in  the  past 
five  years,  found  the  incidence  of  carcinoma  ol 
the  lung  second  onlv  to  malignancy  of  the  G-l 
tract.  Moyer  and  Ackerman  (2,  3)  report  that 
carcinoma  of  the  lung  constitutes  6 to  10%  of 
all  carcinomas.  Ochsner(4)  found  86.4%  of  car- 
cinoma of  the  lung  in  his  series  of  four  hundred 
twelve  cases  were  in  males,  and  85%  of  the  cases 
of  carcinoma  of  the  lung  in  Hollingsworth’s(5) 
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series  were  in  men.  At  this  hospital  in  the  past 
five  vears  carcinoma  of  the  lung  has  constituted 
39%  of  the  total  number  of  carcinomas.  The 
Whipple  Veterans  Hospital  has  an  exclusively 
male  patient  population  and  a high  percentage 
of  the  patients,  whatever  their  admission  com- 
plaints, have  chronic  pulmonary  disease.  Many 
veterans  from  all  over  the  country  with  chronic 
pulmonary  disease  have  either  been  sent  or  come 
of  their  own  volition  to  the  Southwest  seeking 
climatic  relief.  These  factors  contribute  to  the 
disproportionate  percentage  of  pulmonary  neo- 
plasms at  this  hospital. 

Phillips  and  Morrison(6)  cite  a case  of  bron- 
chogenic carcinoma  masked  by  pulmonary  tu- 
berculosis. Numerous  such  cases  have  been 
reported  and  a figure  of  1.5%  has  been  given  for 
the  incidence  of  bronchogenic  carcinoma  in  pul- 
monary tuberculosis.  Moyer  and  Ackerman  (2,  3) 
stated  that  bronchiectasis  as  a result  of  bron- 
chial obstruction  and  secondary  infection  is  seen 
in  about  20%  of  the  cases  with  bronchogenic 
carcinoma.  Bronchiectasis  may  be  so  prominent 
that  correct  diagnosis  is  obscured  if  the  primary 
tumor  is  not  easily  demonstrable.  This,  of 
course,  holds  true  whether  bronchiectasis  is 
present  before  the  occurrence  of  tumor,  or,  as 
more  commonly  occurs,  is  secondary  to  the 
tumor  itself.  Localized  emphysema  is  another 
common  finding  secondary  to  the  bronchial  ob- 
struction in  carcinoma,  and  in  the  segments  of 
the  lung  distal  to  the  bronchial  obstruction, 
atelectasis,  abscess  and  pneumonitis  are  com- 
mon. Secondary  infection  is  frequent  during 
the  symptomatic  phase  of  carcinoma  of  the  lung, 
leading  to  misdiagnosis  and  misdirected  treat- 
ment usually  for  recurring  colds,  chronic  bron- 
chitis and  virus  pneumonia (7,  2,  3).  These 
complications,  due  to  infection,  are  common  in 
patients  with  chronic  lung  disease  ( fibrosis, 
emphysema,  asthma  and  bronchiectasis)  and 
occurrence  of  such  symptoms  should  lead  to 
consideration  of  the  possibility  of  bronchial 
stenosis  by  carcinoma. 

There  are  three  points  of  interest  in  the  con- 
sideration of  bronchogenic  carcinoma  associated 
with  chronic  lung  disease.  These  are  the  etio- 
logic  relationship,  the  diagnostic  difficulties  and 
the  maimer  in  which  the  pre-existent  lung  disease 
alters  the  therapeutic  approach.  This  series  of 
patients  is  too  small  to  warrant  any  definite  con- 
clusions as  to  etiologic  relationships.  The  con- 
census in  numerous  reports  in  the  literature  is 


that  the  relationship  between  tuberculosis  and 
other  chronic  lung  disease  and  bronchogenic 
carcinoma  is  coincidental.  Approximately  50% 
of  the  patients  in  this  series  with  carcinoma  or 
the  lung  had  chronic  pulmonary  disease.  Des- 
pite the  fact  that  approximately  one-half  tlic 
patients  at  the  Whipple  Veterans  Hospital  are 
being  treated  for  tuberculosis,  only  one  patient 
in  this  series  had  definitely  active  pulmonary 
tuberculosis.  In  chronic  non-tuberculous  lung 
disease,  bronchogenic  carcinoma  supervened 
very  commonly.  This  latter  finding  cannot  be 
interpreted  as  showing  any  etiologic  relation- 
ship between  the  chronic  pulmonary  disease 
and  carcinoma  of  the  lung  since  a large  per- 
centage of  the  patients  entering  this  hospital 
have  had  pulmonary  disease  for  many  years. 

The  presence  of  significant  chronic  pulmonary 
disease  had  led  in  some  cases  to  the  masking  of 
symptoms  of  carcinoma  to  a ooint  that  one  can- 
not date  the  onset  of  symptoms  due  to  the  car- 
cinoma. In  most  of  the  patients  there  was  a 
definite  change  in  type  and  severity  of  symp- 
toms. Consideration  of  the  possibility  of  car- 
cinoma of  the  lung  in  these  patients  with  tne 
appropriate  diagnostic  studies  should  lead  to  the 
correct  diagnosis.  The  patients  themselves  may 
not  be  concerned  by  new  pulmonary  symptoms 
after  years  of  coughing  and  chest  pain,  and  in 
some  of  the  patients  there  was  an  unduly  long 
delay  before  relief  was  sought.  The  percentage 
of  patients  in  the  present  series  with  resectable 
lesions  (21%)  is  about  the  average  in  pulmonary 
carcinoma  although  some  authorities  report  the 
percentage  of  patients  with  carcinoma  of  the 
lung  coming  to  resection  as  high  as  40%(1,  2,  8). 
The  percentage  of  the  patients  suitable  for  re- 
section in  this  series  was  lowered  by  the  presence 
of  those  patients  whose  non-malignant  lung  dis- 
ease had  lowered  the  respiratory  reserve  to  a 
point  where  surgery  could  not  be  considered. 
It  may  be  seen  then  that  the  presence  of  a pre- 
existing pulmonary  disease  is  another  factoi 
adding  to  the  difficulties  in  diagnosis  of  bron- 
chogenic carcinoma  and  the  application  of  cura- 
tive surgery. 

CONCLUSIONS 

1.  In  a series  of  twenty-eight  patients  with 
carcinoma  of  the  lung  seen  at  the  Whipple 
Veterans  Hospital  in  the  past  five  years,  thirteen 
had  pre-existing  chronic  pulmonary  disease. 

2.  The  existence  of  chronic  pulmonary  disease 
adds  to  the  difficulty  of  early  diagnosis  and 
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may  limit  surgical  attack  by  the  limitation  of 
respiratory  reserve. 

3.  In  view  of  the  frequent  occurrence  of  car- 
cinoma of  the  lung  in  patients  with  chronic  pul- 
monary disease,  the  diagnosis  of  bronchogenic 
carcinoma  should  be  kept  in  mind  in  the  pres 
ence  of  a change  in  symptoms  and  questionable 
x-ray  findings. 

4.  Five  case  reports  are  presented  illustrating 
some  of  the  problems  discussed. 
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NEWER  TRENDS  IN  OPHTHALMOLOGY 

C.  William  Weisser,  M.  D. 

Pittsburgh,  Pa. 


Probably  nowhere  in  the  human  body  is  there 
an  area  which  may  be  so  readily  examined  by 
simple  or  complex  apparatus  than  the  human 
eye.  It  may  be  seen  by  the  naked  eye,  by  high 
external  magnification,  by  internal  examination 
of  several  kinds,  by  transillumation,  and  bino- 
cular viewing  methods.  It  can  be  palpated, 
turned,  and  compressed.  It’s  blood  supply  can 
be  seen,  many  of  its  sensory  and  motor  neuro- 
logic sensoria  can  be  reviewed  by  objective  and 
subjective  tests. 

Because  of  these  and  othmr  peculiarities  of 
the  human  eye,  the  average  ophthalmologists 
office  looks  like  a machine  shop.  With  this  com- 
plex machinery  it  is  often  possible  to  learn  much 
about  an  eye  and  its  disease.  In  spite  of  all 
these  advantages,  there  are  exasperating  prob- 
lems. Those  outside  this  specialty  are  required 
for  help— sometimes  the  assistance  of  a number 
of  physicians  and  laboratories. 

In  recent  years  there  has  been  a steady  prog- 
ress, towards  specificity  in  diagnosis  and  treat- 
ment. So  many  have  been  these  advances  that 
review  of  them  all  is  impossible  here. 

Until  recent  years  ophthalmic  medical  arm- 
amentarium was  quite  limited.  There  were 
few  specific  curatives,  and  not  too  many  re- 
liable diagnostic  tests.  Now  innumerable  in- 
vestigative technics  as  well  as  medicines  are 
useful.  No  longer  is  a casual  look  at  a con- 
junctivitis proper  before  applying  silver  nitrate. 
It  is  not  sufficient  to  dilate  the  pupil  and  use 
milk  injections  and  salicylates  in  iritis.  More 
than  excision  of  the  prolapsed  iris  is  needed 
and  there  is  treatment  for  dense  corneal  scars. 

Read  before  Regular  Meeting  Maricopa  County  Medic..! 
Society,  Good  Samaritan  Hospital,  Phoenix,  Arizona,  Mar.  26, 
1951.' 


The  other  extreme  of  using  the  new  medica- 
ments like  penicillin  routinely  is  equally  im- 
proper. Nor  should  there  be  neglect  of  some 
of  the  older  emperic  treatments.  Long  after 
apparently  successful  newer  procedures  have 
been  proved  useless,  the  older  ones  may  still 
prove  to  be  helpful. 

Some  examples  of  specificity  in  treatment  will 
illustrate  the  above  points:— 

A premature  infant  was  seen  about  six  hours 
after  birth.  The  baby’s  eyes  exhibited  an  un- 
usual amount  of  secretion.  Because  of  the 
peculiar  greenish  appearance  of  the  secretion, 
it  seemed  that  it  might  be  pyocyaneous  infec- 
tion. After  taking  a smear  and  culture  aureo- 
mycin  ointment  was  ordered.  The  preliminary 
culture  reported  no  organisms  and  the  smeai 
showed  only  pus  cells.  The  secretion  diminish- 
ed but  was  present  in  reduced  amount  until 
the  tenth  day  when  the  culture  was  reported 
to  be  gonococcus,  penicillin  sensitive.  Penicillin 
immediately  cleared  it.  Then  why  not  use 
penicillin  routinely?  Another  patient  will  show 
why.  A baby  had  a serosanguinous  eye  secre- 
tion almost  from  birth.  A streptococcus  infec- 
tion was  suspected,  penicillin  ordered.  A 
staphylococcus,  penicillin  resistant  but  sulfa  sen- 
sitive culture  was  obtained.  It  cleared  quickly 
on  sodium  sulfacetamide. 

A man  had  recurrent  blepharitis  and  con- 
junctivitis for  years— he  had  used  a dozen  dif- 
ferent emperically  prescribed  ointments  and 
drops.  A conjunctival  culture  was  taken  and 
terramycin  ointment  prescribed.  The  culture 
grew  streptococcus  and  staphylococcus  which 
were  very  sensitive  to  chloromycetin  but  in- 
sensitive to  terramycin,  penicillin,  streptomycin 
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and  sulfanilamides.  After  a change  to  Chloro- 
mycetin drops  the  infection  cleared  and  has  not 
recurred. 

A similar  infection  in  an  elderly  lady  proved 
to  be  a dacryocystitis  caused  by  micrococcus 
tetragenous  which  also  was  sensitive  only  to 
chloromycetin. 

A patient  with  a recurrent  iritis  which  did  no! 
respond  to  ordinary  office  procedure  was  hos- 
pitalized and  brucellosis  was  discovered.  Both 
iritis  and  brucellosis  improved  rapidly  under 
chloromycetin  therapy.  A luetic  iritis  in  a dia- 
betc  was  cleared  quickly  after  initiating  peni- 
cillin treatment  when  the  Wasserman  was  founo 
to  be  positive.  A tuberculous  iritis  which  was 
thought  to  be  non  granulomatous  because  of  its 
slit  lamp  appearance  was  probably  tuberculous 
as  the  patient  had  active  tuberculosis.  His 
iritis  improved  materially  under  streptomycin 
and  P.A.S.  (para  amino  salicvlic  acid)  therapy 

These  few  cases  demonstrate  that  one  cannol 
be  too  thorough  in  ones  care  of  these  patients. 

Trauma  to  the  eye  has  always  necessitated 
individuality  of  care  and  must  be  specific  in 
various  ways.  X-ray  pictures  frequently  show 
unsuspected  specific  damage,  foreign  bodies  or 
infections  and  should  always  be  made  in  an 
injured  eye.  An  army  sergeant  who  had 
been  subjected  to  mortar  explosion  was  being 
treated  for  loss  of  hearing.  Routine  eye  exam- 
ination showed  vitreous  opacities  and  an  x-ray 
revealed  a tiny  intraocular  foreign  body  which 
was  rather  easily  removed.  Another  soldier  be 
came  dizzy  upon  bending  forward.  He  reported 
for  eye  examination  which  demonstrated  a 
homonymous  scotoma.  X-ray  of  his  skull  show- 
ed a tiny  metallic  intracranial  shell  fragment. 
A field  test  was  a specific  aid  to  diagnosis. 

Lacerations  of  the  lids  and  eyes  may  be  better 
repaired  because  of  newer  knowledge  and  in- 
struments. Lid  defects  may  be  prevented  by 
careful  approximation  with  fine  sutures.  Epip- 
hora can  be  eliminated  with  soft  wire  or  other 
suture  through  a torn  cancliculus.  Lacerations 
of  the  cornea  may  be  well  repaired  with  new 
sutures  and  forceps.  Prolapsed  iris  tissue  can 
be  replaced  within  the  eye  safely,  thus  avoid- 
ing loss  of  vision  and  deformed  pupils.  In 
seventeen  such  injuries  in  the  past  few  years, 
ten  have  had  no  damage  to  the  lens  and  each 
of  these  have  better  than  20/30  vision  and  round 
or  almost  round  pupils.  The  other  seven  had 
badly  damaged  eyes  and  though  the  pupils  were 


round,  cataracts  or  other  complications  devel- 
oped so  that  only  two  have  useful  vision.  Three 
of  the  iris  prolapses  had  been  present  for  more 
than  20  hours  before  they  were  replaced  into 
the  eye.  This  would  have  been  virtually  im- 
possible before  antibiotics  and  cortisone  and 
similar  new  agents  plus  specific  instruments  and 
technics. 

Burns  about  the  eyes  may  be  healed  better 
now  with  newer  understanding  of  tissue  healing. 
The  stimulating  effect  of  the  sulphydrylradical 
such  as  found  in  hydro-sulfasol  improves  the 
end  results  in  these  works. 

More  rapid  healing  can  be  obtained  in  in- 
juries, ulcers  and  abrasions  with  plasma— throm- 
bin drops.  Intractable  cases  of  this  nature  have 
healed  in  a day  or  two  after  starting  this  new 
tissue  glue  which  replaces  lost  cement  sub- 
stance destroyed  or  delayed  in  its  formation  by 
such  things  as  lysosyme  or  bactorial  action. 

Late  effects  of  trauma  sucn  as  corneal  scars 
may  be  replaced  by  corneal  transplants  which 
are  now  easy  to  perform  because  of  the  careful 
precise  work  of  a few  ophthalmic  researchers. 

Corneal  ulcers  respond  to  specific  antibiotics 
if  cultures  and  antibiotic  sensitivity  tests  are 
performed.  Scrapings  and  special  tissue  stains 
reveal  other  than  bacteral  infections  such  as 
trachoma  which  now  clears  with  sulfa  therapy. 

Anterior  segment  inflammations  will  often  be 
aided  by  specific  medicaments  using  ionto- 
phoresis for  rapid  ion  transfer  and  penetration. 

Corneal  vascularization  virtually  disappears 
with  beta  irradiation  so  that  vision  may  clear 
remarkably  with  new  apparatus  using  atomic 
energy  by-products  such  as  strontium  90. 

Corneal  physiology  is  better  understood  be- 
cause of  the  fine  work  of  Cogan  and  Kinsey 
with  the  result  that  it  is  known  that  the  corneal 
stroma  maintains  its  water  balance  by  a simple 
method  of  osmosis  with  the  ephithelum  and 
endothelium  acting  as  impermeable  membranes. 
The  anterior  chamber  and  the  aqueous  humor 
are  slightly  hypertonic  and  the  fluid  constantl> 
passes  from  the  limbal  vessels  into  the  stroma 
and  then  out.  Disturbances  in  this  fluid  balance 
may  permit  bullae  to  form  on  the  surfaces  of 
the  cornea,  markedly  diminishing  vision.  John- 
son in  Cleveland  has  had  remarkable  improve- 
ment in  these  cases  by  eliminating  the  tears 
through  section  of  the  greater  superficial  petro- 
sal nerve.  A limited  number  of  personal  pa- 
tients who  have  undergone  this  operation  have 
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had  some  improvement  of  vision  in  badly  dis- 
turbed eyes,  and  certainly  have  lost  their  bullae 
and  had  marked  drying  effect.  The  neuro- 
surgeon has  been  able  to  help  in  a delicate, 
specific  fashion  at  times.  The  other  amazing 
things  the  neurosurgeon  does  to  prevent  blind- 
ness and  aid  ophthalmic  conditions  is  a large 
subject. 

Vitamins  have  been  shown  to  aid  in  corneal 
nutrition,  especially  vitamins  B and  C.  Ionto- 
pharesis  has  been  advocated  to  incraese  the  local 
concentration  of  these  elements,  but  it  is  likely 
that  they  must  be  first  phosphorylated  by  a 
complex  chemical  process  so  the  vitamins  should 
be  given  parenteral  injection  or  orally.  Con- 
junctival conditions  must  be  investigated  in  a 
fashion  similar  to  corneal  inflammations.  In  in- 
fections, smears  and  cultures  should  be  made, 
and  antibiotic  sensitivity  tests  made.  A brief 
analysis  of  50  office  cultures  shows  a variety  of 
organisms  responsible  for  some  of  the  prolonged 
infections.  About  25%  of  the  cultures  showed 
no  growth.  Staphylococcus,  streptococcus, 
mixed  staphylococcus  and  streptococcus,  and 
micrococcus  tetragenous  were  the  most  fre- 
quent organisms  found.  Chloromycetin  and 
terramycin  were  by  far  the  most  useful  treat- 
ments both  by  in  vitro  and  m vivo  trials,  and 
the  use  of  these  new  antibiotics  hastened  the 
curing  of  stubborn  cases. 

Conjunctional  tumors  are  deceptive  and 
should  be  removed  as  well  as  possible  at  biopsy, 
for  it  is  impossible  to  differentiate  them  clinically. 
Many  of  both  benign  and  malignant  nature  will 
respond  to  early  beta  irradiation.  If  neglected,  a 
disfigurating  exenteration  of  the  orbit  may  be- 
come necessary  to  save  life.  Radium  and  x-ray 
must  be  used  cautiously  near  the  eye,  as  about 
400  roentgens  can  produce  a cataract.  The  Uveal 
tract  also  permits  specificity  in  both  diagnosis 
and  treatment  of  its  many  and  frequent  danger- 
ous afflictions.  Woods  at  Johns  Hopkins  by 
clinical  and  experimental  work  simplified  the 
designations  of  uveal  disease.  He  divided  most 
cases  of  uveal  inflammations  into  two  types— 
granulomatous  and  non  granulomatous.  These 
may  often  be  differentiated  clinically.  Granu- 
lomatous lesions  are  caused  by  the  lodging  in 
the  tissues  of  granuloma  producing  living  or- 
ganisms, such  as  tubercle  bacilli,  treponema 
pallida  and  the  like.  Non-granulomatous  le- 
sions are  caused  by  a sensitization  of  the  tissues 
by  a previous  exposure  to  a circulating  toxin  or 


bacterial  product  from  a distant  focus,  with 
later  exposure  causing  an  acute  exudative  pro- 
cess. By  careful  examination  the  cause  can  be 
suspected  and  an  investigation  made  to  find  the 
denite  cause.  The  most  common  foci  are  prob- 
ably teeth,  tonsils,  sinuses,  genito  urinary  tract 
and  gynecologic  infections.  Here  the  ophthol- 
mologist  must  again  direct  the  investigation. 

Therapy  must  be  guided  by  the  results  of 
the  tests  and  special  examinations.  Penicillin 
in  lues,  streptomycin  plus  para  amino  salicy- 
lic acid  (P.A.S.)  in  Tb,  chloromyetin  in  brucel- 
losis have  been  helpful  in  granulomatous  uvei- 
tis, while  antihistiminics,  the  various  antibio- 
tics, artificial  fever  therapies,  and  hormones  as- 
sist the  control  of  non  granulomatous  ones. 

The  older  and  still  useful  salicylates,  iodides, 
milk  injections  must  not  be  foi gotten. 

It  is  in  uveal  disease  that  ACTH  and  corti- 
sone do  their  best  work  in  ophthalmic  usage. 
They  combat  the  allergic  elements  and  fre- 
quently eliminate  the  destructive  phase,  thereby 
preventing  loss  of  vision.  Spectacular  results 
may  occur  with  their  use.  These  hormones 
sometimes  fail  to  aid  and  can  be  dangerous,  so 
their  use  is  best  directed  by  one  familiar  with 
their  actions,  such  as  the  internist  or  family 
doctor. 

Newer  specific  agents  such  as  hyaluronidase, 
by  its  spreading  effect  assists  local  anaesthesia, 
and  is  especially  useful  in  acu^e  glaucoma  where 
it  may  help  bring  down  high  tension  to  normal 
in  a few  minutes.  (D.F.P.)  diisopryl-fluoro- 
phoshate,  is  a new  miotic  which  need  only  be 
instilled  once  in  24  to  48  hours,  and  is  a valu- 
able aid  in  helping  to  control  chronic  glaucoma. 
The  visual  field  and  other  tests  must  of  course 
guide  ones  treatment  of  this  dangerous  eye  dis- 
ease. 

The  field  of  ophthalmology  is  replete  with 
the  new  and  the  specific  in  management  of  its 
many  problems.  All  of  them  cannot  be  named 
here.  Some  are: 

The  newer  oblique  muscle  surgery,  corneal 
surgery,  new  cataract  technics,  new  prosthotic 
ocular  appliances  and  implants,  improved  plas- 
tic surgery  methods,  new  optical  lenses  of  plas- 
tic and  hardened  glass,  contact  lenses.  Progress 
in  every  field  of  medicine  is  going  forward.  The 
research  clinics  are  daily  discovering  newer 
methods  and  specificity  remains  the  keynote  of 
this  progress. 
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ARGINASE  AS  IN  ANTI-CARCINOGENIC  AGENT  IN  MICE 
AND  HUMAN  BEINGS 

W.  G.  IRONS,  DDS.,  AB.,  MC.,  MA.,  San  Francisco,  California 
E.  FORRECT  BOYD,  AB.,  M.D.,  F.I.C.S.,  Los  Angeles,  California 


INTRODUCTION 

Many  significant  relationships  between  ar- 
ginase  and  the  fundamental  processes  of  life, 
(i.e.:  regeneration  and  repair,  growth  and  re- 
production,) were  observed  by  the  author  from 
research  work  undertaken  in  1939  involving  a 
study  of  these  processes  in  lower  animal  phyla, 
where  the  potential  of  regeneration  often  ap- 
proaches that  of  reproduction  (40,  41,  49). 

These  observations,  together  with  a review 
of  the  literature  on  the  relationships  of  the  amino 
acids  to  tumors,  have  led  to  investigations  of 
arginine  and  its  specific  enzyme,  arginase  (27) 
and  their  physiological  roles  in  the  mammalian 
body,  with  special  reference  to  tumor  formation 
and  growth.  The  results  of  these  investigations 
form  the  basis  of  this  paper. 

Protoplasm  : Proteins  and  Amino  Acids 

In  such  a study  one  must  consider  the  impor- 
tance of  the  chemistry  of  protein,  as  it  is  the 
basic  constituent  of  protoplasm.  In  oncology  the 
chemistry  of  protein  must  be  considered  both  in 
normal  and  abnormal  phases  due  to  the  fact 
that  the  point  where  normal  processes  end  and 
neoplasia  begins  is  often  masked  by  the  inflam- 
matory reaction— the  response  of  living  tissues 
to  irritation  ( 12 ) . 

Arginine  ( alpha-amino-delta-guanidine-valeric 
acid)  is  a diamino-mono-carboxylic  compound. 
It  was  first  identified  by  Schulze  and  Steiger 
(29)  in  1886.  In  the  plant  kingdom  arginine  is 
found  abundantly  in  legumes,  Brazil  nuts,  squash 
seeds,  and  almonds  (50).  In  animal  tissue  it 
occurs  in  large  quantities  in  the  protamine  of 
sperm  and  the  tissues  of  thymus  gland  (24,  53, 
55,  56). 

Arginine  and  Its  Metabolism  In  Mammals 

In  spite  of  extensive  investigations  on  the  sub- 
ject, very  little  has  been  learned  about  the  meta- 
bolism of  arginase  (26,  52).  Arginase  is  the 
specific  enzyme  of  arginine  (27).  It  has  not 
been  found  in  lower  animal  phyla  (40,  41),  but 
is  peculiar  to  mammalian  physiology  where  the 
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potential  of  regeneration  is  lowest  in  comparison 
to  other  animal  phyla  (40,  49).  The  amount  of 
arginase  produced  by  the  liver  has  been  shown 
to  be  directly  influenced  by  the  pituitary  hor- 
mones, particularly  the  adrenocorticotropic  hor- 
mone (ACTH)  (17,  18).  In  the  mammalian 
liver  the  hydrolysis  of  arginine  to  urea  and 
ornithine  is  catalyzed  by  arginase  (6,  8,  23,  34). 
The  exact  role  of  arginine  in  the  formation  of 
these  two  glucogenic  substances  (70)  is  not  very 
well  understood  (11,  35).  Recent  studies  have 
related  arginine  to  the  synthesis  of  creatine  (7, 
9,  10,  57).  This  research  indicates  that  the 
amidine  porton  of  the  creatine  molecule  was 
derived  from  a similar  portion  of  the  arginine 
molecule  (30,  32,  38,  57).  In  the  muscle  of 
certain  species  of  lower  animals  phospho-argin- 
ine  serves  in  a capacity  similar  to  phospho- 
creatine  (2,  3,  33,  51,  54,  64). 

Arginine  and  its  Importance  to  the 
Fundamental  Processes  of  Life 

The  importance  of  arginine  to  the  processes  of 
life  is  indicated  by  the  fact  that  it  is  present  in 
varying  concentrations  in  every  protein  reported 
to  date  (28,  52,  55,  56).  Since  it  is  abundant 
wherever  reproductive  and  regenerative  proc- 
esses occur,  its  presence  in  the  organism  is  con- 
sidered by  some  to  be  a prerequisite  for  the  oc- 
currence of  these  processes  (19).  It  has  been 
shown  that  potentials  of  regeneration  and  repair 
occurring  in  the  animal  phyla  vary  inversely  from 
the  lowest  to  the  highest  (49).  In  the  lower 
phyla,  where  regeneration  often  approaches  the 
potential  of  reproduction,  arginine,  in  free  and 
combined  forms,  is  found  in  large  quantities 
(2,  3,  14,  15,  16). 

Arginine  is  also  thought  to  be  responsible  for 
the  maintenance  of  normal  growth  rate  in  an 
organism  (60,  65).  It  can  be  synthesized  by 
most  animal  bodies  (68)  in  quantities  sufficient 
for  slow  growth,  but,  according  to  Rose  ( 67,  68 ) , 
not  in  sufficient  quantity  to  maintain  a normal 
growth  rate  ( 13,  60,  65,  66 ) . When  deprived  of 
an  arginine  diet,  the  chick,  which  is  incapable  of 
synthesizing  arginine  (31),  was  unable  to  main- 
tain normal  growth,  but  when  combinations  of 
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this  amino  acid  were  added  to  its  diet,  growth 
was  stimulated  immediately  (31,  62). 

Since  protamine,  the  simpler  polypeptide 
found  in  sperm,  is  composed  of  87.4%  arginine 
(24,  53),  a definite  relationship  is  established 
between  arginine  and  the  process  of  reproduc- 
tion. In  the  event  of  arginine  deficiency,  the 
arginine  of  the  protamine  of  sperm  may  be 
diverted  to  use  by  other  tissues.  Even  though 
the  normal  body  requirements  for  the  adult 
human  male  are  4.7  grams  per  day,  (6),  they 
are  able  to  maintain  a nitrogen  balance  on  an 
arginine-deficient  diet,  but  spermatogenesis  is 
seriously  impaired  (61). 

Recent  observations  of  the  reactions  of  those 
amino  acids  active  in  transamination— especially 
arginine— point  to  the  additonal  importance  of 
this  latter  substance  in  the  organism  for  main- 
tenance of  metabolism  in  protoplasm  (36,  59, 
72). 

Arginine  and  Its  Relation  To  Tumorous  Growths 

It  has  heen  observed  that  the  arginine  con- 
tent of  tumors  may  be  twice  that  of  normal  tis- 
sues (47).  The  feeding  of  arginine  to  tumorous 
mice  was  found  to  promote  tumor  growth  (20, 
71),  and  to  increase  the  number  of  “takes”  in 
tumor  implant  (21).  Similarly,  its  effect  on 
isolated  tissue  cultures  was  to  produce  or  stimu- 
late mitotic  cell  division  (42,  43,  4).  An  in- 
crease in  the  amount  of  free  arginine  was  found 
to  occur  also  in  the  tissues  of  both  Rous  and 
Jensen  sarcoma,  as  well  as  in  other  types  of 
tumors  of  mice,  rats,  and  fowl  (1,  45).  An  ac- 
tivity curve  was  produced  when  arginine  and 
thyroxin  was  fed  rats  with  tumor  implants.  It 
was  found  that  arginine  produced  twice  the 
stimulative  effect  that  was  observed  when  thyrox- 
in alone  was  administered,  and  a combination 
of  both  substances  produced  three  times  the 
activating  effect  of  thyroxin  (22). 

EXPERIMENTAL  PROCEDURE. 

1.  Tissue  Cultures  and  Animal  Implantations 

From  residts  obtained  in  preliminary  experi- 
ments upon  tissue  cultures,  it  was  found  that 
growth  of  cell  colonies  was  stimulated  in  guinea- 
pig  connective  tissue  cells.  An  increased  num- 
ber of  cells  of  the  mitotic  variety  appeared  when 
arginine  was  incorporated  in  various  forms  in 
the  culture  media.  Even  direct  introduction  of 
virile  guinea-pig  sperm  into  the  media  resulted 
in  an  increased  mitotic  activity  not  evident  in 
those  cultures  whose  media  were  normal  or  con- 
tained thyroxin. 


Subcutaneous  and  intraperitoneal  implantation 
of  these  arginine-treated  tissues  in  mice  resulted 
in  many  “takes”  which,  histologically,  resembled 
malignant  neoplasms  (42,  43). 

2.  Effeet  of  Arginase  on  the  weight  physiology 
of  the  Mouse 

To  observe  the  elementary  effect  of  arginase 
upon  the  weight  physiology  of  the  mouse,  20 
Hamilton-strain  white  mice  were  used  for  con- 
trols and  20  others  received  subcutaneous  and 
intraperitoneal  injections  of  arginase  solutions 
of  various  concentrations.  The  arginase  used 
was  prepared  from  fresh  beef  liver.  The  weight 
curve  obtained  indicated  that  the  effect  of  the 
enzyme  was  directly  proportional  to  the  quan- 
tity of  arginase  units  injected.  Without  excep- 
tion, a lesion  developed  at  the  injection  site, 
the  size  of  which  was  directly  proportional  to  the 
concentration  and  quantity  of  the  enzyme  (42). 

This  same  experiment  was  repeated  on  C3H 
cancer-strain  mice.  Similar  results  were  ob- 
tained, and  it  was  observed  that  there  was  a 
measurable  differential  between  the  weight 
curves  of  the  two  groups.  The  difference  indi- 
cated that  there  was  a greater  ratio  of  free 
arginine  in  the  C3H  cancer-strain  mice  than  in 
the  normal  Hamilton-strain  mice  because  a 
greater  amount  of  arginase  was  required  to  pro- 
duce similar  results  (44). 

3.  Adenoid  Mammary  Tumor  Occurrence  In- 
versely Proportional  to  Units  of  Boby  Arginase 
For  over  6 months  the  records  of  a colony 

of  40,000  normal  white  Swiss  mice  were  checked 
and  it  was  noted  that  the  rate  of  females  to 
males  developing  adenoid  mammary  carcinomata 
was  over  1000  to  1.  In  view  of  this,  an  equal 
number  of  male  and  female  mice  without  tumor 
were  sacrificed,  weighed,  skinned  and  eviscer- 
ated. The  carcasses  of  each  sex  group  were 
tested  for  tissue  arginase.  It  was  found  that  the 
males  averaged  227.5  arginase  units  (63)  per 
gram  of  body  weight  while  the  females  aver- 
aged 93.5  arginase  units  per  gram  of  body 
weight.  These  data  were  interesting  because  of 
their  correlation  with  the  tumor  incidence  in 
the  different  sexes,  which  thereby  indicated  a 
possible  relationship  between  the  arginine-ar- 
ginase  ratio  and  the  occurrence  of  tumors. 

4.  Effeet  of  Arginase  on  Growth  and  Histology 
of  Spontaneous  Tumors 

The  next  experiment  involved  a study  of  the 
effect  of  arginase  on  the  growth  and  histology 
of  the  constantly-occurring  spontaneous  tumors 
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(5,  25)  in  the  colony  observed.  Observations 
recorded  were  macroscopic  changes  in  size  and 
appearance  of  the  tumors  and  the  host,  his- 
tological changes  in  the  tumors,  and  whether  or 
not  the  animals  died  of  their  tumors  after  treat- 
ment. The  mortality  from  spontaneous  carci- 
noma, untreated  in  these  mice,  was  100%. 

It  was  established  that  these  tumors  were 
mammary  carcinomata.  Macroscopically  they 
occurred  as  large,  soft,  lobular  masses  in  the 
mammary  line  on  either  side  of  the  body  from 
the  cervical-axillary  region  to  the  groin.  The 
lymphatic  tissues  in  the  region  of  the  tumors 
were  distended  by  swelling.  Microscopically, 
they  exhibited  without  exception,  a cord-like 
arrangement  of  rapidly  dividing  cells  (indicated 
by  many  mitotic  configurations),  a state  of  high 
vascularity,  an  absence  of  fibrosis,  and  a granular 
cytoplasm  with  definite,  well-delineated  cell 
walls.  The  cells  were  multinucleate  with  many 
nucleoli  eccentrically  placed.  Staining  techni- 
ques revealed  no  evidence  of  mineral  deposi- 
tion. 

Amounts  of  arginase  solutions  varying  from 
5 to  250  arginase  units  per  cc  were  administered 
by  intraperitoneal  injections  to  different  groups 
of  tumor-bearing  cancer-strain  mice.  Some  mice 
received  only  one  injection  while  others  received 
repeated  doses  at  regular  intervals. 

It  was  found  that  noticeable  results  were  ob- 
tained with  injections  as  low  as  9 arginase  units, 
while  the  maximum  tolerance  level  of  the  ani- 
mals was  established  at  1200,  given  in  dosages 
of  not  more  than  240  arginase  units  every  24 
hours.  Except  for  those  animals  receiving  dos- 
ages well  above  the  maximum  tolerance  level, 
none  of  the  injected  animals  died  of  their  tumors. 
The  large  measurable  tumors  were  permanently 
reduced  in  size  from  30%  to  70%  while  the 
smaller  tumors  visible  before  injection  could  be 
detected  only  by  palpation.  The  tumors  of  the 
treated  mice  were  palpably  firm  and  the  lymph- 
tic  tissues  near  them  had  been  reduced  to 
normal. 

Dissection  of  these  tumors  revealed  them  to 
be  highly  avascular,  granular,  and  gritty  with 
mineral  deposits.  Differential  staining  methods 
(von  Kossa)  for  calcium  were  positive. 

A.  Calcium  Deposition  Proportional  to  A.  U. 

Administered 

Observations  in  the  above  experiment  indi- 
cated that,  possibly,  there  might  be  a relation  be- 
tween the  amount  of  arginase  units  administered 


and  the  amount  of  calcium  deposition.  Conse- 
quently, one  animal  was  selected  and  given  an 
arginase  concentrate  in  three  daily  injections,  the 
total  arginase  units  exceeding  the  maximum 
tolerance  of  1200.  Five  days  later  when  the 
tumor  was  removed,  decalcification  was  neces- 
sary before  this  mass  could  be  sectioned  for 
microscopic  examination.  This  deposition  of 
calcium  in  treated  tumors  is  significant  in  that 
it  has  been  reported  that  malignant  tissue  is 
singularly  devoid  of  calcium  (48). 

B.  Direct  Injection  of  Arginase  into  tumors 

Since  it  has  been  suggested  that  the  ornithine 
formed  by  arginine  metabolism  destroys  the 
catalytic  action  of  arginase  (37),  it  was  decided 
to  inject  a controlled  amount  of  the  enzyme 
directly  into  a large  tumor  to  study  the  effect 
of  the  buffering  action  of  ornithine  that  might 
be  thus  formed.  The  tumor  selected  was  a large 
spontaneous  mammary  carcinoma  extending 
from  the  axillary  region  down  the  foreleg  to  the 
foot  of  the  animal,  and  9 arginase  units  were 
injected  directly  into  the  medial  half  of  the 
tumor. 

The  results  were  similar  to  those  obtained 
by  intraperitoneal  administration  of  arginase. 
Within  three  days  the  tumor,  which  at  time 
of  injection  was  quite  uniform  in  shape, 
had  become  gourd-like,  with  the  smallest  pole 
located  proximally.  Histological  examination 
showed  the  distal  portion  to  be  typically  malig- 
nant, while  the  proximal  half  presented  a pic- 
ture of  innocence. 

5.  Effect  of  Arginase  on  Growth  and  Histology 

of  Mammary  Carcinoma  Implants  in  C3H 

Cancer-strain  Mice 

The  results  obtained  from  this  experiment 
were  to  be  compared  with  those  of  Experiment  4. 

30  C3H  cancer-strain  mice  received  mammary 
carcinoma  implants  in  the  flank.  11  days  later, 
when  the  tumors  had  become  well  established, 
the  animals  were  separated  at  random  into 
three  groups  of  10  each,  and  the  groups  were 
separately  designated  “A”,  “B”,  and  “C”.  Group 
“A”  was  used  as  the  control.  Group  “B”  received 
daily  intraperitoneal  injections  of  lcc  of  arginine 
solution,  which  contained  0.16  M of  arginine 
monohydrochloride  in  0.1  M phosphate  buffer 
solution  at  pH  7.5  Group  “C”  received  daily 
intraperitoneal  injections  of  lcc  (60  arginase 
units)  arginase  solution,  which  had  been  ob- 
tained from  extract  of  beef  liver  and  activated 
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Figure  1.  Malignant  phase.  Section  of  Spontaneous  Adeno- 
carcinoma before  intraperitoneal  injection  of  Arginase  (x450). 
W.  G.  Irons. 


Figure  8.  Malignant  rnase.  Section  ot  mammary  Auenocar- 
cinoma  implant  before  intraperitoneal  injections  of  arginase  ex- 
hibiting the  typical  glandular  arrangement  of  tumor  cells  (x80). 
W.  G.  Irons. 

by  1.25  mg  of  cobaltous  ion  per  cc  of  extract 
for  3 hours  at  40°C. 

The  experiment  was  continued  until  the  last 
mouse  of  both  the  control  groups  (“A”  and  “B”) 
had  died  of  tumor  21  days  after  implantation, 
thus  the  injections  extended  over  a period  of 
ten  days.  At  the  end  of  this  period  all  10  of 
the  mice  receiving  arginase  (“C”)  were  alive  and 
active.  Although  injections  were  discontinued 
in  this  group  at  this  time,  daily  measurements  of 
the  tumors  were  continued  for  an  additional 
10  days,  at  which  time  the  mice  were  sacrificed 
for  histological  observations.  During  this  period 
the  growths  did  not  increase  in  size  and  the 
animals  appeared  to  be  healthy. 

During  the  10-day  experiment  each  animal  of 
the  three  groups  was  weighed  daily  and  its 
tumor  measured  with  calipers.  The  following 
table  was  compiled  from  the  averages  of  each 


Figure  2.  Innocent  Phase.  Section  of  Spontaneous  Adeno- 
carcinoma ten  days  after  receiving  intraperitoneal  injections  of 
arginase.  (x450).  W.  G.  Irons. 


Figure  4.  Innocent  Phase.  Section  of  Mammary  Adenocar- 
cinoma after  daily  intraperitoneal  injections  of  one  cc.  of  ar- 
ginase solution  containing  60  A.U.  for  ten  days  (x80).  The 
treated  animals  did  not  die  of  their  tumors  as  did  those  of  the 
control  groups.  W.  G.  Irons. 

group  obtained  over  the  10  day  injection  period. 

In  Experiment  4,  the  tumors  of  the  mice  not 
receiving  arginase  (Groups  “A”  and  “B”)  ex- 
hibited a high  state  of  malignancy  (see  Fig.  3), 
while  those  receiving  arginase  were  innocent 
(see  Fig.  4). 

In  the  animals  of  Group  ‘C”  a 28%  over-all 
reduction  in  the  size  of  the  tumors  was  ob- 
served, while  the  ratio  of  tumor  length  to  tumor 
weight  was  26%  lower  than  in  Group  A.  In  the 
arginine  recipients  (Group  “B”)  the  ratio  of  tum- 
or length  to  tumor  weight  was  increased  7.9%. 

The  tumors  of  the  arginase  recipients  were 
encapsulated,  definitely  enough  to  be  neatly 
separated  from  the  surrounding  tissue,  and 
sectioned.  Extensive  fibrosis  gave  an  appearance 
of  disorganization  to  the  tumor  cells  and  the 
cytoplasm  was  clear  and  syncytial  in  nature.  The 
cell  nuclei  appeared  larger  and  paler,  and  ex- 
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Group 

Average  Body  Wt. 
On  day  indicated 

Tumor  Length  on 
day  indicated 

Tumor  Wt. 
at  Post 

Tumor  Growth 
from  day  of 
implant 

% Growth 
Compared 
to  “A” 

Ratio 

Tumor  L/W 
in  % 

“0” 

“10” 

0 

t— ^ 

0 

“A” 

29.5 

35.0 

15.2  37.1 

6.4 

37.1 

100% 

100% 

“B” 

32.6 

34.8 

21.7  38.8 

6.2 

38.8 

104.5 

107.9 

“C” 

31.4 

34.8 

18.8  26.7 

6.1 

26.7 

72.0 

74.1 

(L)- 

(W) 

- Length 

— Weight 

expressed  in 
expressed  in 

mm.  (Growth  refers  to  length 
grams 

increased  in 

mm.). 

Group  A — Controls 

Group  B— Arginine  Recipients 

Group  C — Arginase  Recipients 


hibited  a single  nucleolus,  centrally  located.  The 
tumors  demonstrated  increased  amounts  of  con- 
nective tissue,  areas  resembling  embryonic- 
type  mesenchymal  tissue,  and  large  areas  of 
necrosis  without  liquefaction.  Differential  stain- 
ing techniques  showed  these  areas  to  be  filled 
with  heavy  desposits  of  calcium. 

SUMMARY 

As  might  be  expected  from  the  tremendous 
amount  of  research  on  relationships  between 
amino  acids  and  the  fundamental  processes  of 
life,  interpretations  are  quite  controversial  (35, 
69).  However,  arginine  is  known  to  be  present  in 
every  protein  and  has  been  found  to  be  of  con- 
siderable importance  to  these  basic  processes  of 
life,  since  in  its  absence  either  these  processes  do 
not  occur  at  all  or  are  seriously  impaired.  The 
most  significant  relationships  that  are  generally 
agreed  upon  to  exist  between  arginine  and  tumor 
formation  appear  to  be: 

1)  the  presence  of  large  amounts  of  argin- 
ine and  the  absence  of  arginase  in  lower 
animals  with  multipotent  regenerative 
powers  ( 2,  3, 14, 15,  16,  39,  40,  41,  46,  49, 
54,  64); 

2)  the  high  arginine  content  (87.4%)  of 
the  spermic  protamines  and  the  accom- 
panying totipotency  of  the  receptive 
ovum  (24,  43,  42,  58,  61); 

3)  the  arginine  content  of  tumors  may  be 
twice  that  of  normal  tissue  ( 47 ) ; 

4 ) the  introduction  of  arginine  into  the 
body  of  the  animal  is  found  to  promote 
tumorous  growth  (20,71). 

Therefore,  in  view  of  these  relationships,  in- 
vestigation was  instigated  of  the  effects  of  argin- 
ine and  its  enzyme,  arginase  on  tumor  forma- 
tion and  growth. 

From  experiments  involving  the  intraperitoneal 


injection  of  arginase  solution  into  both  cancer- 
bearing C3H  and  white  Swiss  mice,  it  was  found 
that,  contrasted  to  the  characteristics  typical  of 
highly  maligant  tumors  in  the  controls,  the 
tumors  from  the  animals  treated  with  arginase, 
besides  preventing  death  from  tumors,  demon- 
strated without  exception  the  following  salient 
characteristics : 

1)  A 28%  reduction  in  general  tumor 
growth,  and  a decrease  of  28%  in  the 
ratio  of  tumor  length  to  tumor  weight. 

2)  An  encapsulation  definite  enough  to  per- 
mit their  neat  separation  from  the  tissues 
of  the  animal  without  incidence  and  to 
permit  sectioning  of  the  exfoliated  cap- 
sule. 

3)  Fibrosis  extensive  enough  to  give  an 
appearance  of  disorganization  to  the 
tumor  cells. 

4)  A clear  and  syncytial  cytoplasm  through- 
out the  entire  area  of  the  tumor. 

5)  Benign  fibro-adenoma,  with  increased 
amounts  of  connective  tissue,  and  large 
areas  of  necrosis  without  liquefaction. 

6)  Large,  pale  nuclei  with  single,  centrally- 
placed  nucleolus. 

7)  Heavy  calcium  deposition  through  the 
tumor  mass. 

Arginase  solution  directly  injected  into  the 
tumor  mass  was  found  to  produce  effects  inden- 
tical  with  that  administered  intraperitoneally. 

For  a visible  comparison  between  the  hist- 
ology of  the  innocent  phase  exhibited  by  the 
tumors  from  the  treated  mice,  and  the  malignant 
phase  exhibited  by  those  from  the  controls,  see 
Figures  1 and  2;  3 and  4. 

Autonomy  is  the  cardinal  property  of  both 
the  fertilized  ovum  and  the  malignant  cell,  how- 
ever, the  fertilized  ovum  is  totipotent  while  the 
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malignant  cell  is  unipotent,  except  in  the  case 
of  cells  of  mesodermal  origin  in  which  there  is 
an  inherent  multipotency. 

It  might  be  concluded  that  the  presence  of 
the  amino-acid  arginine  as  nucleo-protein  is 
responsible  for  the  process  of  autonomous 
growth. 

Biological  Abstracts 

ARGININE-ARGINASE  SYNDROME 
AND  MALIGNANCY 

In  view  of  the  observations  that  (1)  large 
amounts  of  arginine  are  present  in  lower  organ- 
isms with  multipotent  regenerative  powers  while 
no  arginase  has  been  found,  (2)  the  protamines 
contain  large  amounts  of  arginine  which,  after 
fertilization,  results  in  totipotent  ova,  and  (3) 
the  arginine  content  of  tumorous  tissue  may  be 
twice  that  of  normal  tissue,  experimentation  was 
instigated  on  the  effects  of  arginine  and  its  speci- 
fic enzvme,  arginase,  on  tumor  formation  and 
growth.  These  experiments  involved  the  intra- 
peritoneal  injection  of  arginase  solution  into 
both  cancer-bearing  C3H  and  white  Swiss  mice. 
It  was  found  that,  contrasted  to  the  character- 
istics typical  of  highly  malignant  tumors  which 
caused  the  death  of  the  controls  within  11  days, 
the  tumors  from  the  surviving  animals— those 
treated  with  arginase  solution— demonstrated 
without  exception  ( 1 ) a 28%  reduction  in  gen- 
eral tumor  growth,  and  a decrease  of  26%  in  the 
ratio  of  tumor  length  to  tumor  weight,  (2)  an 
encapsulated  definite  enough  to  permit  their 
neat  separation  from  the  tissues  of  the  animal 
without  incidence  and  to  permit  sectioning  of 
the  capsule,  (3)  extensive  fibrosis,  which  gave 
an  appearance  of  disorganization  to  the  tumor 
cells,  (4)  a clear  and  syncytial  cytoplasm 
throughout  the  entire  area  of  the  tumor,  (5) 
benign  fibro-adenoma,  with  increased  amounts 
of  connective  tissue,  small  areas  of  embryonic- 
type  mesenchymal  tissue,  and  large  areas  of 
necrosis  without  liquefaction,  (6)  large,  pale 
nuclei  with  single,  centrally-placed  nucleolus, 
and  (7)  heavy  calcium  desposition  throughout 
the  tumor  mass.  Arginase  solution  directly  in- 
iected  into  the  tumor  mass  was  found  to  pro- 
duce effects  indentical  with  that  administered 
intraperitoneally. 
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MASSACHUSETTS  GENERAL 
HOSPITAL  CASE  NO.  29132 


The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
era] Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


A twenty-seven-year-old  married  dentist  was 
referred  to  the  hospital  because  of  fever  and  a 
persistent  nonproductive  cough  of  six  weeks 
duration. 

The  patient  had  always  been  in  excellent 
health  until  three  months  before  admission  when 
during  the  summer,  without  known  precipitation 
factors,  he  experienced  a sharp  pain  that  began 
in  the  right  shoulder  but  soon  settled  in  the 
anterior  right  chest.  This  was  made  worse  by 
deep  respirations  and  movements  of  the  trunk. 
Six  weeks  before  admission  he  suddenly  devel- 
oped a nonproductive  irritating  cough  but  did 
not  have  an  upper  respiratory  infection.  This 
continued  to  the  day  of  admission  without  any 
change  in  severity  and  did  nor  respond  to  cough 
medicine  prescribed  by  his  physician.  Two 
weeks  before  entry  the  physician  found  that  the 
patient’s  temperature  was  100.2 °F.,  the  pulse 
120,  and  the  respirations  30.  Chest  films  at  an- 
other Boston  hospital  were  said  to  have  revealed 
“a  mass  in  the  right  lung  that  was  cystic  and 
contained  fluids'.  During  the  week  prior  to 
admission  he  had  a daily  temperature  eleva- 
tion to  101°F.  and  drenching  night  sweats.  There 
was  no  hemoptysis,  weight  loss,  palpitation, 
dyspnea,  chills  or  cyanosis. 

The  family  history  was  noncontributory.  The 
patient  was  born  in  Boston  and  had  lived  there 
most  of  his  life. 

Physical  examination  disclosed  a well-devel- 
oped and  well-nourished  man  in  no  apparent 
distress.  The  trachea  was  in  the  midline;  the 
chest  seemed  symmetrical,  but  there  was  some 
lag  in  expansion  on  the  right.  There  were 
dullness  and  diminished  breath  sounds  on  the 


right  side  to  the  level  of  the  eighth  rib  poster- 
iorly and  the  clavicle  anteriorly.  Scattered 
crackling  rales  and  bronchovesicular  breathing 
were  audible  in  the  midcapular  region.  Exam- 
ination of  the  left  lung,  heart  and  abdomen 
was  normal.  There  was  minimal  clubbing  or 
the  fingers. 

The  blood  pressure  was  130  systolic,  82  dia- 
stolic. The  temperature  was  98.6°F.,  the  pulse 
120,  and  the  respirations  35  The  pulse  and 
respirations  remained  rapid  throughout  hospitali- 
zation. The  temperature  rose  to  100.4°F.,  but 
did  not  rise  in  abrupt  sharp  peaks. 

The  hemoglobin  was  12  gm  per  100  c.c.,  and 
the  white-cell  count  16,900.  The  urine  was  aciu 
in  reaction  and  had  a specific  gravity  of  1.020; 
the  sediment  contained  rare  red  and  white 
cells.  The  blood  Hinton  test  was  negative. 

A chest  roentgenogram  disclosed  a 12  by  15 
cm.  smooth,  homogeneous  mass  that  filled  the 
anterior  two  thirds  of  the  lower  right  chest  and 
rose  to  the  level  of  the  second  rib  anteriorly. 
The  mass  appeared  to  arise  from  the  anterior 
mediastinum  on  the  right  side.  The  right  mam 
bronchus  and  its  subdivisions  were  not  grossly 
abnormal.  There  was  a small  amount  of  fluid 
in  the  right  pleural  space.  The  left  lung  field 
was  clear;  the  heart  was  not  definitely  abnormal 
and  the  left  diaphragmatic  shadow  appeared 
normal.  There  was  no  evidence  of  mediastinal 
shift  or  of  esophageal  displacement. 

An  operation  was  performed  on  the  ninth 
hospital  day. 

DR.  ROBERT  S.  FLINN : 

This  27  year  old  dentist  entered  the  hospital 
because  of  nonproductive  cough  of  6 weeks 
duration.  Three  months  before  admission  he 
had  pain  in  the  right  chest.  Six  weeks  before 
admission  he  developed  a nonproductive  irri- 
tating cough  which  did  not  follow  an  upper 
respiratory  infection.  His  temperature  rose  to 
101;  there  was  no  blood  spitting;  weight  loss, 
palpitation;  dyspnea;  chills  nor  cyanosis.  X-ray 
of  the  chest  showed  a smooth  homogeneous  mass 
that  filled  the  anterior  two-thirds  of  the  lower 
right  chest  and  rose  to  the  level  of  the  second 
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rib  anteriorly.  This  mass  appeared  to  arise  from 
the  anterior  mediastinum  on  the  right  side.  The 
right  main  stem  bronchus  and  subdivisions  weie 
not  grossly  abnormal.  The  left  lung  field  was 
clear. 

Gray,  Shepard  and  Dockerty  say  that:  “The 
division  of  the  mediastinal  space  into  three  com 
partments  is  a delineation  which  serves  more 
Mian  its  originally  pure  antomic  purpose.  Tum- 
ors arising  in  each  of  these  spaces  bear  certain 
marks  of  distinction  which  permit  of  their  gen- 
eral classification  according  to  the  situation.  Thus 
the  anteror  mediastinum  is  the  site  of  election 
for  dermoid  and  thymoma.  The  middle  media- 
stinum is  the  site  of  bronchogenic  carcinoma 
and  lymphosarcoma.  From  the  structures  of  the 
posterior  mediastinum  arise  lymphosarcoma  and 
neoplasms  such  as  neurofibroma  and  ganglione- 
uroma whose  origin  may  broadly  be  considered 
under  the  term  ‘neurogenic’  ”.  To  this  list  wt 
can  add  to  the  anterior  mediastinum  thyroid 
cyst,  aneurysm,  sarcoma  and  metastatic  car- 
cinoma and  to  the  list  of  the  posterior  medias- 
tinum lesions  lymphosarcoma,  aneurysm,  lipoma 
and  metastatic  carcinoma. 

If  we  accept  the  x-ray  interpretation  on  its 
face  value,  namely,  that  this  mass  arose  from 
the  anterior  mediastinum,  we  can  at  once  dis- 
miss such  malignant  and  benign  lesions  of  the 
lung  such  as  bronchogenic  carcinoma,  mixed 
tumor,  sarcoma  and  fibrosarcoma  and  benign 
adenomatous  bronchial  tumors.  Indeed,  since 
this  tumor  mass  arose  from  the  mediastinum, 
we  can  dismiss  everything  except  tumors  and 
cysts  of  the  mediastinum. 

It  is  proper  to  discuss  mediastinum  tumors 
and  cysts  as  a group,  even  though  they  com- 
prise a large  number  of  lesions  that  are  patholo 
gically  unrelated.  Significant  is  the  fact  that 
few  of  the  reported  cases  have  been  observed  in 
the  later  decades  of  life.  This  would  seem  to 
indicate  that  these  lesions,  untreated,  are  gen- 
erally incompatible  with  longevity.  Since  there 
tends  to  be  great  similarity  in  the  clinical  mani- 
festations of  all  of  these  tumors,  one  is  concerned 
primarily  with  differentiating  the  benign  and 
malignant  lesions  for  which  surgery  offers  some 
prospect  of  cure  from  those  for  whch  it  is 
definitely  out  of  the  question. 

The  first  symptoms  and  signs  of  mediastinal 
tumors  and  cysts  are  generally  attributable  to 
the  fact  that  they  displace  and  compress  adjoin- 
ing structures.  Growth  is  frequently  very  slow, 


permitting  gradual  adjustment  to  pressure 
changes.  A patient  who  has  harbored  a medias- 
tinal neoplasm  from  birth  is  often  entirely  un- 
aware of  changes  due  to  pressure  until  he  has 
reached  the  third  or  fourth  decade  of  life,  when 
the  growth  may  have  attained  tremendous  size. 
An  expanding  mass  in  the  mediastinum  will,  in 
the  course  of  time,  manifest  itself  by  producing 
a sense  of  fullness  or  tightness  in  the  chest  and 
eventually  pain.  The  pain  may  be  dull  01 
sharp,  localized  or  widely  referred.  Pressure  on 
the  trachea  or  bronchi  will  give  rise  to  a dry, 
irritative  cough.  Wheezing  may  appear  as  the 
airway  becomes  narrowed  and  increasing  short 
ness  of  breath  may  be  noticed.  Dyspnea  is  a 
common  early  symptom  and  sometime  seems  to 
be  out  of  proportion  to  the  size  of  the  mass. 
Erosion  into  bronchus  or  lung  may  cause  hemop- 
tysis or  even  severe  hemorrhage.  Cysts  ruptur- 
ing into  a bronchus  will  discharge  their  contents 
and  are  then  likely  to  become  secondarily  in- 
fected. Occasionally  infection  occurring  within 
a cyst,  even  without  the  presence  of  a bron- 
chial communication,  will  give  rise  to  the  first 
symptoms  of  the  condition. 

Among  the  most  interesting  lesions  of  the 
mediastinum  are  those  resulting  form  develop- 
mental aberrations,  particularly  the  teratoder- 
moid  group  of  tumors  and  cysts.  These  are  de 
rived  from  the  ectoderm  and  sometimes  include 
elements  of  mesodermal  and  endodermal  deri- 
vation. 

The  vast  majority  of  intrathoracic  teratoder- 
moid  tumors  originate  in  the  anterior  medias- 
tinum, directly  behind  the  sternum  and  in  front 
of  the  pericardium  and  great  vessels.  Rarely 
they  are  found  in  other  locations.  X-ray  evi- 
dence of  calcification  within  the  wall  of  a tera- 
todermoid  cyst  is  frequent,  while  tooth  and 
bone  formation  with  a mediastinal  tumor  is 
diagnostically  specific.  Air  and  a find  levei 
may  be  demonstrated  within  such  a cyst  whicii 
has  ruptured  into  a bronchus.  Since  their  growth 
tends  to  be  very  slow,  unless  infection  or  malig- 
nant degeneration  supervenes,  pressure  symp- 
toms generally  do  not  become  evident  until 
the  second,  third,  or  fourth  decade  of  life.  Un- 
less removed,  these  tumors  nearly  always  cause 
death  before  the  fifth  decade. 

The  contents  of  a teratodermoid  cyst  may  be- 
come infected  spontaneously,  presumably  by  a 
hematogenous  route,  whereup  the  cyst  is  likely 
to  increase  rapidly  in  size.  Pressure  as  well  as 
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toxic  symptoms  become  prominent  and  rupture 
into  a pleural  cavity  or  a bronchus  may  prove 
rapidly  fatal.  More  often  infection  is  secondary 
to  rupture  of  the  cyst  into  a bronchus  with  de- 
velopment of  a bronchocystic  fistula.  Such  rup- 
ture may  manifest  itself  by  expectoration  oi 
sebaceous  material,  cholesterol  crystals  and  hair, 
an  event  pathognomonic  of  this  condition. 
Strangely  enough,  cysts  with  bronchial  communi- 
cation may  exist  for  years  undiagnosed.  The 
signs  and  symptoms  of  chronic  bronchopulmon- 
ary suppuration  may  or  may  not  be  present.  A 
history  of  expectoration  of  hair  may  be  elicited 
only  through  specific  questioning  and  the  diag- 
nosis may  not  be  established  prior  to  surgical 
intervention. 

Extirpation  provides  the  onlv  satisfactory  man- 
agement of  teratodcrmoid  tumors  and  cysts. 
X-ray  therapy  is  of  no  value. 

BRONCHOGENIC  CYSTS.  These  cysts  are 
considered  to  arise  through  the  pinching  off  oi 
a bud  of  the  foregut  in  the  embryo.  Most  fre- 
quently they  arise  in  the  middle  portion  of  the 
mediastinum  in  relation  to  the  trachea  or  majoi 
bronchi.  Similar  cysts  whose  walls  are  also 
lined  with  ciliated  columnar  epithelium  like  that 
of  the  respiratory  tract,  are  found  in  relation  to 
the  esophagus. 

Symptoms,  if  any,  are  generally  due  to  pres- 
sure on  the  trachea,  bronchus  or  esophagus, 
producing  shortness  of  breath,  cough,  or  dysp- 
hagia. Generally  these  cysts  cannot  be  differ- 
entiated clinically  from  other  lesions  of  the 
mediastinum  and  their  removal  is  indicated  for 
dagnosis  and  for  the  relief  of  the  symptoms. 

GASTO-ENTEROGENOUS  CYSTS.  Among 
the  rarer  cysts  of  the  medastinum  are  those  with 
linings  resembling  gastric  or  enteric  mucosa. 
Pressure  symptoms  and  pain  are  likely  to  occur, 
particularly  if  there  is  a functional  secretory  ac- 
tivity of  the  lining.  Peptic  ulcer  with  perfora- 
tion has  been  reported. 

BENIGN  TUMORS  OF  THE  THYMUS.  Be- 
nign thymoma  is  a rare  tumor  of  the  mediastin- 
um. By  x-ray  study  it  generally  appears  as  a 
flattened  density  in  the  superior  anterior  media- 
stinum directly  behind  the  sternum.  Whether 
discovered  on  a routine  x-ray  or  as  a result  of 
pressure  symptoms,  resection  is  indicated  as  with 
all  benign  mediastinal  tumors. 

MALIGNANT  TUMORS  OF  THE  THYMUS. 
Lymphosarcoma,  carcinoma,  Hodgkin’s  disease 
and  teratoid  tumors  are  described  as  originating 


in  the  thymus  gland.  These  lesions  are  often  dif- 
ficult to  classify,  for  it  may  be  impossible  to  de- 
termine whether  they  are  primary  in  the  thymus 
or  elsewhere.  Well-defined  solitary  tumors 
which  may  be  of  thymic  origin  should  be  re- 
moved, if  possible. 

MEDIASTINAL  THYROID.  Adenomas  of 
the  thyroid,  particularly  those  occurring  at  the 
lower  poles,  will  occasionally  descend  gradually 
into  the  anterior  mediastinum. 

MEDIASTINAL  PARATHYROID  ADENO- 
MAS. Cope  reported  58  parathyroid  adenomas 
in  54  patients.  Of  these  11  were  found  in  the 
anterior  mediastinum.  However,  these  tumors 
are  rarely  large  enough  to  be  demonstrable  by 
x-ray. 

CONNECTIVE  TISSUE  TUMORS.  These  in- 
clude fibromas,  lipomas,  xanthomas,  chondro- 
mas, etc.,  with  their  malignant  counterparts. 
Usually  they  are  slow  in  growth  and  they  may 
attain  huge  size  (particularly  the  lipomas)  be- 
fore symptoms  become  manifest.  Symptoms, 
when  present,  are  generally  those  of  compres- 
sion. These  tumors  cannot  be  differentiated 
clinically.  Removal  is  always  indicated  when 
feasible. 

LYMPHOSARCOMA.  When  this  rapidly 
progressive  fatal  disease  is  primary  in  the  me- 
diastinum the  tumor  usually  grows  with  rapidity 
and  eventually  fills  the  entire  mediastium,  sur- 
rounding and  compressing  the  great  vessels, 
bronchi  and  other  structures.  Diagnosis  may 
be  difficult  during  the  early  stages  of  the  dis- 
ease, unless  an  involved  peripheral  lympth  node 
is  available  for  biopsy.  Lymphosarcoma  is  one 
of  the  most  common  malignancies  of  the  media- 
stinum and  the  diagnosis  should  be  suspected 
when  there  is  bilateral  widening  of  the  anterior 
or  middle  mediastinum  by  a tumor  with  irre- 
gular or  lobulated  borders.  In  suspected  cases  a 
therapeutic  test  with  x-ray  is  indicated.  Rarely 
a mediastinal  lymphosarcoma  presents  itself  as 
a unilateral  circumscribed  mass,  simulating  one 
of  the  benign  tumors  or  cysts  that  have  been 
discussed  before. 

In  the  differential  diagnosis  of  mediastinal 
tumors  and  cysts  one  must  keep  in  mind  media- 
stinal and  paravertebral  abscesses  and  infec- 
tious granulomas  such  as  tuberculomas,  or  sar- 
coidosis with  mediastinal  lymphadenopathy. 
Echinococcal  cysts  may  simulate  the  cysts  above 
described.  Aneurysms  of  the  aorta  or  one  of 
its  branches  may  sometimes  present  a diagnostic 
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problem,  particularly  if  expansile  pulsation  oi 
the  mass  cannot  be  demonstrated  fluoroscopic- 
ally. 

My  diagnosis  is  tumor  of  the  anterior  media- 
stinum. I do  not  see  how  it  is  possible  to  dis- 
tinguish between  teratodermoid  cyst  or  bron- 
chogenic cyst  but  because  of  the  age  of  the 
patient,  the  symptoms  and  especially  from  a per- 
centage standpoint,  I will  take  teratodermoid 
cyst  as  my  first  and  only  diagnosis. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Austin  Brues:  I have  called  briefly  the 
significant  points  in  this  short  report.  We  have 
a twenty-seven-year-old  dentist  who,  for  three 
months,  had  anterior  chest  pain  heralded  in  by 
shoulder  pain,  pleural  in  type,  which  was  in- 
creased by  respirations  and  by  movements  of  the 
trunk.  Six  weeks  before  entry  he  developed  a 
cough,  fever  was  first  noted,  which  was  of 
a mildly  septic  type.  After  that  he  had  tachy- 
cardia and  rapid  breathing,  but  no  general  pros- 
tration. There  was  a mild  anemia,  and  a minimal 
clubbing  of  the  fingers;  physical  and  x-ray  exam- 
inations agree  in  the  mass  in  the  right  anterior 
chest  coalescent  with  the  mediastinum,  with  a 
small  amount  of  pleural  fluid  on  that  side.  There 
are  also  two  collateral  observations  that  I should 
like  to  bring  up.  First  the  outside  x-ray  films 
which,  using  legal  terminology,  we  might  call 
“hearsay  evidence,”  which  may  be  important. 
The  description  given  us  is  that  of  a cyst  con- 
taining some  fluid,  and  we  should  suspect  thaL 
such  a definite  description  would  have  been 
made  only  if  a fluid  level  had  been  observed.  Wt 
therefore  have  hearsay  evidence  that,  at  that 
time,  instead  of  a solid  lesion  there  was  one 
which  was  thought  to  contain  fluid  and  per- 
haps had  a fluid  level.  The  second  collateral 
observation  we  may  class  in  accordance  with 
our  legal  analogy  as  “circumstantial  evidence”, 
an  operation  was  performed.  The  operation 
must  have  revealed  something  of  sufficient  sig- 
nificance to  the  Pathology  Department  to  make 
it  the  subject  of  a clinicopathological  confer- 
ence. In  other  words,  something  more  than  pus 
must  have  been  found. 

One  bit  of  evidence  that  is  lacking  is  a blood 
smear.  Perhaps  it  was  not  made.  It  might  en- 
courage or  discourage  certain  diagnosis  that  I 
think  for  other  reasons  are  improbable— namely, 
tuberculosis,  in  which  the  granulocytes  are  rela- 
tively low  and  the  monocytes  high;  parasitic 
disease,  which  is  usually  accompaned  by  an 


eosinophilia;  Hodgkin’s  disease,  which  often 
shows  a high  granulocyte  count  and  possibly 
eosinophilia;  and  leukemia,  in  which  a smear 
may  give  obvious  evidence  of  the  condition. 

Dr.  Tracy  B.  Mallory:  The  white-cell  count  was 
12,400,  with  79  polymorphonuclear  leukocytes, 
11  small  lymphoctyes,  8 monocytes,  and  29  eo- 
sinophils. The  red  cells  and  platelets  appeared 
normal. 

Dr.  Brues:  We  have  a process  limited  to  the 

right  chest  with  initial  pain  suggesting  pleural 
involvement.  I do  not  believe  there  was  mas- 
sive pleural  involvement,  such  as  we  might  ex- 
pect with  an  endothelioma  of  the  pleura,  because 
of  the  small  amount  of  fluid  that  is  reported. 
We  do  however  expect  to  find  something  en- 
croaching on  the  pleura  and  giving  the  first 
symptom  in  that  way. 

I should  like  next  to  consider  fever  as  a 
symptom.  This  suggests  primary  infection,  some 
lesion  secondarily  infected  or  a series  of  othei 
conditions  that  might  be  febrile,  such  as  Hodg- 
kin’s disease,  sarcoid  and  metastatic  disease;  of 
the  latter,  Ewing’s  tumor  is  the  only  commonly 
febrile  representative  and  is  out  of  the  question 
without  evidence  of  a primary  lesion.  I shall 
pass  over  sarcoid,  and  say  in  connection  with 
Hodgkin’s  disease  that  the  reported  nonlobulated 
configuration  of  the  growth,  the  fact  that  pair 
was  the  first  symptom  and  occurred  long  before 
the  others,  and  the  fact,  if  true,  that  a fluid  leve; 
was  seen  are  against  the  diagnosis.  Further- 
more, fever  in  Hodgkin’s  disease  is  usually  ob- 
served either  in  advanced  cases  or  in  cases  with 
posterior  rather  than  anterior  mediastinal  in- 
volvement. 

It  might  be  appropriate  to  take  up  the  x-ray 
films  at  this  point. 

Dr.  George  W.  Holmes:  The  films  that  I have 
put  up  cover  a period  of  about  three  months. 
They  show  a very  large  mass  that  occupies  the 
midchest.  In  the  anteroposterior  view  it  also 
appears  to  be  in  the  midportion  rather  than  in 
the  front  or  back.  It  is  of  some  interest  that  a 
mass  as  large  as  that  does  not  displace  the 
heart.  We  might  assume  that  the  lung  was  col- 
lapsed behind  it,  so  that  we  do  not  see  it,  and 
that  one  compensates  the  otlmr  and  there  is  no 
displacement.  There  is  evidence  in  this  film 
of  a small  amount  of  fluid  in  the  pleural  space. 
The  mass  is  homogeneous,  with  sharply  defined 
borders,  and  is  not  lobular. 

Dr.  Brues:  Does  this  exhibit  include  the  plate 
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taken  in  the  outside  hospital  on  which  I was 
speculating? 

Dr.  Holmes:  No.  Of  course  that  would  be 

of  great  value. 

In  the  spine  the  fifth  lumbar  vertebra  has  a 
narrow  posterior  portion.  I do  not  believe  that 
this  represents  metastatic  malignancy. 

Dr.  Brues:  We  must  still  consider  primary 

infections  and  secondarily  infected  processes.  I 
shall  first  mention  the  possible  primary  infec- 
tions. There  was  no  history  of  pneumonia,  and 
the  x-ray  films  do  not  suggest  that  the  lesion  was 
of  that  type.  The  course  was  not  septic  enough 
to  suggest  a large  encapsulated  empyema,  and 
I suspect  that  the  rounded  lower  border  of  the 
mass  by  x-ray  makes  an  interlobar  accumula 
tion  of  fluid  or  pus  unlikely. 

Tuberculosis,  of  course,  is  suggested  by  the 
first  few  lines  in  the  record.  The  significant  point 
against  tuberculosis  is  the  absence  of  disease  in 
the  apices.  One  might  also  think  of  two  other 
processes  similar  to  tuberculosis  but  without  the 
same  tendency  to  occur  in  the  apices— actinomy- 
cosis and  streptothricosis.  Either  of  these,  how- 
ever, should  give  greater  prostration. 

An  amebic  abscess  working  its  way  up  from 
tne  liver  is  indicated  in  the  beginning  of  the 
history  since  the  pain  occurred  in  the  shoulder, 
suggesting  something  in  the  region  of  the  dia- 
phragm. One  might  think  of  an  amebic  process 
passing  from  the  liver  through  the  diaphragm, 
settling  in  the  lung  and  giving  these  symptoms. 
Again,  one  would  expect  considerable  prostra- 
tion. 

Against  echinococeal  disease  is  the  fact  that 
the  patient  was  apparently  a confirmed  Bos- 
tonian. 

Did  he  have  a lung  abscess?  Such  a process 
would  have  been  walled  off  rather  thoroughly, 
since  there  was  no  sputum,  which  is  strongly 
against  the  diagnosis.  Furthermore,  the  x-ray 
films  show  no  particularly  marked  degree  of  in- 
filtration around  the  process. 

The  fact  that  the  fever  occurred  late  sug 
gests  a secondary  process.  Cancer  of  the  lung, 
centrally  located,  can  be  walled  off  so  that  no 
sputum  appears,  but  this  is  unusual.  The  pa- 
tient was  young  for  cancer  to  occur,  but  not  too 
young.  In  its  favor  is  the  lack  of  displacement 
of  the  mediastinum,  such  as  may  occur  in  an 
infiltrative  lesion.  Against  it,  for  the  same  rea- 
son, is  the  absence  of  infiltration  in  other  direc- 
tions. 


Two  other  processes  start  early  in  life  and  give 
their  peak  incidences  of  trouble  in  the  third 
decade,  namely,  congenital  cystic  disease  and 
dermoid  cyst.  Both  of  these  may  show  a fluid 
level  at  some  time.  Dermoids  are  particularly 
likely  to  occur  in  the  anterior  part  of  the  chest 
coalescing  with  the  mediastinal  shadow  and  ap- 
pearing low  in  the  lung  fields.  One  would  ex 
pect  a dermoid  to  displace  the  mediastinum  to 
the  opposite  side,  and  that  worried  me  some 
what,  but  I was  inclined  to  pass  that  off,  and 
Dr.  Holmes  has  given  me  assistance  in  doing  so. 
Therefore,  because  of  the  age,  the  location,  the 
recent  febrile  course,  the  absence  of  sputum  and 
the  lack  of  definite  evidence  against  it,  I shall 
make  the  diagnosis  of  dermoid  cyst,  secondarily 
infected. 

Dr.  Mallory:  What  was  the  line  of  argu- 

ment before  operation.  Dr.  Brown? 

Dr.  Robert  K.  Brown:  We  thought  the  lesion 
probably  was  a dermoid  cyst.  !fThe  patient  was 
extremely  sick  when  he  came  in.  His  pulse  is 
recorded  at  120,  but  it  ranged  from  120  to  140 
and  did  not  go  down  after  a week’s  rest  in  bed. 
The  temperature  went  up  and  ranged  from  10G 
to  102 °F.,  not  a definite  septic  temperature.  Dr. 
Churchill  thought  that  the  patient  was  not  in 
condition  for  open  thoracotomy  such  as  would 
be  required  in  an  attempt  to  remove  the  whole 
lesion,  and  decided  merely  to  explore  under 
local  anesthesia  through  an  anterior  incision. 

Dr.  Mallory:  I think  you  might  as  well  go 

ahead  and  tell  the  operative  findings. 

Dr.  Holmes:  May  I say  a word  first?  If  you 

arrive  at  a diagnosis  of  cyst  there  are  some 
points  in  the  x-ray  examination  that  may  help 
to  decide  between  dermoid  and  other  forms 
of  cyst.  For  instance,  an  echinococeal  cyst  usu 
ally  has  calcified  walls,  and  a dermoid  cyst 
often  shows  variations  in  density  within  the 
cyst  itself,  such  as  teeth  and  areas  of  markedly 
diminished  density  due  to  fat.  Although  the 
latter  may  also  look  just  like  this  one,  the 
absence  of  variations  in  density  is  perhaps 
against  it. 

Dr.  Richard  Sweet:  I have  just  taken  a der- 

moid cyst  out  of  a mediastinum  that  showed 
marked  calcification  in  the  wall. 

CLINICAL  DIAGNOSIS 

Dermoid  Cyst. 

DR.  BRUES’S  DIAGNOSIS 

Dermoid  cyst,  secondarily  infected. 
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ANATOMICAL  DIAGNOSES 

Teratoma  of  mediastinum,  with  extension  to 
middle  lobe  of  right  lung  and  metastases  to  liver 
and  vertebras. 

Pathologic  fracture  of  fifth  lumbar  vertebra. 

Collapse  of  right  lung,  massive. 

Bronchopneumonia,  slight,  of  left  lung. 

Ascites. 

Operative  wound:  exploratory  thoracotomy. 
PATHOLOGICAL  DISCUSSION 

Dr.  Mallory:  Will  you  tell  us  the  operative 
findings,  Dr.  Brown? 

Dr.  Brown:  A large  mass  was  found  with  a 

solid  wall  about  1 cm.  thick  and  a necrotic  center 
consisting  of  gray  mushy  material. 

Dr.  Mallory:  A biopsy  specimen  showed  a 

tumor  which  in  part  appeared  to  be  carcinoma- 
tons  with  some  rather  poorly  formed  glands, 
which  were  enough  to  justify  one  in  thinking  of 
it  as  adenocarcinoma.  Other  portions  of  the 
tumor  were  composed  of  long  spindle  cells  that 
looked  fibroblastic.  vVe  though  we  were  prob- 
ably justified  in  assuming  that  there  were  two 
kinds  of  cells  and  that  this  was  therefore  an 
undifferentiated  teratoma  rather  than  a carcin- 
oma. Following  that,  x-ray  treatment  was  given. 
Dr.  Brown  will  tell  the  rest  of  the  story. 

Dr.  Brown:  The  lesion  did  not  change  with 

1, 000,000- ■ volt  x-ray  therapy,  even  in  large  dosage. 
In  two  months  he  came  in  again  with  a patho- 
logic fracture  of  the  fifth  lumbar  vertebra, 
which  was  treated  by  x-ray;  the  patient  was 
put  in  a plaster  shell.  Two  months  later  he 
came  back  terminally,  with  a large  liver  and 
ascites;  he  died  in  six  days. 

Dr.  Mallory:  At  post-mortem  examination 

we  found  a large  tumor  in  the  anterior  media- 
stinum projecting  into  the  pleural  cavity.  It  was 
very  firm  and  was  adherent  to  the  middle  lobe 
of  the  right  lung,  and  on  section  it  was  possible 
to  show’  that  it  had  invaded  the  middle  lobe. 
That  left  two  possibilities— it  was  either  a media- 
stinal teratoma  with  secondary  invasion  of  the 
lungs  or  a primary  carcinoma  of  the  lung  spread- 
ing into  the  mediastinum.  It  seemed  to  us  from 
gross  examination  that  the  latter  was  unlikely 
since  the  tumor  was  largely  at  the  periphery  of 
the  lung  and  the  bronchi  were  entirely  unin- 
volved, carcinoma  of  the  lung  with  negative 
bronchi  being,  of  course,  a rarity.  Coupling 
that  with  the  peculiar  histologic  character  we 
felt  justified  in  continuing  to  call  this  a teratoma. 
There  were  extensive  metastases  to  the  liver  and 


bone  marrow,  and  the  fifth  lumbar  vertebra  was 
involved;  there  was  nothing  else  of  interest. 
The  tumor  was  perfectly  solid  at  the  time  of 
autopsy  and  nothing  suggested  at  that  time  that 
it  had  ever  been  cystic.  I am  not  quite  clear 
from  the  surgical  report  whether  it  was  cystic 
at  the  time  of  operation.  The  center  was  soft, 
but  no  fluid  or  air  was  reported. 

Dr.  Holmes:  Were  there  any  signs  of  x-ray 
treatment? 

Dr.  Mallory:  The  tumor  was  almost  totally 

necrotic.  We  could  hardly  find  a viable  cell  in 
the  mediastinal  tumor  in  contrast  to  the  liver, 
where  the  histology  was  essentially  that  of  the 
biopsy  specimen. 

Dr.  Holmes:  I suppose  that  the  change  in  the 
fifth  lumbar  vertebra  does  represent  a metastasis. 
However,  it  is  wedge  shaped,  the  reverse  o: 
what  it  should  be  with  a pathologic  fracture. 

ANNOUNCEMENT  OP  MEETINGS 
AT  UNIVERSITY  OF  TEXAS 

Several  meetings  of  interest  to  scientists  and 
physicians  will  be  held  at  the  Texas  Medical 
Center,  Houston,  Texas,  on  April  25  and  26. 

These  will  include  the  Sixth  Annual  Sympo- 
sium  on  Fundamental  Cancer  Research  of  The 
University  of  Texas  M.  D.  Anderson  Hospital 
for  Cancer  Research.  One  half-day  will  be  de- 
voted to  selected  papers  on  the  subject  of  nutri- 
tional factors  in  cancer.  The  Cancer  Pathology 
and  Radiology  Conference  of  The  University  of 
Texas  M.  D.  Anderson  Hospital  and  Postgraduate 
School  of  Medicine  will  be  on  Tumors  and 
Other  Diseases  of  Bone.  A meeting  of  the 
South  Central  Section  of  the  College  of  Amer- 
ican Pathologists  will  co-participate  in  the  Sym- 
posium and  Pathology  Conference.  There  will 
be  papers  of  general  interest  to  pathologists. 
Dr.  M.  M.  Wintrobe,  Professor  of  Medicine  at 
the  University  of  Utah  is  arranging  the  session 
on  nutritional  factors  in  cancer.  Dr.  Granville 
Bennett.  Professor  of  Pathology  of  the  Univer- 
sity of  Illinois,  and  Dr.  L.  Henry  Garland,  Pro- 
fessor of  Radiology  at  Stanford  University  Medi- 
cal School,  will  jointly  conduct  the  conference 
on  Tumors  and  Other  Diseases  of  Bone. 

The  third  Bertner  Foundation  Lecture  and 
Award  will  be  made  at  the  banquet  on  April  25. 
All  meetings  will  be  held  at  The  Shamrock. 
Further  information  may  be  obtained  from  Wil- 
liam O.  Russell,  M.D.,  at  2310  Baldwin  Street, 
Houston  6,  Texas. 
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In  a study  of  the  action  of  Dramamine  on  vestibular  function,  Gutner 
and  his  associates  found  that  Dramamine  “significantly  delayed  the  onset 
of  nystagmus,  shortened  the  duration  of  nystagmus  and  increased  the  milli- 
amperage  necessary  to  effect  tilting.” 

The  great  effectiveness  of  Dramamine  in  motion  sickness,  they  state, 
. . is  probably  related  primarily  to  its  ability  to  depress  vestibular  func- 
tion  ” 

DRAMAMINE® 


BRAND  OF  DIMENHYDRINATE 

— for  prevention  and  treatment  of  motion  sickness  — 

( Tablets  — 50  mg. 

Now  available  in  these  dosage  forms  : Liquid  — 12  mg.  per  4 cc. 

( Average  dose  — 50  mg. 

*Gutner,  L.  B.:  Gould,  W.  J.,  and  Batterman.  R.  D.:  Action  of  Dimenhydrinate  (Dram- 
amine) and  Other  Drugs  on  Vestibular  Function.  Arch.  Otolaryng.  55:308  (March)  1951. 

RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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ANNUAL  MEETIN'  TIME 


IT  IS  NOT  TOO  EARLY  TO  MARK  YOUR  CALENDAR  FOR  THE  BIG 
EVENT  - THE  SIXTY-FIRST  ANNUAL  MEETING  OF  YOUR  ASSOCIA- 
TION. THE  TIME -APRIL  30  THROUGH  MAY  3,  1952,  TO  BE  EXACT. 
THE  PLACE  - PHOENIX,  WITH  HEADQUARTERS  AT  HOTEL  WEST- 
WARD HO. 

AN  OUTSTANDING  SCIENTIFIC  SESSIONS  PROGRAM  HAS  BEEN 
ARRANGED  TO  INCLUDE  OUT-OF-STATE  GREAT  ORATORS:  OSBORNE 
A.  BRINES,  M.D.,  PROFESSOR  OF  PATHOLOGY,  WAYNE  UNIVERSITY, 
DETROIT;  HAROLD  E.  CROWE,  M.D.,  ASSISTANT  PROFESSOR  OF 
ORTHOPEDICS,  COLLEGE  OF  MEDICAL  EVANGELISTS,  LOS  AN- 
GELES; L.  MAXWELL  LOCKIE,  M.D.,  PROFESSOR  OF  THERAPEUTICS, 
BUFFALO  UNIVERSITY,  BUFFALO;  IAN  G.  MACDONALD,  M.D.,  ASSO- 
CIATE CLINICAL  PROFESSOR  OF  SURGERY,  SOUTHERN  CALIFORNIA 
UNIVERSITY,  LOS  ANGELES;  HALE  F.  SHIRLEY,  M.D.,  ASSOCIATE 
PROFESSOR  OF  PEDIATRICS  AND  PSYCHIATRY,  STANFORD  UNIVER- 
SITY, SAN  FRANCISCO;  SCOTT  M.  SMITH,  M.D.,  ASSOCIATE  PROFES- 
SOR OF  ANESTHESIOLOGY,  UTAH  UNIVERSITY,  SALT  LAKE  CITY; 
AND  WILLIAM  P.  THOMPSON,  M.D.,  CLINICAL  PROFESSOR  OF  MEDI- 
CINE, COLLEGE  OF  MEDICAL  EVANGELISTS,  LOS  ANGELES. 

ALL  PHYSICIANS  MEMBERS  WHO  HAVE  VOLUNTEERED  TO  PRE- 
SENT SCIENTIFIC  PAPERS  WILL  LIKEWISE  BE  AN  IMPORTANT  PART 
OF  THE  SCIENTIFIC  SESSIONS  AND  WILL  INCLUDE:  DRS.  MARCY 
L.  SUSSMAN;  BENSON  BLOOM;  JOHN  R.  GREEN  WITH  RICHARD  E.  II. 
DUISBERG  AND  WILLIAM  B.  McGRATH  PARTICIPATING;  W.  WARNER 
WATKINS;  JULES  L.  WHITEHILL;  FRIEDEL  B.  SCHUTZBANK;  JAMES 
T.  EMERT;  C.  THOMAS  READ;  LOUIS  G.  JEKEL;  MONROE  H.  GREEN; 
E.  PAYNE  PALMER;  WILLIAM  G.  SHULTZ;  CLARA  S.  WEBSTER;  LUD- 
WIG A.  LINDBERG;  DOUGLAS  D.  GAIN;  ROBERT  A.  PRICE;  AND 
CHARLES  L.  VON  POHLE. 

THE  PRESIDENT’S  DINNER-DANCE  WILL  BE  HELD  FRIDAY  EVE- 
NING, MAY  2ND,  IN  THE  FIESTA  ROOM,  HOTEL  WESTWARD  HO,  AT 
8:00  P.M.,  PRECEDED  BY  A SOCIAL  HOUR  AT  THE  HOME  OF  DR.  AND 
MRS.  FRANK  J.  MILLOY,  18  N.  COUNTRY  CLUB  DRIVE,  SCHEDULED 
FOR  6:30  P.M. 

A FULL  DAY  FOR  OUR  GOLFERS  IS  SCHEDULED  FOR  SATURDAY, 
MAY  3RD,  AT  PHOENIX  COUNTRY  CLUB,  FOLLOWED  BY  A SOCIAL 
HOUR. 

COUNCIL  WILL  HAVE  A DINNER-MEETING  TUESDAY,  APRIL  29TH, 
FOLLOWED  BY  THE  ANNUAL  CORPORATION  MEETING  OF  BLUE 
SHIELD.  THE  HOUSE  OF  DELEGATES  IS  SCHEDULED  TO  MEET 
WEDNESDAY  AND  FRIDAY  MORNINGS,  APRIL  30TH  AND  MAY  2ND. 
THE  GENERAL  SESSION  WILL  BE  CONDUCTED  WEDNESDAY  MORN- 
ING, APRIL  30TH. 

MORE  DETAILS  WILL  SOON  FOLLOW,  SO  REMEMBER  - ANNUAL 
MEETING  - PHOENIX  - APRIL  30  THROUGH  MAY  3,  1952  - AND 
PLAN  NOW  TO  PARTICIPATE. 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION.  (See  MEDICAL  WRITING  by  Morris  Fish- 
hein.) 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Submit  manuscript  typewritten  and  double-spaced. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


The  Treatment  Of  Tuberculosis 

SECTION  II 

( This  summary  of  modern  therapy  was  started 
in  an  editorial  last  month,  will  be  concluded  now 
with  comments  on  Collapse  Therapy,  Resection, 
Rehabilitation,  and  After-Care.  Non-pulmonarv 
lesions  have  not  been  considered). 

A.  REVERSIBLE  COLLAPSE  THERAPY.- 
It  should  be  mentioned  again  that  the  indica- 


tions for  all  collapse  or  excision  methods  are 
thoroughly  scrambled,  due  in  part  to  new  pro- 
cedures and  in  even  greater  part  to  chemother- 
apy. 

The  permanance  of  collapse  therapy  is  a most 
important  quality,  and  some  of  the  'reversible' 
methods  do  not  always  deserve  the  name. 

Extrapleural  pneumonolysis , for  instance,  wao 
once  routinely  followed  by  pneumothorax,  and 
was  called  reversible.  Most  lesions  require 
a more  permanent  collapse,  however,  and  ex 
trapleural  should  usually  be  aimed  at  such  an 
effect,  of  made  permanent  by  replacement  with 
another  operation. 

Phrenic  nerve  operations  should  consist  of 
careful  crushes  unless  function  is  never  again 
wanted— a rare  situation.  The  crushes  are  still 
not  certain  to  paralyze  the  diaphragm,  nor  is  the 
paralysis  certain  to  clear  in  all  cases.  The  per- 
manence of  phrenic  operations  can  not  be  de 
pended  upon.  Temporary  phrenics  are  cur- 
rently used  in  two  situation,— as  an  adjunct 
to  a pneumoperitoneum,  usually  when  the  status 
of  the  PNP  has  been  noted  and  found  wanting; 
as  a fill-in  for  a lobectomy,  usually  of  a lower 
lobe.  A few  other  indications  may  occur,  but 
they  are  not  frequent. 

Intrapleural  pneumothorax  has  waned  in 
popularity  in  most  areas  so  that  new  inductions 
may  be  quite  rare.  The  cause  is  partly  the 
success  of  chemotherapy,  the  value  of  pneumo- 
peritoneum, and  the  use  of  resection  or  per- 
manent collapse  without  an  nterlude  of  pneu- 
mothorax. It  is  also  largely  due  to  the  realiza- 
tion that  pneumothorax  is  not  uncomplicated 
and  often  not  reversible.  Pleural  thickening, 
poor  expansion,  and  ‘bound’  lungs  occur  too  often 
to  be  overlooked  unless  there  is  no  alternative. 
Fortunately  effusions,  empyemas,  and  atelec- 
tasis from  acute  tuberculous  bronchitis  are  ail 
minimized  by  chemotherapy,  so  that  a collapse 
is  safer  than  it  was  five  years  ago.  When  pneu- 
mothorax is  used,  complications  may  be  further 
decreased  by  terminating  the  collapse  as  soon 
as  certain  signs  appear.  The  patient  is  often 
the  chief  obstacle  to  such  a short  course. 

Pneumoperitoneum  is  still  a controversial 
method,  but  its  use  increases  almost  everywhere. 
Its  chief  advantage  is  reversibility;  it  can  be 
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used  as  an  adjunct  to  the  drugs  and  bedrest 
until  the  often  bilateral  lesions  are  healed,  or  un- 
til they  have  localized  to  the  point  where  a 
locally  applied  method  is  feasible.  PNP  can 
then  be  discontinued,  in  a short  time  and  with 
small  chance  of  complications.  The  disadvan 
tages  include  a remoteness  from  the  apices,  and 
the  inertia  which  a partly  effective  method  seems 
to  produce  in  patient  and  physician.  The  value 
of  PNP  is  hard  to  estimate,  but  it  is  surely  con- 
siderable in  many  cases. 

B.  PERMANENT  COLLAPSE  THERAPY.- 
The  correct  use  of  a permanent  method  is  also 
uncertain.  It  chiefly  depends  upon  the  surgeon, 
and  it  may  consist  ( when  resection  is  not  chosen ) 
of  a decision  between  the  ‘conservative’  thoraco- 
plasty and  other,  less  tried-and-true  operations. 
Many  thoughtful  surgeons  prefer  thoracoplasty, 
in  spite  of  its  deformity  and  loss  of  chest-wall 
support.  They  have  additionally  used  such  gim- 
micks as  (a)  the  squared-off’  thoracoplasty; 
( b ) ‘delayed  costectomy’  ( after  separation  ol 
the  periosteum  and  fascial  bundles  from  the 
ribs);  and  (c)  a ‘waterfall’  thoracoplasty  (clone 
after  an  upper  lobectomy  by  removing  only  2 cm. 
sections  from  the  posterior  and  lateral  parts  oi 
the  upper  4 or  5 ribs. ) These  modifications  im- 
prove the  collapse  ( a ) ; reduce  the  paradox  ( b ; , 
and  simplify  the  operation  (c). 

Extrapleural  pneumonolysis  can  be  made 
into  a permanent  collapse  by  the  use  of  certain 
new  materials  in  place  of  air  or  oil.  Wax  is 
safe  for  small  apical  pockets;  lucite  spheres  may 
be  used  for  larger  spaces;  and  sponge  materials 
have  recently  been  tried.  The  hazards  and 
effectiveness  of  lucite  and  sponge  are  not  yet 
well-known,  but  the  advantages  of  extrapleural 
collapse  (intact  chest  wall,  greater  directed  col- 
lapse, and  the  least  loss  of  lung  function  of  any 
operation)  suggest  that  some  suitable  medium 
will  be  found. 

Other  relatively  untried  operations  include 
thoracoplasty  with  insection  of  an  extra-fascial 
strut,  the  placement  of  lucite  spheres  between 
denuded  ribs  and  the  depressed  fascial  bundles 
(permanently  or  until  the  collapse  is  ‘fixed’),  etc. 
Research  surgeons  have  from  50  to  150  of  these 
cases,  and  sufficient  data  should  soon  be  forth- 
coming. The  Monaldi  and  cavernostomy  proce- 
dures are  rarely  indicated  or  done. 

C.  PULMONARY  RESECTION.— Resection  is 
now  The  Mode.  Theoretically  it  is  the  best 


operation  of  all,  since  a removal  of  the  necrotic 
lung  tissue  is  the  best  for  the  body.  Prac- 
tically, like  all  major  chest  surgery,  the  opera- 
tion has  become  quite  safe;  anaesthesia,  replaced 
blood,  better  technique,  antibiotics,  and  im- 
proved general  care  are  now  combined  to  lower 
the  morbidity  and  mortality  nearly  to  zero. 

Some  clinics  are  using  resection  for  almost 
every  type  of  lesion.  The  indications  are  in- 
creasing in  number  even  by  conservative  stan- 
dards. Destroyed  lungs,  bronchial  stenosis, 
basal  cavities,  collapsed  but  unhealed  lesions, 
et  al.,  are  joined  by  chronic  fibro-cavitative  le- 
sions which  would  collapse  poorly,  ‘round  focus’ 
lesions  which  continue  to  spill  a few  bacilli,  any 
large  cavity,  etc.  These  indications  are  sounder 
when  the  lesion  is  restricted  to  a lobe,  but  a 
Saranac  V.A.  group  is  now  using  chemotherapy 
from  6 to  18  months  and  then  removing  all  resi- 
dual nodules  above  a certain  size  by  segmental 
resection.  (This  last  routine  is  not  yet  a con- 
firmed practice). 

The  exact  place  of  resection  in  the  future  de- 
pends on  summaries  now  being  made.  Past  ex- 
perience suggests  that  results  will  be  variable 
in  different  hands,  but  a general  agreement 
should  be  reached— until  further  hoped-for  mir- 
acles change  the  balance  again. 

D.  REHABILITATION.— A few  comments 

should  be  made  on  care-after-treatment.  It  is 
a time  for  reinforcing  the  results  of  therapy, 
preventing  recurrence,  and  an  everlasting  sur- 
vey of  progress  “in  a disease  which  tends  to  heal 
incompletely  and  to  relapse.” 

1.  Continue  treatment  and  a close  laboratory 
observation  after  the  few  months  of  what  may 
be  a ‘drug  remission’.  The  gastric  cultures  may 
return  to  positive,  a signal  of  incompletely 
healed  disease. 

2.  Use  exercise  as  a medicine,  to  be  given  in 
measured  doses,  and  with  regular  increases  de- 
pending on  time,  x-ray  films,  and  bacterial  stu- 
dies. 

3.  Continue  restrictions  on  exercise,  and  insis- 
tence on  extra  rest,  indefinitely  in  most  cases. 
Occupations  and  entertainment  can  almost  al- 
ways be  changed  to  fit  the  needs. 

4.  Check  on  the  symptoms,  signs,  x-ray  find- 
ings, and  bacterial  studies  at  regular  intervals. 
This  check-up  may  vary  from  2 months  in  recent 
‘cures’  or  suspected  activity  to  6 months  in  stable 
lesions  (and  individuals).  Small  films  may  be 
used  in  late  follow-ups.  Gastric  aspirations 
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should  be  used  when  sputum  is  negative.  Cul- 
tures are  about  equal  to  a guinea-pig  in  effi- 
ciency. 

The  disease  is  the  patient’s,  and  he  must 


understand  it  and  arrange  for  its  care,  but  the 
responsibility  is  generally  considered  to  be 
shared  by  the  physician.  The  treatment  should 
he  continued  forever. 


RX,  DX,  AND  DOCTORS 

By  GUILLERMO  OSLER,  M.  D. 


The  V.  A.  continues  to  put  on  their  excellent 
Conferences  on  CHEMOTHERAPY  OF  TUBER- 
CULOSIS. The  Eleventh  was  held  in  January  in 
St.  Louis,  with  more  than  100  V.A.  and  civilian 
consultants  present.  . . . We  can  jump  the  gun  on 
official  reports  by  noting  several  of  the  high 
points, — 1.  Streptomycin  and  dihydrostreptomycin 
are  about  equal  in  both  good  and  bad  effects. 
2.  One  gram  of  SM  twice  a week,  and  12  grams 
of  PAS  daily  is  the  best  regimen.  3.  The  use  of 
the  combined  routine  is  producing  some  good  re- 
sults even  in  cases  resistant  to  SM.  4.  The  extra- 
pulmonary  complications  of  tb.  are  decreasing, 
due  to  chemotherapy  of  lung  disease.  5.  Cavities 
can  be  sterilized  by  long  continued  therapy,  in 
spite  of  the  persistence  of  acid  fast  bacilli.  6. 
DHSM  does  not  produce  the  feared  ototoxicity  with 
the  doses  suggested.  7.  Benamid  may  be  of  fu- 
ture value  in  sustaining  the  blood  level  of  SM. 
8.  Mycomycin  has  been  abandoned.  Viomycin 
has  not  measured  up.  Terramycin  has  little  effect 
in  tb.  (9.  The  Women’s  Home  Companion  has 
scooped  other  journals  by  an  article  on  segmental 
resection!). 


The  second  favorable  piece  of  news  concerning 
Ihe  effect  of  CHEMOTHERAPY  IN  PRIMARY 
TUBERCULOSIS  comes  from  the  same  place  as 
the  first.  The  N.Y.U.-Bellevue  Medical  Center  con- 
firms its  first  reports.  . . . Chemotherapy  has  en- 
tirely changed  the  immediate  prognosis.  The  case 
fatality  rate  has  dropped  from  18%  before  strep- 
tomycin to  3%  after  it.  . . . Recovery  from  tuber- 
culous meningitis,  treated  by  them  with  SM,  oc- 
curs in  2 out  of  3 cases. 


munication)  that  one-tenth  of  the  new  cases  being 
reported  in  California  come  from  the  huge  routine 
survey  of  admissions  to  the  Los  Angeles  County 
Hospital. 


Look  who’s  practicing  medicine  on  DOCTORS! 
Trans  World  Airlines  (TWA)  tells  physicians 
thruout  the  United  States  (and  even  California) 
that  a Quickie  Vacation  in  the  clear  dry  desert 
air  is  just  the  things  to  get  one  away  from  the 
office,  and  good  medicine  too.  . . . They  at  least 
have  literary  (if  not  medical)  license. 


ANTIBIOTICS 

Dr.  Frank  Meleney  (a  onetime  Arizona  Medicine 
contributor)  reports  that  the  nephrotoxic  elements 
of  BACITRACIN  are  so  greatly  reduced  that  it  may 
be  safely  used  sysiemically. 

TERRAMYCIN  was  reported  to  be  effective  on 
pinworms  (enterobiasis)  in  animals.  It  has  now 
been  found  100%  successful  in  30  cases  in  humans. 
Scotch  tape  impressions  were  negative  for  ova  by 
ihe  second  post-treatment  day,  and  no  evidence 
of  relapse  occurred  in  the  five  week  observation 
period. 


Arizona  is  bracketted  by  TYPHUS,  tho  it  is 
endemic;  New  Mexico  had  it,  and  now  it  is  report- 
ed in  California.  . . . The  latter  occurrence  was  not 
in  cosmopolitan,  brash,  waterfront  Los  Angeles, 
but  in  gentle  Altadena  in  the  north  part  of  Pasa- 
dena. . . . Rats  moved  out  of  a demolished  barn 
into  nearby  houses,  and  their  fleas  moved  from 
the  rats  to  pets  and  humans.  Then  the  health  de- 
partment moved  into  Altadena. 


The  communicable  disease  summary  by  the  Ari- 
zona State  Dep’t.  of  Health  shows  some  interesting 
figures  for  TUBERCULOSIS.  There  were  3708 
cases  reported  in  1951,  versus  2683  cases  in  1950. 
. . . An  increase  of  a thousand  cases  can  only 
mean  better  case-finding  or  better  case-reporting. 
In  either  case,  here’s  a cheer  for  a triumph  by 
the  Dep’t.  and  the  state  M.D.s.  After  years  of 
heckling,  this  Osier  refuses  to  look  too  closely. 


The  value  of  ROUTINE  CASE-FINDING  X- 
RAYS  IN  HOSPITALS  is  emphasized  by  Dr.  Ed- 
ward Kupka,  tuberculosis  control  director  in  Cali- 
fornia. . . . Dr.  Kupka  reports  (by  personal  com- 


So this  nurse  says  to  me,  "You  know  what 
they're  using  for  VIRUS  FLU  now?"  "No,  what?" 
says  I.  "Penicillin  and  streptomycin",  she  says 
proudly,  "my  mother  gets  hypodermics  every  day". 
I count  to  a hundred,  then  go  ahead  anyway. — 
"Lady,  'they'  are  always  using  something.  Anti- 
histamines, penicillin,  and  so  on,  and  so  forth. 
Preferably  by  hypo.  Did  you  hear,  yet,  that  'colds', 
'flu',  or  'grippe',  or  'virus  infection'  had  a cure? 
Did  you  hear.  . . .?"  Well  where  did  that  lady 
go?! 


Do  you  casually  wonder  how  much  actual  prog- 
ress has  been  made  in  MALARIA  THERAPY? 
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Casual,  unless  you  see  one  of  the  occasional  cases 
flown  back  to  Arizona  from  the  area  south  of 
Mexico  City.  . . . The  chief  advance  during  the  war 
was  a recognition  of  Atabrine  (also  called  quin- 
acrine  and  mepacrine).  Atabrine  is  less  toxic  than 
quinine;  when  properly  given  it  works  faster; 
it  is  a practical  cure  for  the  most  common  and 
fatal  type  (falciparum).  ...  It  suppresses  but 
does  not  cure  the  vivax  type,  thus  allowing  late 
relapses.  . . . An  organized  examination  of  14,000 
compounds  was  not  helpful  during  the  war,  but 
was  a classic  search,  and  produced  at  least  two 
drugs  of  value.  It  also  produced  a huge  volume 
of  knowledge  about  malaria  and  pharmacology  in 
general.  . . . Chloroquine  (called  Aralen  or  SN 
7618)  is  better  than  Atabrine  as  a suppressive  and 
for  ending  acute  attacks  of  vivax.  Pentaquine  (or 
SN  13,276)  can  be  used  alone  or  with  quinine  for 
a ‘radical  cure’  of  vivax.  . . . The  British  found 
‘paludrine’,  a great  early  starter,  but  productive 
of  resistant  strains.  . . . Recent  news  reports  have 
told  of  the  notable  values  of  primaquine,  but  we 
must  wait  for  the  published  studies  and  a greater 
usage.  . . . We  are  apparently  nearer  the  ‘magic 
bullet’  for  malaria. 


The  place  of  vitamin  B 12  in  the  ETIOLOGY 
AND  THERAPY  OF  ANEMIAS  is  more  clearly 
being  described.  Dr.  W.  B.  Castle,  student  of  the 
late  Dr.  George  Minot,  and  originator  of  the  first 
schema,  now  calls  gastric  secretion  the  'intrinsic 
factor'  and  vitamin  B 12  (or  closely  related  com- 
pounds) the  'extrinsic  factor'  in  pernicious  anemia. 
. . . In  general,  normal  hematopoiesis  requires  vita- 
min B 12,  folic  acid,  and  ascorbic  acid.  Some  form 
of  anemia  may  follow  the  lack  of  any  of  the  three 
substances. 


BRAIN  WAVES  may  some  day  be  of  help  in 
vocational  guidance.  It  has  been  shown  that  there 
are  personality  differences  which  coincide  with 
eleetroencelphalogram  findings.  . . . Drs.  Travis 
and  Bennett  of  U.S.C.  showed  that  persons  who 
have  a predominance  of  alpha  waves  are  ‘quick 
deciders’.  Those  with  beta  waves  are  sensitive  to 
details,  and  are  worriers.  . . . The  personality 
tests  were  made  with  Rorschach  ink-blots. 


A neat  and  precise  article  on  'APPLIED  PSY- 
CHOSOMATIC MEDICINE  IN  GENERAL  PRAC- 
TICE' appears  in  the  August  issue  of  ANNALS  OF 
WESTERN  MEDICINE  and  SURGERY.  The  au- 
thor is  Dr.  Robert  Crede  of  the  division  of  medi- 
cine, U.  of  Cal.  ...  It  is  well-subdivided,  and 
proceeds  on  the  basis  that  valuable  information 
about  the  patient's  background  and  personality 
structure  can  be  obtained  by  a special  simple  ap- 
proach. He  then  tells  how  to  obtain  it.  . . . How 
does  the  patient  tell  his  story?  How  does  he  react 
to  it?  What  unusual  points  are  there  in  his  de- 
velopment, his  family,  his  childhood,  his  sex-life, 
his  symptoms?  What  attitude  should  the  physician 


take?  When  should  he  take  action,  observe,  be 
patient?  How?  . . . Not  a bad  outline — and  he 
actually  thinks  that  the  average  physician  can 
use  it. 


Five  members  of  the  medical  and  pediatric  sec- 
tions of  the  Mayo  Clinic  have  used  CORTISONE 
ON  A CASE  OF  TETANUS.  . . . The  object  was 
not  to  change  the  course  of  the  toxic  infection, 
but  to  help  the  patient  survive  while  healing  the 
disease,  and  to  attenuate  hypersensitivity  of  vari- 
ous sorts.  . . . One  case  has  been  reported  with 
abruptly  good  results.  Sedatives,  antibiotics,  wound 
cleansing,  and  antitoxin  were  administered  as 
usual  for  a situation  which  included  trismus  and 
tetanospasms.  An  unfavorable  progress  was  ar- 
rested and  reversed  after  tracheotomy  and  exhi- 
bition of  cortisone.  It  was  felt  that  the  drug  was 
the  cause  of  the  improvement.  ...  It  should  be 
worth  further  trial. 


Wannamaker,  Rammelkamp,  ei  al.,  have  added 
to  their  earlier  series  on  PROPHYLAXIS  OF 
RHEUMATIC  FEVER  in  an  article  in  the  Amer- 
ican Medical  Journal.  . . . They  have  1,178  patients 
with  exudative  tonsillitis  or  pharyngitis  which 
were  treated  by  penicillin,  and  1,162  non-treated 
controls.  Penicillin  (G,  procaine,  in  oil)  was  used 
in  3 dosage  schedules,  and  early  use  of  1.2  million 
units  in  3 doses  was  the  most  effective.  ...  In  the 
control  series,  28  definite  and  7 possible  cases  of 
rheumatic  fever  occurred;  in  the  treated  series, 
2 definite  and  3 possible  cases  were  found. 


A few  snake-pit  movies  and  a few  articles  in 
national  magazine  have  started  the  state  institu- 
tions on  another  necessary  surge  to  improve 
CARE  OF  THE  MENTALLY  ILL.  . . . ‘Hospital 
Management’  has  a list  of  quotations  from  the 
Governors  of  two  dozen  states,  telling  what  their 
states  are  doing  or  intend  to  do.  Governor  Pyle 
briefly  says  that  “Arizona  hopes  soon  to  be  in 
the  forefront  of  the  states  whose  mental  hospitals 
have  been  brought  up  to  the  highest  possible 
standards  of  therapeutic  and  custodial  care”  . . . 
Public  prodding  is  a great  need  when  the  situa- 
tion is  so  huge  and  inert  and  obscure.  (Anyone 
who  mentions  Winnie  Ruth  is  out  of  bounds. 
Judge  not,  lest  ye  also  be  Juddged). 


If  one  should  speak  of  W.R.J.,  one  could  men- 
tion the  tuberculosis  sanatorium  (La  Vina)  in 
Altadena,  California,  where  she  was  a patient 
about  30  vears  ago.  . . . Everyone  at  La  Vina 
tingles  slightly  on  the  occasions  when  Winnie  'at- 
tains her  freedom'.  She  returned  there  once,  just 
after  the  unfortunate  dismemberments,  hid  out  in 
an  old  cottage  on  the  hillside,  lived  on  purloined 
milk,  and  slipped  away  before  being  discovered. 
. . . The  patients  and  staff  at  La  Vina  follow  all 
bulletins  from  Phoenix — and  cheer  for  a thirty- 
year  'cure'  of  tuberculosis. 
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RECEPTION  ROOM 

North  Central  and  McDowell  Road  —Ample  Parking 
For  Information  Call 


HOWARD  OHL,  M.D. 

25  W.  McDowell  Road 

Phone  2-2395  Phoenix,  Arizona 


DIAGNOSTIC  LABORATORY 

MAURICE  ROSENTHAL,  M.D., 
Pathologist 

Diplomate  of  American  Board  of  Pathology 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 
CLINICAL  PATHOLOGY 
AUTOPSIES 
TISSUE  PATPIOLOGY 
E.K.G.  B.M.R. 

Medical  Arts  Building 
543  E.  McDowell  Road 
Phone  8-1601 
Phoenix,  Arizona 


DOCTORS 

TUCSON  BRACE  SHOP 

A Natural  for  Hospital  or  Clinic 

Orthopedic  Appliances 

265  x 600  feet.  Renting  at  $14,000  a year. 

Braces,  Limbs,  Belts,  Trusses 

“Let  me  tell  you  about  this.” 

Arch  Supports  and  Repairing 

L.  L.  STEWARD  REALTOR 

Phone  3-4581  805  E.  Broadway 

Phoenix,  Arizona 

Tucson.  Arizona 

1414  E.  McDowell  Road  — PHONE  4-1636 
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THE  HONOR  ROLL 
OF  TECHNICAL  EXHIBITORS 

At  Annual  Meetings  of  Arizona  Medical 
Association 

A recent  survey  just  completed  reveals  those 
Technical  Exhibitors  who  consistently  or  for  a 
large  portion  of  the  years  checked  ( 1939  to  and 
including  1951,  excluding  the  years  1945  and 
1949,  when  no  Technical  Exhibits  were  held) 
supported  our  Annual  Meetings  over  this  13- 
year  period.  Their  names  appear  on  the  follow- 
ing Honor  Roll  of  firms  who  have  been  loyal 
to  The  Arizona  Medical  Association: 

Ayerst,  McKenna  & Harrison,  Limited,  New 
York,  New  York— 8 times  and  every  year  since 
1946. 

Don  Baxter,  Inc.,  Glendale,  California— 9 times 
and  every  year  since  1946. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit, 
New  Jersey— 10  times. 

The  Coca-Cola  Company,  Atlanta,  Georgia— 
Every  year  since  1948. 

Doho  Chemical  Corporation,  New  York,  New 
York— 4 out  of  the  last  5 years. 

General  Electric  Company,  Los  Angeles,  Cali- 
fornia—11  times. 

Lanteen  Medical  Laboratories,  Evanston,  Illi- 
nois—4 out  of  the  last  5 years. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana— 
6 times  and  every  year  since  1948. 

M & R Laboratories,  Columbus,  Ohio— 8 times 
and  every  year  since  1947. 

Mead  Johnson  & Company,  Evansville,  Indiana 
—12  tunes  and  every  years  since  1939. 

Parke,  Davis  & Company,  Detroit,  Michigan— 
Every  year  since  1948. 

Pet  Milk  Company,  San  Francisco,  California- 
10  times. 

A.  H.  Robins  Co.,  Inc.,  Richmond,  Virginia— 4 
out  of  the  last  5 years. 

Sandoz  Pharmaceuticals,  San  Francisco,  Califor- 
nia—8 times  and  every  year  since  1948. 

G.  D.  Searle  & Co.,  Chicago,  Illinois— Every  year 
since  1948. 

Smith-Dorsey,  Lincoln,  Nebraska— Every  year 
since  1948. 

Southwestern  Surgical  Supply  Co.,  Phoenix,  Ari- 
zona—12  times  and  every  year  since  1939. 
Standard  Surgical  Supply  Co.,  Inc.,  Phoenix, 
Arizona— Every  year  since  1946. 

YVestinghouse  Electric  Corporation,  San  Fran- 
cisco, California— 7 times  and  every  year  since 
1948. 


YVinthrop-Stearns  Inc.,  New  York,  New  York- 
Every  year  since  1948. 

These  firms  will  again  be  with  us  in  1952 
during  the  Annual  Meeting  of  this  Association 
to  be  held  in  Phoenix,  Arizona,  with  headquar- 
ters at  Hotel  Westward  Ho.  In  addition,  the 
following  companies,  some  of  whom  have  been 
with  us  several  years  on  an  alternating  sched- 
ule, and  others  for  the  first  time,  will  likewise 
participate  in  1952: 

The  Borden  Company  (Maricopa  Division, 
Phoenix,  Arizona. 

Marlyn  Company,  Inc.,  Los  Angeles,  California. 
McNeil  Laboratories,  Inc.,  Hollywood,  California. 
The  Wm.  S.  Merrell  Company,  Cincinnati,  Ohio. 
Medco  Products  Company,  Tulsa,  Oklahoma. 

E.  S.  Miller  Laboratories,  Inc.,  Los  Angeles, 
California. 

The  National  Drug  Company,  Philadelphia, 
Pennsylvania. 

Chas.  Pfizer  & Co.,  Inc.,  Brooklyn,  New  York. 
Philip  Morris  & Co.  Ltd.,  Inc.,  New  York,  New 
York. 

Western  Surgical  Supply  Co.,  Ltd.,  Los  Angeles, 
California. 

ALL  OF  THESE  FIRMS  DESERVE  YOUR 
SPECIAL  ATTENTION  AND  RECIPROCAL 
SUPPORT. 


n 


Prescription  . . . 

Insured  Safety 


ARIZONA’S  OLDEST  ANO  LARGEST  SAVINGS  ANO  LOAN 


FIRST  FEDERAL 
O SAVIMGSw 

V^ii)  JOSEPH  G.  RICE,  CHAIRMAN  OF  THE  BOARD  AND  PRESIDENT 
30  W.  Adams  St.,  Phoenix  • Orange  at  Fourth  Ave.,  Yuma 


ACCOUNTS  INSURED 

by  (he  Federal  Sovtngs  & Loo n Inwronce  Corporatise 
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from 
among  all 
antibiotics 
Pediatricians 
often  choose 


AUREOMYCIN 


because . . . 


Hydrochloride  Crystalline 

Aureomycin  may  be  given  by  the  oral,  or  in  an  emergency 
by  the  intravenous,  route.  Aureomycin  readily  and  rapidly 
diffuses  into  all  the  tissues  and  fluids  of  the  body. 

Aureomycin  in  divided  small  dosage  has  given  serum  levels 
comparable  with  those  following  one  large  dose. 


Aureomycin  is  clinically  effective  in  the  control  of  infec- 
tions of  bacterial,  rickettsial,  and  large  viral  origin. 


Aureomycin  has  been  reported  to  be  effective  against 
susceptible  organisms  in:  Bronchiolitis  • Bronchitis  • 
Colitis  • Epidemic  Diarrhea  • Childhood  Genitourinary 
Infections  • Laryngotracheobronchitis  • Secondary  Infec- 
tions following  Measles  • Mucoviscidosis  (pancreatic  fibro- 
sis) • Neonatal  Infection  • Otitis  Media  • Mastoiditis  • 
Pertussis  Pneumonia  • Scarlet  Fever  • Secondary  Invasion 
following  Varicella 

Throughout  the  world,  as  in  the  United  States,  aureo- 
mycin is  recognized  as  a broad  spectrum  antibiotic  oj 
established  effectiveness. 

Capsules:  50  mg.— Bottles  of  25  and  100.  250  mg.— Bottles  of  16  and  100. 

Ophthalmic:  Vials  of  25  mg.  with  dropper  ; solution  prepared  by  adding  5 cc.  of  distilled  w ater 

LEDERLE  LABORATORIES  DIVISION  a»ck>ca*  C/muuwd  cov-any  30  Rockefeller  Plaza,  New  York  20,  N.Y . 

\3’d *-V  • ••  >*' 

: 

WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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Poliomyelitis  Management  Technique 

The  following  recommendations  for  care  of 
Poliomyelitis  were  read  at  the  November  5th 
County  Society  meeting  by  Carlos  Craig.  It  was 
of  such  general  interest  that  we  were  requested 
to  print  it  and  make  it  available  to  all  Society 
members. 

ALL  POLIO  ADMISSIONS— 

1.  Mattress  board— foot  board. 

2.  Routine  C.B.C.  and  Urinalysis. 

•3.  Spinal  tap  on  admission  unless  onset  has 
been  less  than  24  hours  previous. 

IF  DIAGNOSIS  IS  POSITIVE- 

1.  Regular  Hi-Protein  Diet  for  age;  Except, 
no  milk,  milk  shakes,  malts,  eggnogs,  ice 
cream  or  cream  soups. 

2.  Additional  fruit  juices  three  times  daily. 

3.  Vitamins. 

4.  NaCL  t.i.d.  when  hot  packs  are  started. 

5.  A.S.A.  or  A.P.C.  every  four  hours  P.R.N.  for 
discomfort. 

6.  Enema  P.R.N. 

7.  Catherize  every  8 hours  P.R.N. 

8.  Intake  and  output. 

9.  Daily  fluid  intake  to  be  kept  up  to  follow- 
ing: 

a.  1-5  years  1500  c.c. 

b.  5-10  years  2000  c.c. 

c.  10-15  years  2500  c.c. 

d.  15  years  3000  c.c. 

(NaCL  per  day  should  not  exceed  5 gms. ) 

10.  No  packs  until  patient  is  relatively  afebrile 
(101  oral— 102R ) . 

Back— neck  and  both  lower  extremities  to 
be  packed  on  all  acute  cases. 

Other  areas  as  ordered.  Chest  on  all  bul- 
bars  and  high  cervicals. 

Packs  to  be  given  1 hour  on— 1 hour  off— 
9 a.m.— 8 p.m.  with  additional  packs  for 
severe  spasm. 

11.  Orthopedic  consultation  at  end  of  7 days 
or  earlier  if  patient  is  afebrile. 

12.  Patients  are  to  be  kept  flat  until  otherwise 
ordered  by  the  Orthopedic  Consultant. 

13.  Physiotherapy  on  order  of  orthopedic  con- 
sultant. 

"Atropine,  opium,  or  barbiturates,  or  any  of 
their  derivatives  may  not  be  given  to  patients 
demonstrating  the  following  symptoms:  — 

1.  Chest  pain.  2.  Difficulty  in  swallowing. 

3.  Excessive  amount  of  mucous  in  nose  and 
throat. 

4.  Voice  and  speech  changes. 

5.  Cyanosis.  6.  Facial  twitchings. 


7.  Flaring  nostrils.  8.  Visual  disturbances. 

9.  Spasms  of  intercostals  or  diaphragm. 

10.  Any  use  of  accessory  muscles  to  assist 
breathing. 

11.  Diaphoresis. 

Aspirin,  A.P.C.,  and  Chloral  Hydrate  only  may 
be  given.  Smoking  and  flowers  are  not  per- 
mitted. 

II.  Polios  with  cervical  involvement:  i.e.  patients 
demonstrating  chest  pain— cyanosis— flaring 
nostrils— spasm  of  intercostals  or  diaphragm. 

1.  Chest  packs. 

2.  Nasal  oxygen— 2 to  4 per  minute  continu- 
ously. 

3.  Ventilation  readings  every  hour  if  patient 
will  co-operation.  Place  in  respirator  if 
readings  approach  minimum  Vital  Capacity. 

III.  Polios  with  hulhar  involvement  i.e.— Patients 
demonstrating  difficulty  in  swallowing— muc- 
ous— voice  and  speech  changes— 

1.  Prone  Trendelenberg. 

2.  Suction  P.R.N. 

3.  Clear  liquids  only  if  tolerated. 

4.  Tracheotomy  when  indicated. 

5.  Respirator  following  tracheotomy  if  patient 
is  not  ventilating. 

IV.  Polios  with  encephalitis. 

1.  Nasal  oxygen. 

2.  10%  dextrose  in  water  I.V.  if  indicated. 
TRACHEOTOMY  CARE:- 

1.  Nothing  by  mouth  4-7  days. 

2.  Clear  liquids  or  if  patient  is  tube  fed:  — 

a.  First  24  hours  water  ounces  one  to  two 
every  hour. 

b.  Second  24  hours,  use  five  per  cent  glu- 
cose in  water. 

c.  Formula  thereafter. 

RESPIRATOR  CARE:- 

1.  Pressure:— Normal  tidal  exchange  (deter- 
mined by  use  of  ventilation  meter). 

2.  Negative  pressure  only  to  be  used  on  tank. 

3.  Negative  pressure  not  to  exceed  20  cms. 
If  normal  ventilation  cannot  be  achieved 
in  this  manner,  tracheotomy  is  performed 
so  that  Bennett  positive  pressure  can  be 
used. 

4.  C.B.C.— Urinalysis— Carbon  Dioxide  com- 
bining power  — N.P.N.,  Total  Proteins, 
Chlorides,  A/G  Ratio  from  2 times  weekly 
to  1 time  per  months  as  patient  improves. 

5.  Change  Ph  (Urine)  every  2 weeks. 

6.  Retention  catheter  after  patient  has  been 
unable  to  void  for  24-48  hours— to  remain 
in  until  patient  is  afebrile. 
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CAVEAT  EMPTOR* 

Treatment  by  a practitioner  of  one  school  of 
medicine  cannot  be  adjudged  malpractice  by  the 
standards  of  any  other  school  of  medicine.  The 
decisions  in  two  cases  recently  reviewed  by 
the  Michigan  Supreme  Court  emphasizes  this 
point,  and,  in  effect,  put  the  public  on  notice  to 
be  wary,  since  there  is  more  than  one  standard 
of  medical  practice. 

Standards  for  the  practice  of  the  healing  arts 
have  been  established  and  improved  by  doctors 
of  medicine  for  many  years  and  have  been 
widely  publicized  and  accepted.  The  entry  of 
other  systems  of  practice  with  their  claims  to 
equality  and  even  superiority  and  their  not  too 
clearly  defined  methods  of  practice  is  responsible 
for  the  confusion  now  disclosed  by  the  Court. 

Patients  who  select  any  healer,  assuming  that 
all  have  the  same  standards,  belately  discover, 
when  they  find  themselves  aggrieved,  that  what 
they  thought  was  the  real  article  was  something 
of  foreign  quality  based  on  a different  set  of 
standards. 

Illustrative  of  this  rude  awakening  are  the 
two  cases  referred  to  above:  one,  in  which  the 
widow  of  a patient  subjected  to  thyroidectomy 
by  an  osteopath  claimed  malpractice  and  was 
denied  damages  because  she  wrongly  assumed 
that  the  standards  of  the  allopathic  school  ap- 
plied. The  other,  involving  an  injury  to  a hand 
in  which  it  was  claimed  the  defendant  osteo- 
path failed  to  suture  cut  tendons,  with  resultant 
disability,  was  also  denied  redress  for  the  same 
reason. 

Among  the  several  reasons  leading  to  the  deci- 
sions is  one  which  puts  the  blame  squarely  on 
the  shoulders  of  the  patient,  to  wit:  “a  patient 
who  seeks  treatment  from  an  osteopath  for  the 
cure  or  allevation  of  his  condition  is  charged 
with  knowledge  of  the  fact  that  the  osteopath 
would  follow  the  methods  and  practice  observed 
in  the  osteopathic  system  of  treatment,  and  is 
not  in  a position  to  complain  that  the  methods 
and  standards  of  practice  customarily  observed 
by  another  school  of  medicine  were  not  followed. 

With  no  uniform  set  of  standards  for  the  vari- 
ous systems  of  practice  now  legalized  by  the 
State,  it  is  incumbent  on  the  patient  to  inform 
himself  as  to  the  differences  that  exist,  since 
he  alone  is  responsible  for  his  choice.  And  the 
Court  has  in  effect  wisely  cautioned:  let  the 
buyer  beware. 

°Reprinted  from  Detroit  Medical  News. 


Serving  the  Laboratories  of  Arizona 
Clinical  — Industrial  — Schools 

PROMPT 

ACCURATE 

SERVICE 

Clico  Laboratory  and  X-Ray  Supplies 

Equipment  — Chemicals  — Reagents  — Supplies 
335  W.  McDowell  Road  Phone  2-5413 

Phoenix,  Arizona 


ow 


☆ 


lAJater 


A constantly  reliable  bottled  water  . . . 
Pure  . . . Fresh  . . . Naturally  Soft 
Untreated  . . . Sterilized  Equipment 
Delivered.  Also  Distilled  Water. 


t r 

PHONE  2-4645 

☆ 

RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 
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"HEALTHY  LIVING  IN  PIMA  COUNTY" 

"TRAFFIC  SAFETY"  broadcast,  at  Station  KTKT.  "Smokey"  Altenberger,  guest 
expert,  with  Chuck  Blower,  MC,  and  Students.  (Photo  by  Sam  Levitz). 

RADIO  HEALTH  EDUCATION  PROGRAM  IN  PIMA  COUNTY 


The  proposed  Radio  Health  Education  pro- 
gram was  fully  described  in  the  July  issue  of 
Arizona  Medicine.  At  that  time,  it  had  been 
accepted  as  the  1951-1952  project  for  Public  Re- 
lations and  Health.  Pima  County  Auxiliary,  un- 
der the  direction  of  Mrs.  J.  K.  Bennett  and  Mrs. 
Blair  Saylor,  has  now  passed  the  half-way  mark 
in  its  radio  schedule;  we  would  like  to  present, 
here,  a few  statistics  from  their  complete  re- 
port, that  should  be  of  interest  to  all  Auxiliary 
members. 

During  the  past  fifteen  weeks,  120  school  chil- 
dren have  appeared  on  the  program,  represent- 
ing each  Public  Elementary  School  in  Tucson, 
including  Davis- Monthan  Air  Base.  Each  week, 
the  four  scheduled  schools  have  been  con- 
tacted, reminded  of  the  date,  and  arrangements 
for  transportation  of  the  participating  students 
have  been  made.  It  has  been  necessary  for  the 
Auxiliary  to  furnish  transportation  for  about 
sixty  of  these  pupils  so  far. 

The  expense  of  providing  Teacher’s  Man- 
uals was  met  by  the  State  Auxiliary.  These  had 
to  be  revised,  printed  and  distributed  to  every 


4th,  5th,  and  6th  grade  teacher  in  the  Tucson 
Public  School  System,  before  the  beginning  of 
the  fall  schedule. 

When  available,  sound  movies  have  aug- 
mented the  teaching  material.  Nine  films  have 
been  shown  to  thirty-six  schools,  encompassing 
4,500  pupils  in  the  participating  grades.  In 
many  cases  the  entire  school  viewed  the  film. 
The  Department  of  Radio- Visual  Aid  of  the 
University  of  Arizona  gave  invaluable  assistance 
in  the  selection  of  suitable  films.  Auxiliary 
members  viewed  countless  films  before  the 
final  selection  of  the  few  that  were  appropriate 
to  our  program.  These  were  then  procured 
from  the  least  expensive  source,  and  in  many 
cases  they  were  donated.  It  was  an  overwhelm- 
ing job  for  Auxiliary  members  to  secure  these 
films  at  the  proper  time,  schedule  their  use  by 
the  participating  schools,  and  transport  them  to 
and  from  the  schools.  This  phase  of  the  program 
alone  has  disseminated  a great  deal  of  health 
information.  The  book  of  radio  scripts,  pro- 
vided by  the  Universitv  of  Texas,  had  to  be 
adapted  for  on'-  use.  Some  of  the  topics  were 
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not  pertinent  to  Arizona,  so  new  scripts  were 
written;  for  example,  “Poisonous  Creatures  of 
Arizona”  was  substituted  for  “Rat  Control.  Two 
of  the  Texas  programs  were  combined,  and  a 
special  one  on  the  newly  organized  Visiting 
Nurse  Association  was  inserted. 

Perhaps  it  is  fortunate  that  the  work  of  this 
revision  was  underestimated,  for  it  is  probable 
that  we  would  have  thought  it  impossible  to  get 
the  scripts  and  school  material  ready  for  use  by 
October  11th,  when  the  first  broadcast  was 
scheduled.  The  Texas  format  was  on  a compe- 
titive basis.  This  idea  was  not  acceptable  to  the 
School  Authorities,  so  it  had  to  be  changed  to  a 
regular  question-and-answer  session.  More- 
over, there  were  changes,  not  only  because  of 
different  conditions  and  Public  Health  Regula- 
tions in  Texas,  but  those  scripts  were  written 
almost  exclusively  for  a rural  audience,  whereas 
most  of  ours  is  metropolitan.  They  had  an  an- 
nouncer, as  well  as  a Master  of  Ceremonies, 
whereas  we  had  only  an  announcer  whose  time 
was  donated  by  Station  KTKT,  and  who  had 
no  knowledge  or  concern  with  the  program  other 
than  that  of  reading  his  prepared  lines  at  the 
time  of  the  broadcast-these,  incidentally,  were 
“live”  instead  of  previously  recorded  ones  as 
was  the  policy  in  Texas.  All  of  these  factors, 
and  many  others,  had  to  be  taken  into  considera- 
tion but  now,  of  course,  our  revised  scripts  are 
available  for  any  other  Auxiliary  undertaking  the 
program,  so  that  future  changes  should  be  com- 
paratively few  and  simple. 

The  Auxiliary  was  very  fortunate  in  having 
alert  and  interested  guest  experts  who  carefully 
screened  every  script  for  authenticity.  These 
experts  were  obtained  by  the  Council  of  Social 
Agencies  from  the  Police  Department,  Fire  De- 
partment, Public  Health  Department,  St.  Mary’s 
Hospital,  Y.M.C.A.,  School  Nurses,  Red  Cross, 
University  of  Arizona,  and  others.  Contacts 
with  all  these  representative  organizations  have 
meant  good  Public  Relations.  Many  of  them 
did  not  realize  that  a Medical  Auxiliary  exists. 
In  addition  to  this  responsibility,  the  Council 
of  Social  Agencies  accepted  that  of  mimeograph- 
ing, where  many  copies  of  radio  script  material 
or  supplementary  teaching  material  were  re- 
quired. 

Station  KTKT  has  given  us  fifteen  minutes  of 
free  radio  time  every  week,  plus  tape  record- 
ings of  three  programs  which  were  scheduled 


during  school  vacation  periods.  Cooperation 
from  a radio  station  is  obviously  the  most  vital 
requirement  for  the  success  of  the  program,  and 
we  are  especially  grateful  to  Station  KTKT  for 
their  contribution. 

One  of  the  most  important  features  of  the 
project  was  the  distribution  of  12,000  printed 
schedules  of  the  radio  program  which  listed 
topics,  time,  and  dates  of  the  broadcasts.  These 
bulletins  went  to  every  Elementary  School 
child  in  Tucson.  If  Junior  took  his  copy  home, 
as  he  was  supposed  to  do,  it  was  read  by  12,000 
mothers  and,  we  hope,  not  a few  fathers,  which 
adds  up  to  a lot  of  people  who  become  aware 
of  the  Women’s  Auxiliary  to  the  Medical  Asso- 
ciation. 

The  importance  of  good  publicity  cannot  be 
over-stressed.  This  was  very  competently 
handled  in  Pima  County  by  Mrs.  Hiram  Cochran. 
Advertisements  of  the  program  appeared  in  the 
radio  section  of  the  newspapers  when  the  broad- 
casts first  got  underway,  and  news  items  and  pic- 
tures were  inserted  whenever  possible. 

Pima  County  faced  difficulties  which  no  other 
Auxiliary  in  Arizona,  wanting  to  institute  the 
program  in  its  county,  would  have  to  meet. 
Due  to  lack  of  time  for  complete  revision  of  all 
material  before  the  fall  opening  of  the  school 
year,  much  of  the  work  has  had  to  be  done 
hurriedly.  This  preparation  should  be,  and 
would  have  been  done  many  months  in  advance, 
had  the  program  been  approved  in  time.  As  a 
result,  Pima  County  Auxiliary  members  have 
learned  how  to  write  radio  scripts,  set  up  a 
studio,  do  a pre-broadcast  warm-up  with  in- 
experienced, first-time-on-the-radio  actors,  sup- 
ply sound  effects,  and  give  soundless  signals  of 
suggestion  or  correction  to  an  M.C.  unfamiliar 
with  medical  terminology.  However,  these  very 
factors  have  resulted  in  a relaxed,  spontaneous 
effect  which  has  enhanced  rather  than  detracted 
from  the  “listenability”  of  the  program. 

We  hope  that  we  have  not  stressed  the  diffi- 
culties, the  work,  and  the  disappointments  too 
much;  more  than  matching  them  are  the  satis- 
faction of  knowing  that  a needed  program  of 
health  education  is  started,  that  many  people 
in  the  Tucson  area  listen  and  approve  (judging 
from  comments  and  correspondence  about  it), 
and  the  Auxiliary  has  a definite,  vital  pro- 
ject that  can  grow  from  a small  beginning  locally 
into  a forceful  means  of  promoting  good  Public 
Relations  throughout  the  state. 
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This  report  is  confined,  as  stated,  to  the  activi- 
ties of  Pima  County,  but  it  is  gratifying  to  learn, 
recently,  that  four  out  of  the  five  organized 
counties  in  Arizona  have  started,  or  are  planning 
to  start,  the  radio  health  education  program. 
Their  progress  and  methods  will  be  covered  in 
our  report  on  the  work  of  all  the  Public  Re- 
lations and  Health  Committees  at  the  end  of 
the  year. 

Betty  P.  Kinkade,  Public  Relations  Chairman, 
Anne  T.  Baker,  Health  Chairman 


COMMISSIONED  RESERVE 
MEDICAL  OFFICERS 

At  the  request  of  the  local  state  headquarters 
of  the  Selective  Service  System,  those  physicians 
receiving  Commissions  in  the  Reserves  of  the 


military  forces  are  urged  to  immediately,  fol- 
lowing notification  and  acceptance  of  such 
Commissions,  so  advise  their  respective  local 
Selective  Service  Boards  of  this  fact;  otherwise, 
these  boards  have  no  knowledge  thereof  and 
would  normally  proceed  to  call  physicians  for 
induction  on  the  basis  of  current  classifications. 
Cooperation  to  this  end  is  sought  to  eliminate 
much  unnecessary  confusion  on  the  part  of 
both  concerned. 


PERSONAL  NOTE 

Dr.  Henry  A.  Siegal,  1109  Professional  Build- 
ing, has  been  elected  to  Fellowship  in  the  newly 
organized  American  Academy  of  Obstetrics  and 
Gynecology  and  will  be  listed  as  one  of  the 
Founders  of  the  Academy. 


IF  POUO  COMES 


SORE  THROAT 


SWALLOWING 

DIFFICULTY 


UPSET  STOMACH 


IT  MAY- OR  MAY/NOT—  BE  POLIO 


CALL  YOUR  DOCTOR  PROMPTLY 

If  if  is  Po  I i o,  g e t i n touch  w ij  h your  local  chapter  of 

T H E , N A T I 0 N A L F0  U"N  DAT  I 0 N FOR  I N F A N T I IE  PARALYSIS 


HERE  ARE  SYMPTOMS  OF  POLIO  listed  by  the  National  Foundation  for  Infantile  Paralysis. 
They  may — or  may  not — mean  polio.  Call  your  doctor  and  then,  if  help  is  needed,  contact  your 
local  chapter  of  the  National  Foundation.  When  polio  is  around,  these  precautions  are  recom- 
mended: Keep  children  with  their  own  friends  and  away  from  people  they  have  not  been  with 
ngi'.t  along.  Don’t  become  exhausted  through  work  or  hard  play  Don’t  stay  in  cold  water  too 
long  or  sit  around  in  wet  clothes.  Avoid  becoming  chilled.  Always  wash  hands  before  eating. 
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announcing 

A NEW  PUBLIC  RELATIONS  AID 


. . . to  boost  your  PR  rating 


T0  ALL  my  PATIENTS 


I invite  you  to  discuss  frankly 
tvitb  me  any  questions  regarding 
my  services  or  my  fees. 

T he  best  medical  service  is  based 
on  a friendly  mutual  under- 
standing between  doctor  and  patient. 


As  you  know,  a physician’s  best  public  relations  is  car- 
ried on  right  in  his  own  office.  Here  the  physician  gets 
acquainted  with  his  patients  . . . gives  them  a chance 
to  talk  over  problems  . . . builds  a feeling  of  mutual 
understanding  between  patient  and  doctor. 

Your  American  Medical  Association  has  designed  an 
attractive  new  office  plaque  to  be  displayed  prominently 
on  an  office  desk  or  wall.  This  is  a graphic  invitation  to 
patients  to  talk  over  professional  services  and  fees.  Patients 
like  to  ask  questions,  but  often  are  hesitant  to  do  so.  This 
plaque  will  open  the  door  to  better  relations  with  your 
patients.  Order  one  today. 


PRICE 

$1 

POSTPAID 


Order  Department 

AMERICAN  MEDICAL  ASSOCIAT 
535  North  Dearborn  Street 
Chicago  10,  Illinois 


NEW  OFFICE  PLAQUE 

y'  dark  brown  lettering  on  buff 
harmonizes  with  any  office  decor 
y'  measures  11 V2  by  73/t  inches 
for  desk  or  wall 
laminated  plastic  finish 
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Alcoholism  ...  A Field 
Requiring  Special  Facilities 


In  the  Quarterly  Journal  of  Studies  on  Alcohol  Dr.  Marcus  Crahan,  Senior 
Physician,  County  Jails  Division,  Los  Angeles,  writes  of  work  with  alcoholic 
inmates  of  the  county  jail.  In  commenting  on  the  lack  of  constructive  programs 
for  the  rehabilitation  of  alcoholics  NOT  YET  involved  with  law  enforcement 
agencies  Dr.  Crahan  says 

"The  group  made  up  of  skilled  craftsmen  or  businessmen  has  been  largely 
ignored  in  ihe  planning  of  programs  of  treatment  of  alcoholism.  These  alcoholics 
have  equally  been  ignored  or  rejected  by  the  medical  profession — not,  however, 
without  reason. 

"In  the  grip  of  his  addiction,  the  alcoholic  is  likely  to  be  noisy,  belligerent,  dis- 
courteous, impulsive  and  untrustworthy.  He  fails  to  follow  orders  or  to  keep 
appointments  or  his  word.  He  is  unreasonable,  self-centered  and  overt  in  his 
lack  of  respect  for  or  conformity  to  convention  or  authority.  It  is  small  wonder 
that  physicians  become  weary  of  responding  to  his  repeated  calls,  of  playing  wet 
nurse  to  the  problem  child  who  seems  defiant  in  his  refusal  to  help  the  doctor 
or  himself." 

To  many  this  may  seem  a harsh  arraignment  of  the  4 to  4%  million  victims  of 
the  disease  alcoholism  in  our  country  today.  Yet,  as  surprising  as  it  may  be, 
almost  every  recovered  alcoholic  will  plead  guilty  to  Dr.  Crahan’s  indictment. 

Although  alcoholism  is  generally  accepted  today,  by  informed  persons,  as 
one  of  the  major  diseases  of  mankind,  facilities  for  proper  care  and  treatment 
of  its  victims  have  too  long  been  inadequate. 

Every  doctor  is  faced,  occasionally,  with  a problem  of  alcoholism.  These  cases 
can  seldom  be  successfully  treated  in  the  home,  or  in  the  doctor’s  office.  The 
general  hospitals  are  not  equipped  to  cope  with  this  type  of  patient. 

The  alcoholics  of  this  country  are  a true  cross  section  of  the  population.  Some 
are  afflicted  with  complicating  mental  illnesses  or  emotional  instability.  Data 
available  in  agencies  with  wide  experience  in  combating  the  disease  alcoholism 
indicate,  however,  that  fully  75%  of  the  problem  drinkers  of  this  country  are 
what  may  be  termed  basic  alcoholics — people  who  are  mentally  and  emotionally 
normal,  when  sober.  Special  facilities  are  essential  for  successful  treatment  of 
the  basic  alcoholic. 

There  is,  now,  in  Phoenix,  a modern  center  for  treatment  and  care  of  basic 
alcoholics.  It  is 


At  The  Franklin  a staff  of  understanding,  experienced  people  recognize  the  alcoholic 
as  a sick  person;  a person  needing  help— and  worth  helping. 

With  24  hour  nursing  care  The  Franklin  is  equipped  to  treat  and  care  for  acute  and 
chronic  cases  of  alcoholism. 

Patients  at  The  Franklin  may  he  attended  by  their  own  physician  or  by  a Staff  Physician 
of  The  Franklin. 


« 


Alcoholic  Problems  Exclusively 
367  North  21st  Avenue,  Just  Above  Van  Buren 
PHOENIX,  ARIZONA 
Phone  3-4751 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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PROFESSIONAL  X-RAY  AND  CLINICAL  LABORATORY 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 
CLINICAL  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

TISSUE  PATHOLOGY  BY  QUALIFIED  PATHOLOGIST 

R.  Lee  Foster,  M.D.,  Director  John  W.  Kennedy,  M.D.,  Radiologist 

W.  W.  Watkins,  M.D.,  Consultant  Radiologist 
Diplomates  of  American  Board  of  Radiology 


WHEN  AN  ORTHOPEDIC 
MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 


DYE  MEDICAL  & OXYGEN 
SUPPLY  COMPANY 

OFFERS 

The  Newest  in  Oxygen  Therapy  Equipment 

Exclusive  Distributors  for  MSA  Pneophore 

Exclusive  Distributors  for  Expendo 
Plastic  Mask  & Cannula 

Distributors  of  Medicinal  Gases  to 
Hospitals 

Quality,  Promptness  and  Efficiency 
combined  with  the  lowest  prices  to 
Doctors  and  patients  in  Phoenix 

24  HOUR  SERVICE 

3332  W.  McDowell  Road 
Phoenix.  Arizona 
Phones:  8-5341,  8-5342,  8-5343 

"Every  Need  For  the  Sick  Room" 


68 


Arizona  Medicine 


March,  1952 


DOCTORS' 

DIRECTORY 

DOCTORS  DIRECTORY  ESTABLISHED 
1920 
3-4189 

Emergency  calls  given  special  attention  We  will 
locate  your  doctor  before  or  after  office  hours. 
BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 
1541  East  Roosevelt 
Phoenix,  Arizona 

DOCTOR'S  CENTRAL  DIRECTORY 

Minnie  C.  Benson  R.N.,  Manager 
24  Hour  Service 
Phone  5-1551  - E.  Hedrick  Dr. 

Tucson,  Arizona 
Established  In  1932 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 

PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


NURSES'  DIRECTORY 


DISTRICT  NO.  1 

THIS  SPACE  FOR  SALE 

ARIZONA  STATE  NURSES  ASS'N 

FOR  INFORMATION  AND  RATES 

write  to 

MRS.  MARJORIE  E.  KASUN,  R.N., 

Registrar 

ARIZONA  MEDICINE 

Nurses'  Professional  Registry 

426  Heard  Bldg. 
Phone  2-4884 

711  East  Monroe  Phoenix  Ph.  4-4151 

PHOENIX,  ARIZONA 

ORTHOPEDIC  SERVICE 


STATEWIDE  ORTHOPEDIC 
SERVICE 


(Formerly  Grunow  Clinic  Brace  Shop) 


925  East  McDowell  Road  Phoenix,  Arizona 


Surgical  and  Orthopedic  Appliances 
Shoe  Corrections  . . Extentions 
General  Shoe  Repair 


Day  4-7746 


Telephone 

Night  6-4189 


THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


MEDICAL  ACCOUNTING 


BUREAU  OF  ACCOUNTING 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

Accounting  - Bookkeeping 

write  to 

Notary  Public  - State  and  Federal  Taxation 

ARIZONA  MEDICINE 

3040  N.  27th  Street  Phone  5-2378 

426  Heard  Bldg. 

Phoenix,  Arizona 

Phone  2-4884 

•J'  . 

PHOENIX,  ARIZONA 
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AMBULANCE  SERVICE  DIRECTORY 


GIBBS  MORTUARY 

24  Hour  Ambulance  Service 
Two  Ambulances 

Phone  54 

First  Street 
Williams,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

MEDICAL  BOOKS 

MEDICAL  AND  DENTAL  EXCHANGE 

ROBERTA  DAVEY  HALL 

1 

MEDICAL  BOOKS 

Pima  Medical  & Dental  Exchange 

Of  All  Publishers 

Phones  2-1352  - 2-8441 

PROMPT  HANDLING  OF  ALL  ORDERS 

650  N.  6th  Avenue 

To  order:  Telephone  5-1062 

40  East  Rose  Lane 

Tucson,  Arizona  j 

Phoenix,  Arizona 

SANATORIUM  DIRECTORY 


SCHER  REST  HOME 

HILLCREST  SANATORIUM 

Ambulatory  and  Semi- Mental  Patients 

Cheerful  Private  Rooms  j 

24  Hour  Nursing  Service 

Excellent  Food 

Homelike  Atmosphere 

Quiet  and  Home-Like 

Reasonable  Rates 

2919  East  Granada  Rd.  — Phoenix,  Arizona 

North  3rd  and  Adams  Phone  4-1562 

Phone  4-6636 

Tucson,  Arizona  j 

ORANGE  ROAD  SANATORIUM 

Specializing  in  All  Cases 
Except  Contagious 

4248  N.  32nd  Street  Phone  5-0257 

Phoenix,  Arizona 


HENDERSON'S  REST  INN 

• Home-like  Atmosphere 

• Our  Food  Is  Abundant  and  Well  Prepared 

• Tray  and  Dining-room  Service 

• Nurses  on  Duty  24  Hours  Daily 

• Reasonable  Rates 

Phone  Glendale  471  Route  2 (N.  Central  Ave.) 

Glendale,  Arizona 


OCOTILLO  CONVALESCENT  HOME 

• Convalescent  Cases 

Treatment  for  Alcoholism 

D ifCV-  .31 

as  prescribed  by  Family  or  Panel  Doctor 

• Quiet  & Restful 

• 24  Hour  Nursing 

HYGEIA  SANITORIUM 

• Best  of  Food 

2534  Beverly  Boulevard  — Los  Angeles,  California 

• Diets 

Phone  DUrikirk  S-8178 

3434  E.  McDowell  Road  Phone  4-6050 

•m 

Phoenix,  Arizona 

Recognized  by  the  American*- Medical  Association 

70 


Arizona  Medicine 


March,  1952 
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HIGHLAND  MANOR  REST  HOME 

MARQUARD  REST  HOME 

EMMA  E.  BROWN,  Mgr. 

General  Care  Aged  and  Convalescence 

For 

Personalized  Diets  — 24  Hour  Nursing  Service 

if  Convalescents 

if  Invalids  and  Semi-Invalids 

Loving  Care  To  the  Senile  Aged 

if  Elderly  Persons 

Reasonable  Rates 

1411  E.  Highland  Avenue  — Phone  5-2552 

Phone  6-4712  — 126  E.  Bethany  Home  Road 

Phoenix,  Arizona 

Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 

EVELYN  DODD  REST  HOME 

FOR  INFORMATION  AND  RATES 

(Under  new  Management— Mr.  & Mrs.  W.  M.  Davey) 

write  to 

• 24  Hour  Nursing  Care 

ARIZONA  MEDICINE 

• Home  Cooking  and  Baking 

• Convalescent 

426  Heard  Bldg. 

• Quiet— Home  Like 

Phone  2-4884 

PHOENIX,  ARIZONA 

1608  E.  Meadowbrook  Ave.  Phone  5-4185 

Phoenix,  Arizona 

LA  CONTENTA  NURSING  HOME 

Convalescents 
Invalids  and  Semi-Invalids 
Asthmatic  and  Arthritic  Cases 
Quiet  - Excellent  Food  - 24  Hour  Nursing  Care 
5331  N.  29th  Ave.,  Phoenix  — Phone  5-5710 
Laura  Condon,  Manager 


McMAHON  GERIATRIC  HOME 

“Aged  a Specialty 

“Special  Consideration  on  senile-phychosis 
“Member  of  Association  of  Nursing  Homes 
“Recreational-Occupation  and  Group  Therapy 
Emphasized 

Phone  3-3014  142  W.  Palmdale 

Tucson,  Arizona 


CASITAS  DEL  SOL  SANATORIUM 

Bessie  Van  Home  Prop. 

“ Tubercular  Cases  Only 
“ Excellent  Food  and  Service 
“ Location  in  Dry  and  Sunny  Area 

Phone  5-2075  8834  Forest  Ave. 

Sunnyslope,  Arizona 


MARYE  HESS  SANATORIUM 

• Excellent  Food-Tray  Service 

• 24  Hour  Nursing  Care 

• Beautiful  Surroundings 

• Rates  $150.00  per  month  and  up 

• Private  and  Semi-Private  Rooms  with  Bath 

Phone  6-3572  2708  E.  Edison  St. 

Tucson,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 
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DRUGGIST  DIRECTORY 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 

KELLY'S  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4*01 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 


Open  9:00  A.M.-11:00  P.M.  Call  2-1123 

We  Deliver 

BLUE  CROSS  PHARMACY 

PRESCRIPTION  SPECIALISTS 

1924  East  Van  Buren 

Surgical  Appliances  — Private  Fitting  Room 


THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


FELSHER  PRESCRIPTION 
PHARMACY 

Sick  Room  Supplies  — Vitamins 
650  N.  First  Avenue  — Phone  3-2070 
Phoenix,  Arizona 


28  Registered  Pharmacists 


Tucson  Casa  Grande 


THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Building 

Phone  2-4884 
PHOENIX,  ARIZONA 


ROHRER-BLOOM  DRUG  CO. 

(Walgreen  Agency) 
PRESCRIPTIONS  PHARMACISTS 
Phone  40 

Gurley  and  Montezuma 
Prescott,  Arizona 


Open  8 A.M.  to  11  P.M.  Daily  & Sunday 

Broadway  Village  Drug  Store 

PHONE  5-2631 

Broadway  at  Country  Club  Road 
(Free  Delivery) 

TUCSON  ARIZONA 


FOURTH  AVENUE  PHARMACY 

J.  W.  Holloway,  Prop. 

Free  Delivery  Service  Within  Radius  of  8 Miles. 
Try  Us  and  See 

Cor.  E.  6th  St.  and  4th  Ave.  — Phone  4-1182 
Tucson,  Arizona 


AL'S  DRUG  STORE 

NORMAN  DRUG  STORE 

Prescription  Druggists 

PHONE  5-5552 

PHONE  5-2623 

7th  Avenue  and  Camelback  Road 

Speedway  and  Country  Club 

Phoenix,  Arizona 

TUCSON  ARIZONA 
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THE  INTERNATIONAL 
PHARMACY 

Ethical  Prescription  Pharmacy 
Phone  302 

212  Main  Street  Yuma,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 

“Service  you  will  like” 

Corner  Speedway  and  Park  Avenue 
Phone  2-8865  Tucson,  Arizona 

R & B DRUG  STORE 

Prescription  Pharmacists 
Phone  363 

Yuma,  Arizona 

STONE  AND  3RD  PHARMACY 

749  N.  Stone  — Phone  3-6041 

ENCANTO  PARK  DRUG  CO. 

3352  E.  Speedway  — Phone  5-3102 
Tucson,  Arizona 

WOOD'S  PHARMACY 

Prescription  Pharmacists 
100  Washington  Street 
Peoria,  Arizona 

ENSMINGER  PHARMACY 

RELIABLE  PRESCRIPTIONS 
121  North  Cortez 

Phone  188  Prescott,  Arizona 

HODGES  PHARMACY 

The  REXALL  Store 
Phone  7982  Eloy,  Arizona 

HAMILTON'S  DRUG 

The  REXALL  Store 
Benson,  Arizona 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

SPACE  FOR  SALE 

Phone  2-4884 
426  Heard  Bldg. 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

MONTE  BLISS 
Frontier  Village  Drug  Store 

“Your  Reliable  Neighborhood  Prescription  Pharmacy” 
1700  N.  Maple  Blvd.  Phone  5-5252 

Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

Phone  2-4884 
PHOENIX,  ARIZONA 


SPACE  FOR  SALE 

Phone  2-4884 
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DRUGGISTS'  DIRECTORY 


CAMPBELL  DRUG  COMPANY 

1007  No.  7th 
“Right  Now  Delivery” 

Phone  3-1992 
Phoenix,  Arizona 

EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phone  4587 
Mesa,  Arizona 

NATIONAL  PHARMACY 

Prescriptions 

Phone  2-2412  340  Ajo  Way 

Tucson,  Arizona 

McDowell 

PRESCRIPTION  CENTER 

Professional  Prescription  Service 
Phones  8-3694—8-3695  312  W.  McDowell  Rd. 

Phoenix,  Arizona 

MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 

McDowell  pharmacy 

545  E.  McDowell  Rd.  Phone  2-3137  - 3-4332 

Phoenix,  Arizona 

SHARPE  & PULLINS 

Prescriptions 
229  E.  Glendale 
Phone  Glendale  298 
Glendale,  Arizona 

MURRAY'S  PHARMACY 

PRESCRIPTION  DRUGGISTS 
Phone  28 
Superior,  Arizona 

Physicians  and  Surgeons  Pharmacy 

PRESCRIPTIONS 

753  E.  McDowell  Road  Phone  4-8434 

Phoenix,  Arizona 

ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  3-3470 
PHOENIX,  ARIZONA 

BOWMAN  DRUG  COMPANY 

PRESCRIPTIONS 
Phone  533 
Goodyear,  Arizona 

LAIRD  & DINES 

The  REXALL  Store 

Reliable  Prescription  Service 
Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 

MAC  ALPINE  DRUG  CO. 
The  ffl&xaJUL  Store 

This  label  is  your  guarantee  of  accurate 
prescription  compounding 

FREE  DELIVERY  PHONE  4-2606 

2303  No.  7th  St.  Phoenix,  Arizona 
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PHYSICIANS'  DIRECTORY 


NEUROLOGY  and  PSYCHIATRY 


OTTO  L.  BENDHEIM,  M.D. 

NEUROLOGY  and  PSYCHIATRY 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 

EDWARD  BLANK,  M.D. 

Practice  Limited  Exclusively  To 

Psychiatry  and  Neurology 

733  West  McDowell  Road 
Phoenix 

Hours  by  Appointment 

Phone  2-2294— If  no  answer  call  3-4189 

Plastic  and  Reconstructive  Surgery 

MILTON  H.  ERICKSON,  M.D. 

HOWARD  C.  LAWRENCE,  M.D. 

PSYCHOTHERAPY  AND  PSYCHIATRY 

Diplomate  of  the 
American  Board  of  Plastic  Surgery 

Certified  by  American  Board  of 

Psychiatry  and  Neurology 

709  Professional  Building 

32  West  Cypress  Street  Phone  2-4254 

15  E.  Monroe  Street  Phone  8-4101 

Phoenix,  Arizona 

Phoenix,  Arizona 

NEUROLOGICAL  SURGERY 

ANESTHESIOLOGY 

JOHN  A.  EISENBEISS,  M.D. 

LOUISE  BEWERSDORF,  M.D. 

F.A.C.S. 

F.  A.  C.  A. 

Certified  by  American  Board  of 

Neurological  Surgery 

ANESTHESIOLOGY 

Lois  Grunow  Memorial  Clinic 

208  West  Glenrosa 

926  E.  McDowell  Road 

Phone  5-4471  - 3-5101 

Phone  4-3151 

Phoenix,  Arizona 

Phoenix,  Arizona 

UROLOGY 


MERRIWETHER  L.  DAY, 

M.D. 

F.  A.  C.  S. 

Diplomate  of  The  American 

Board  of  Urology 

LADDIE  L.  STOLFA,  M.D. 

Lois  Grunow  Memorial  Clinic 

926  East  McDowell  Road 

Tel.  4-3674 

Phoenix 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

E.  R.  UPDEGRAFF,  M.D. 

1010  N.  Country  Club  Road 
Telephone  5-2609  Tucson,  Arizona 


PAUL  L.  SINGER,  M.D.,  F.  A.  C.  S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  3-1739 

PHOENIX,  ARIZONA 


DONALD  B.  LEWIS,  M.D. 

UROLOGY 

Certified  by  the  American  Board  of  Urology 

123  So.  Stone  Ave.  Phone  2-7081 

Tucson,  Arizona 
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PHYSICIANS'  DIRECTORY 


UROLOGY— (Cont'd.)  INTERNAL  MEDICINE 


ROBERT  H.  CUMMINGS,  M.D. 

J.  REICHERT,  M.D. 

Diplomate  of  the 

General  Practice 

American  Board  of  Urology 

CARDIO  VASCULAR  DISEASES 

808  Professional  Building 
15  East  Monroe  Phone  4-3577 

ELECTROCARDIOGRAPHY 
303  West  McDowell  Rd.  Office  Phone  4-7028 

Phoenix,  Arizona 

Phoenix,  Arizona 

ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 
1118  Professional  Building 
Phone  4-1078 
Phoenix,  Arizona 

DANIEL  H.  GOODMAN,  M.D. 

INTERNAL  MEDICINE  CARDIOLOGY 

ELECTRO  CARDIOGRAPHY 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 

JESSE  D.  HAMER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suit  910  Phoenix 

15  E.  Monroe  St.  Arizona 

KENT  H.  THAYER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
Diplomate  of  the 

American  Board  of  Internal  Medicine 

ROBERT  H.  STEVENS,  M.D. 

INTERNAL  MEDICINE  ALLERGY 

1313  N.  Second  St.  Phone  4-8841 

Phoenix,  Arizona 

FRANK  J.  MILLOY,  M.D. 
F.  A.  C.  P. 

INTERNAL  MEDICINE 

611  Professional  Building 
Phone  4-2171 
Phoenix,  Arizona 

JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  Jr.,  M.D. 

Diplomate  of  American  Board  of  Internal  Medicine 
GASTROENTEROLOGY,  GASTROSCOPY 

800  North  First  Avenue  Phone:  4-7245 

PHOENIX,  ARIZONA  | 

ROBERT  E.  RIDER,  M.D. 

INTERNAL  MEDICINE 
ELECTROCARDIOGRAPHY 

Del  Sol  Hotel  Bldg.  Phone  26 

Yuma,  Arizona 

DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 

1850  N.  Laurel  Avenue  — Phone  4-7970 
Phoenix,  Arizona 
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PHYSICIANS' 

Dl  RECTORY 

ORTHOPEDIC 

SURGERY 

GEORGE  L.  DIXON,  M.D. 
PHILIP  G.  DERICKSON,  M.D. 

ORTHOPAEDIC  SURGERY 

Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  5-1533 

TUCSON,  ARIZONA 

GEO.  A.  WILLIAMSON,  M.D., 
F.A.C.S. 

LEO  L.  TUVESON,  M.D. 

ORTHOPAEDIC  SURGERY 

800  North  First  Ave.  Telephone  2-2375 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D., 
F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

ROBERT  W.  WEBER.  M.D. 

ORTHOPAEDIC  SURGERY 
1014  N.  Country  Club 
TUCSON,  ARIZONA 

JAMES  LYTTON-SMITH,  M.D. 
RONALD  S.  HAINES,  M.D. 
JOHN  H.  RICKER,  M.D. 
STANFORD  F.  HARTMAN,  M.D. 
EDWARD  W.  McLOONE,  M.D. 

926  East  McDowell  Road 
Phoenix,  Arizona 

HOSPITAL 

WALTER  V.  EDWARDS,  Jr.,  M.D. 

H.  B.  LEHMBERG,  M.D. 

Obstetrics  and  Gynecology 

J.  T.  O'NEIL,  M.D. 

Lawrence  Memorial  Hospital 
Cottonwood,  Arizona 

Casa  Grande  Clinic  Phone  4495 

Casa  Grande,  Arizona 

CHILDREN  S DISEASES 

WM.  F.  SCHOFFMAN,  M.D. 
CECILIA  H.  SHEMBAB,  M.D. 
JOHN  R.  KEEFREY,  M.D. 

DOCTORS  BUILDING 

316  West  McDowell  Road  Telephone  4-7287 

Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

CLINIC 

NELSON  CLINIC 
D.  E.  NELSON,  M.D. 
C.  J.  BOZZI,  M.D. 

501-505  Fifth  Avenue 
SAFFORD,  ARIZONA 

SUN  VALLEY  CLINIC 

34  North  Macdonald 
MESA,  ARIZONA 
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PROCTOLOGY  ALLERGY 


WALLACE  M.  MEYER,  M.D. 

E.  A.  GATTERDAM,  M.D. 

PROCTOLOGY 

ALLERGY 

903  Professional  Bldg. 

15  E.  Monroe  St.,  Professional  Bldg. 

Phone  2-2822  - 3-4189 

Office  Hours:  11  A.  M.  to  5 P.  M.  j 

Phoenix,  Arizona 

Phoenix,  Arizona 

MALIGNANT  DISEASE 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

JAMES  M.  OVENS,  M.  D. 

write  to 

F.A.C.S.  F.I.C.S. 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 

Cancer  and  Allied  Diseases 
608  Professional  Bldg.  Phone  4-1973 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

KENNETH  C.  BAKER,  M.D. 

DERMATOLOGY 

Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona 

PATHOLOGICAL 

LABORATORIES 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

Professional  X-ray  and  Clinical 
Laboratory 

write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 
Phoenix,  Arizona 
Phone  3-4105 

R.  LEE  FOSTER,  M.D.,  Director 

G.  0.  HARTMAN,  M.D. 

MEDICAL  CENTER  LABORATORY 

PATHOLOGICAL  LABORATORY 

1313  N.  Second  St. 

20  E.  Ochoa  St.  Phone:  3-4861 

Phoenix,  Arizona 

TUCSON,  ARIZONA 

W.  Warner  Watkins,  M.D.,  Director 
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EYE,  EAR,  NOSE 

and  THROAT 

DUNCAN  G.  GRAHAM,  M.D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

114  West  Pepper  Street 
Mesa,  Arizona 

BERNARD  L.  MELTON,  M.D. 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 

JOHN  J.  McLOONE,  M.D. 

Diplomate  American  Board  of  Otolarynogology 

OTORHINOLARYNGOLOGY 

BRONCHOESOPHAGOLOGY 

316  West  McDowell  Rd.  — Phone  2-1865 

Phoenix,  Arizona 

D.  E.  BRINKERHOFF,  M.D.,  F.A.C.S. 

EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Otolaryngology 

ROBERT  D.  SMITH,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Rd.  Phone  4-3807 

Phoenix,  Arizona 

SURGERY 

EDWARD  L.  KETTENBACH,  M.D. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  5-2605 

Tucson,  Arizona 

DELBERT  L.  SECRIST,  M.D., 
F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.D. 

GENERAL  SURGERY 
Certified  by  the  American  Board  of  Surgery 
800  North  First  Avenue 
Phone  4-7245 
Phoenix,  Arizona 

W.  R.  MANNING,  M.D.,  F.A.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

620  North  Country  Club  Road  Phone  5-2687 

Tucson,  Arizona 

GENERAL 

PRACTICE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

M.  G.  FRONSKE,  M.  D. 

GENERAL  PRACTICE 
Phones: 

Office  99;  Residence  155 

10  N.  Leroux  St. 

Flagstaff,  Arizona 
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CHEST  DISEASES  AND  SURGERY 

OBSTETRICS 

and  GYNECOLOGY 

GEORGE  A.  BOONE,  M.D. 

HARRY  J 

. FELCH,  M.D. 

JAS.  E.  O'HARE,  M.D 

Physician  and  Surgeon 

DISEASES  AND  SURGERY  OF  THE  CHEST 
1608  N.  Norton  Telephone  6-2429 

TUCSON,  ARIZONA 

Residence 
325  W.  Granada 
Phoenix,  Arizona 
Residence  3-1151 

Office 

703  Professional  Bldg. 
15  E.  Monroe  Street 
Office  3-1151 

RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

W.  WARNER  WATKINS,  M.D. 

F.A.C.P.,  F.A.C.R. 

X-RAY  AND  CLINICAL  DIAGNOSIS 

(Diplomate  in  Radiology) 

316  West  McDowell  Road 

Diagnostic  Roentgenology,  X-Ray  and  Radium 
Therapy 

Phoenix,  Arizona 

Medical  Center  Laboratory 

1313  N.  Second  St.,  Phoenix,  Arizona 

DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

Diplomates  of 

American  Board  of  Radiology 
DIAGNOSTIC  ROENTGENOLOGY 

23  East  Ochoa 
Tucson 


MARCY  L.  SUSSMAN,  M.D., 
F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

801  North  Second  Ave. 

Telephone  3-4179 
Phoenix,  Arizona 


R.  LEE  FOSTER,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  3-4105  Phoenix,  Arizona 


DOUGLAS  D.  GAIN,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Certified  in 

X-RAY  THERAPY  AND  DIAGNOSIS 
RADIUM  THERAPY 

MEMORIAL  HOSPITAL 
Phoenix,  Arizona 

1200  South  Fifth  Avenue  — Ph.  4-7336 


JOHN  W.  KENNEDY,  M.D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  3-4105  Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

vcrv 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX!  ARIZONA 
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THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.D.,  F.A.C.S.  ALVIN  L.  SWENSON,  M.D. 

RAY  FIFE,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND.  M.D. 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  govemmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER.  M.D. 

Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 
Phoenix,  Arizona 

RALPH  H.  FULLER.  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN.  M.D. 

20  East  Ochoa  Street 
Tucson,  Arizona 


LOUIS  HIRSCH,  M.D. 

Tucson  Medical  Center 
Tucson,  Arizona 

MAURICE  ROSENTHAL.  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

O.  O.  WILLIAMS.  M.D. 

425  North  Fourth  Street 
Phoenix.  Arizona 


HAROLD  WOOD,  M.D. 

1130  N.  Central  Ave. 
Phoenix,  Arizona 


RADIOLOGY 


TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG.  M.D.  JAMES  H.  WEST.  M.D..  F.A.C.R. 

Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 


721  North  4th  Ave. 


TUCSON,  ARIZONA 
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ARIZONA  MEDICAL  ASSOCIATION 


MEETING 

Phoenix,  Arizona 


Go  right  in  ..  . the  doctor  will  see  you ” 


If 


The  busier  your  practice,  the  more  reason 
why  you  may  wish  to  see  your  Lilly 
representative  regularly.  Because  he  is  trained 
to  collect  and  condense  information,  his  brief 
visits  save  you  hours  of  reading  about 
useful  pharmaceutical  developments. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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“It  has  been  demonstrated,  in  pregnant  women  at 
term,  that  chloramphenicol  passes  from  the  maternal 
to  the  fetal  blood  stream  in  one  hour  following  its 
ingestion,  that  it  there  attains  a concentration  equal 
to  three-fourths  of  that  in  the  maternal  stream,  and 
that  the  blood  concentrations  of  mother  and  fetus 
are 


Bibliography:  (l)  Stevenson,  C.  S.;  Glazko,  A.  J.;  Gillespie,  E.  C„ 
and  Maunder,  J.  B.:  J.A.M.A.  thO:  1190  (July  28)  1951.  (2)  Scott,  W.  C., 
and  Warner,  R.  F.:  J.A.M.A.  142:1331  (April  29)  1950.  (3)  Ross,  S.,  and 
others:  J.A.M.A.  142:1331  (April  29)  1950. 

CHLOROMYCETIN  is  supplied  in  the  following  forms: 
CHLOROMYCETIN  Kapseals,®  250  mg.,  bottles  of  10  and  100. 
CHLOROMYCETIN  Capsules,  loo  mg.,  bottles  of  25  and  100. 
CHLOROMYCETIN  Capsules,  50  mg.,  bottles  of  25  and  100. 
CHLOROMYCETIN  Ophthalmic  Ointment,  1%,  Vs-ounce  collapsible  tubes. 
CHLOROMYCETIN  Ophthalmic,  25  mg.  dry  powder  for  solution, 
individual  vials  with  droppers. 


lierapeutic  concentrations  of  well  tolerated 
CHLOROMYCETIN  ( chloramphenicol,  Parke-Davis ) 
in  the  fetal  blood  stream  are  easily  obtainable  “by 
the  simple  oral  administration  of  the  drug  to  the 
mother.”2  Investigators  have  suggested,  therefore, 
the  empiric  use  of  CHLOROMYCETIN  in  such  virus 
infections  as  atypical  pneumonia,  in  an  attempt  to 
avoid  fetal  damage.11  Results  with  CHLOROMYCETIN 
in  two  patients  with  typhoid  fever  during  pregnan- 
cy were  reported  recently  as  quite  satisfactory. 
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In  the  interest  of  maintaining  good 
nutrition  in  the  patient,  many  functional 
derangements  of  the  gastrointestinal  tract 
make  the  use  of  a well  rounded  dietary  sup- 
plement, such  as  Ovaltine  in  milk,  highly 
advantageous.  Among  such  functional  de- 
rangements more  commonly  encountered 
are  nausea,  anorexia,  gastritis,  diarrhea, 
dysentery,  enteritis,  and  colitis. 

In  these  conditions,  Ovaltine  in  milk  is 
particularly  useful,  not  only  because  of  its 


easy  digestibility  but  also  because  of  its 
blandness  and  its  high  nutrient  content.  It 
offers  the  opportunity  of  providing  a bal- 
anced fare  of  essential  nutrients  without 
mechanical  irritation  or  excessive  digestive 
demands.  Hence  it  qualifies  especially  when 
customarily  eaten  foods  are  contraindicated 
and  a nutritious  bland  diet  is  required. 

The  wealth  of  nutrients  supplied  by  three 
glassfuls  of  Ovaltine  in  milk  is  outlined  in 
the  table  below. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  of  Ovaltine,  each  made  of  Zi  oz. 
of  Ovaltine  and  8 fl.  oz.  of  whole  milk,  provide: 


PROTEIN 
CARBOHYDRATE 
FAT 

CALCIUM 
COPPER 
IODINE 
IRON 
PHOSPHORUS 


32  Gm. 
65  Gm. 
30  Gm. 
1.12  Gm. 
0.7  mg. 
0.7  mg. 
12  mg. 
940  mg. 


VITAMIN  A . . , . 

VITAMIN  D . . . 

ASCORBIC  ACID 

NIACIN  

PANTOTHENIC  ACID 
PYRIDOXINE  . . . 

RIBOFLAVIN  . . . . 

THIAMINE 


CALORIES 658 


3.1  mg. 
0.6  mg. 
2.0  mg. 

1.2  mg. 


Two  kirwls,  Plain  and  Chocolate  Flavored.  Serving  for 
serving,  they  are  virtually  identical  in  nutritional  content. 
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MD  Ph^en,xayden’  MD'’  Tucson;  Hilary  D-  Ketcherside, 

PUBLISHING:  R Lee  Foster,  M.D.,  Phoenix;  Carroll  C.  Creigh- 

SrTFWTF?r>' ^cM!vDon^d  E'  Nelson'  M D ’ Safford. 
SCIENTIFIC  ASSEMBLY:  Thomas  H.  Bate,  M.D.,  Phoenix; 

Joseph  Bank  M D.,  Phoenix;  Robert  S.  Flinn,  M.D.,  Phoe- 
mx;  Oscar  W.  Thoeny,  M.D.,  Phoenix. 

Woman's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1951  - 1952 

President Mrs.  Royal  W.  Rudolph 

„ .,  042  N.  Country  Club  Rd.,  Tucson 

President-Elect.  Mrs.  WilUam  Schoffman 

, ...  36  N.  Country  Club  Rd.,  Phoenix 

1st  Vice-President.  Mrs.  George  S.  Enfield 

- , ...  „ 33o  W.  Cambridge  Ave.,  Phoenix 

-nd  Vice-President  Mrs.  Hugh  C.  Thompson 

13o  Palomar  Dr.,  Tucson 

Treasurel ■ • • • • x Mrs.  R.  Lee  Foster 

22lo  N.  11th  Ave.,  Phoenix 

Recording  Secretary Mrs.  Frederick  Knight 

Safford 

Corresponding  Secretary Mrs.  J.  K.  Bennett 

2325  E.  Waverly,  Tucson 


Directors-Mrs.  Benjamin  Herzberg,  125  W.  Rose  Lane,  Phoenix 

1 Year 

Mrs.  Phillip  Corliss,  Somerton— 1 Year 

Mrs.  J.  H.  Allen,  829  Country  Club  Dr  , Prescott-2  Years 
STATE  COMMITTEE  CHAIRMEN  1951-52 

Bulletin • ■ Mrs.  Roy  Hewitt 

1JU  Camino  Miramonte,  Tucson 

finance •••• Mrs.  Brick  P.  Storts 

El  Encanto  Estates,  Tucson 

Public  Relations  Mrs.  Joseph  M.  Kinkade 

335  S.  Country  Club  Rd.,  Tucson 

Health Mrs.  Kenneth  C.  Baker 

o325  Camino  Real,  Tucson 

Today’s  Health Mrs.  Paul  Jarrett 

501  E.  Pasadena,  Phoenix 

Legislation Mrs.  Louis  Hirsch 

4745  Camino  Real,  Tucson 

Organization.  Mrs.  George  S.  Enfield 

33o  W.  Cambridge  Ave.,  Phoenix 

Parliamentarian Mrs.  V.  G.  Presson 

1317  N.  Stone  Ave.,  Tucson 

Program Mrs.  Hugh  C.  Thompson 

135  Palomar  Dr.,  Tucson 

Publiclty Mrs.  John  R.  Green 

2221  N.  40th  St.,  Phoenix 

State  Student  Nurses’  Loan  Fund Mrs.  Carlos  Craig 

727  Encanto  Drive,  S.E.,  Phoenix 

Revisions Mrs.  Delbert  L.  Secrist 

2527  E.  3rd  St.,  Tucson 

Historian Mrs.  Harold  W.  Kohl 

100  Sierra  Vista  Dr.,  Tucson 

National  Representative Mrs.  Jesse  D.  Hamer 

1819  N.  11th  Ave.,  Phoenix 

Nominating  Committee Mrs.  Charles  Stams 

2934  E.  Croydon  Dr.,  Tucson 

Civil  Defense  Mrs.  Hugh  C.  Thompson 

135  Palomar  Dr.,  Tucson 

COUNTY  AUXILIARY  OFFICERS  FOR  1951-1952 

GILA  COUNTY 

President Mrs.  Theodore  C.  Harper 

175  S.  3rd  St.,  Globe 

Vice-President Mrs.  Chester  R.  Swackhamer 

243  S.  2nd  St.,  Globe 

Secretary-Treasurer Mrs.  William  E.  Bishop 

605  S.  3rd  St.,  Globe 
MARICOPA  COUNTY 

President Mrs.  Thomas  W.  Woodman 

3203  W.  Manor  Dr.,  Phoenix 

President-Elect Mrs.  A.  E.  Cruthirds 

60  E.  Country  Club  Drive,  Phoenix 

1st  Vice-President Mrs.  Paul  Jarrett 

501  E.  Pasadena,  Phoenix 

2nd  Vice-President Mrs.  Robert  W.  Ripley 

729  W.  Palm  Lane,  Phoenix 

Recording  Secretary Mrs.  Marcy  L.  Sussman 

McDonald  Drive,  Phoenix 

Treasurer Mrs.  John  W.  Findley,  Jr. 

502  E.  Osborne  Rd. 

Corresponding  Secretary Mrs.  Zeph  B.  Campbell 

1626  Palmcroft  Dr. 

PIMA  COUNTY 

President Mrs.  Brick  P.  Storts 

El  Encanto  Estates,  Tucson 

President-Elect Mrs.  Hollis  H.  Brainard 

328  N.  Country  Club  Rd. 

1st  Vice-President Mrs.  Howard  D.  Cogswell 

3135  E.  5th  Street 

2nd  Vice-President Mrs.  Darwin  Neubauer 

3017  E.  Loretta  Dr. 

Recording  Secretary Mrs.  John  Rupp 

305  Woodland  Blvd. 

Treasurer Mrs.  Kenneth  C.  Baker 

5325  Camino  Real 

Corresponding  Secretary Mrs.  Ian  M.  Chesser 

3726  E.  4th  Street 
YAVAPAI  COUNTY 

President.  . . Mrs.  Harry  T.  Southworth 

Country  Club,  Prescott 

Vice-President Mrs.  Joseph  P.  McNally 

Prescott 

Treasurer Mrs.  Melvin  W.  Phillips 

Prescott 

Secretary  Mrs.  A.  G.  Wagner 

Prescott 

GRAHAM  COUNTY 

President  Mrs.  Frederick  W.  Knight 

Safford 

Secretary-Treasurer  Mrs.  Donald  E.  Nelson 

Safford 

YUMA  COUNTY 

President  Mrs.  David  L.  Berens 

1830  10th  Ave.,  Y’uma 

Vice-President  Mrs.  Charles  S.  Powell 

698  9th  Ave.,  Yuma 

Secretary-Treasurer  Mrs.  John  J.  Kloby 

Avenue  C,  Y’uma 
PINAL  COUNTY 

President  Mrs.  James  B.  Tucker 

Box  1042,  Casa  Grande 

Vice-President  Mrs.  Glen  H.  Walker 

Box  1255,  Coolidge 

Secretary-Treasurer  Mrs.  G.  W.  King 

303  West  Pima,  Coolidge 
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or  prevention  and  treatment  of  eye  infection 
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Higher  concentration  —Sodium  Sulamyd®  Ophthalmic  Solution  provides 
sulfacetamide,  a sulfonamide  soluble  to  a concentration  of  30%  at  physiologic  pH . 

Wide  therapeutic  range— Effective  against  all  common  eye  pathogens, 
both  gram-positive  and  gram-negative. 

Rapid,  deep  penetration—  Higher  solubility  and  concentration 
produce  local  therapeutic  levels  within  15  minutes. 

Excellent  results— In  eye  injury— no  loss  of  working  time 
in  98.87  per  cent  of  one  series  of  11,953  cases; 

in  eye  infections— rapid  healing. 

Well  tolerated  —Outstanding  freedom  from  irritation  and  sensitization. 


(Sodium 


Sulfacetamide— Sobering) 


Sodium  SULAMYD  Ophthalmic  Solution  30%:  15  cc.  eye-dropper  bottles. 
Sodium  SULAMYD  Ophthalmic  Ointment  10% : Y$  oz.  tubes. 

CORPORATION  * BLOOMFIELD,  NEW  JERSEY 


Sodium  SULAMYD  Ophthalmic  Solution  30% 
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in  acute  bacterial  endocarditis: 

Terramycin  therapy  was  instituted  on  eleventh  day 
of  illness  and  continued  for  53  days  in  a case  of 
Staphylococcus  aureus  septicemia  with  acute  mitral 
endocarditis,  complicated  by  left-sided  hemiplegia, 
which  failed  to  respond  to  sulfadiazine  and  penicillin. 
"Progressive  gradual  improvement  ensued.”  Patient 
discharged  cured  on  59th  hospital  day  with  recovery 
"apparently  complete  except  for  a persistent  apical 
systolic  murmur  and  weakness  of  the  left  foot.” 

Blake,  F.  G.;  Friou,  G.  J.,  and  Wagner,  R.R.: 
YaleJ.  Biol,  and  Med.  22:495  (July)  1950. 


ANTIBIOTIC  DIVISION 
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Terramycin  is  also  indicated  in  a wide  range  of 


Available  as 

CAPSULES 
ELIXIR 
ORAL  DROPS 
INTRAVENOUS 

OPHTHALMIC 

OINTMENT 

ophthalmic; 

SOLUTION 


v. _ 


1 ■■  ~ 


Gram-positive  Bacterial  Infections 

Lobar  pneumonia  • Mixed  bacterial  pneumonias 
Bacteremia  and  septicemia 
Acute  follicular  tonsillitis 
Septic  sore  throat  • Pharyngitis 
Acute  and  chronic  otitis  media 
Acute  bronchitis  • Laryngotracheitis 
Tracheobronchitis  • Sinusitis 
Chronic  bronchiectasis 
Pulmonary  infections  associated 
with  pancreatic  insufficiency 
. Scarlet  fever  • Urinary  tract  infections 
Acute  and  subacute  purulent  conjunctivitis 
Acute  catarrhal  conjunctivitis 
Chronic  blepharoconjunctivitis 
not  involving  the  meibomian  gland 
Abscesses  • Cellulitis 
Furunculosis  • Impetigo 
Infections  secondary  to  Acne  vulgaris 
Erysipelas  • Peritonitis 

Gram-negative  Bacterial  Infections 
Gonorrhea  • Brucellosis 
Bacteremia  and  septicemia 
F riedlander's  pneumonia 
Mixed  bacterial  pneumonias 
Pertussis  • Diffuse  bronchopneumonia 
Post-partum  endometritis  • Granuloma  inguinale 
Dysentery  • Urinary  tract  infections 
Respiratory  tract  infections 
Cellulitis  • Peritonitis  • Tularemia 


Spirochetal  Infections 

Syphilis  • Yaws  • Vincent's  infection 

Rickettsial  Infections 

Epidemic  typhus  • Murine  typhus 
Scrub  typhus  • Rickettsialpox 
Q fever  • Rocky  Mountain  spotted  fever 

Viral  Infections 

Primary  atypical  pneumonia  ( virus  pneumonia } 
Lymphogranuloma  venereum  • Trachoma 

Protozoal  Infections 
Amebiasis 


CHAS.  PFIZER  & CO.,  INC.,  Brooklyn  6,N.Y. 
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Convince  her  that  the  climacteric  is  not  the  be-all  and  end-all  of  her  life 


and  you  solve,  perhaps,  her  most  serious  problem.  Then,  prescribe  Sulestrex. 
As  effective  estrogen  therapy  as  science  has  yet  created,  Sulestrex  will  con- 
veniently, esthetically  and  rapidly  end  the  physical  symptoms.  Odorless  and 
tasteless  in  small  compressed  tablets,  Sulestrex  will  never  cloud  her  breath 


1.  Perloff,  Wm.  H., 

(1951)  Treatment  of 
the  Menopause.  II. 

Amer.  J.  Obst.  & Gynec., 
61:670,  March.  2.  Reich, 

W.  J.,  et  al.  (1951),  A Recent 
Advance  in  Estrogenic  Ther- 
apy. I.  American  J.  Obst.  & 
Gynec.,  62:427,  August. 


or  perspiration. 

Following  a study  of  58  standardized  menopausal  patients,  in  which  all  at- 
tained complete  symptomatic  relief,  Perloff1  termed  Sulestrex  a "potent  and 
effective  oral  estrogen  with  an  extremely  low  incidence  of  nausea.”  Another 
recent  report  on  a controlled  study  by  Reich  and  associates2  states  that  "all 
patients  noted  a marked  sense  of  well-being,  and  commented  on  their  ability  to 
resume  normal  activity  with  amazing  vigor.” 

Now  available  in  three  potencies  for  your  prescribing  convenience — 0.75-, 
1.5-  and  3-mg.  grooved  tablets — Sulestrex  is  stocked  by  pharmacies  every- 
where. Try  this  esthetic  therapy  soon  or  write  for  complete  q n . . 
information.  Abbott  Laboratories,  North  Chicago,  Illinois.  v^LuUTyLL 

Sulestrex 

TRADE  MARK 

(PIPERAZINE  ESTRONE  SULFATE,  ABBOTT) 
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Highly  effective  • Well  tolerated  • Imparts  a feeling  of  well-being 


Estrogenic  Substances  (water-soluble) 


also  known  as  Conjugated  Estrogens  (equine) 


AYERST,  McKENNA  & HARRISON  Limited  • New  York,  N.  Y.  • Montreal,  Canada 
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LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 

GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 

Information  and  circulars  upon  request.  CITY  OFFICES' 

Address:  O.  B.  JENSEN,  M.D. 

Superintendent  and  Medical  Director  San  FRANCISCO  OAKLAND 

Livermore,  California  450  Sutter  Street  1624  Franklin  Street 

Telephone  313  GArfield  1-5040  GLencourt  1-5988 


SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES. 


PHOENIX  TUCSON  EL  PASO 
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Fluid  level  in 
sphenoid  sinus 
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drip 


Pharyngitis 
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Through  its  prompt  and  prolonged  decongestive  action  Neo-Synephrine 
not  only  restores  nasal  patency  during  all  stages  of  the  common  cold, 
sinusitis  or  allergic  rhinitis,  but  also  helps  to  reestablish  and  protect  the 
physiologic  defense  mechanisms  of  the  nasal  cavity:  ciliary  action  and 
proper  sinus  drainage  and  aeration. 

Neo-Synephrine’s  powerful  vasoconstrictive  action  is  exerted  with 
virtually  no  sting,  congestive  rebound,  or  systemic  side  effects 
and  is  undiminished  after  repeated  use. 


NEO-SYNEPHRINE 


Hydrochloride 


Vi%  solution  (plain  and  aromatic), 

1 oz.  bottles 

y2  and  1%  solutions  (when  stronger 
vasoconstrictive  action  is  needed),  1 oz. 
bottles 

V2%  water  soluble  jelly,  % oz.  tubes 

Neo-Synephrine.  trodemork  reg.  U.S.  & Conodo. 
brond  of  phenylephrine 


NEW  YORK  18,  N.  Y.  WINDSOR,  ONT. 
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• HOSPITAL 
BEDS 

FRACTURE 

BEDS 


• WHEEL 
CHAIRS 

HOSPITAL 
& PORTABLE 


• INVALID 
WALKERS 

ADULT  & CHILD  SIZE 
OXYGEN  THERAPY  SERVICE 
8-3112  — Phones  — 2-6181 
Phoenix,  Arizona 


ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 


For  Physicians,  Surgeons,  Dentists  Exclusively 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 


$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

Cost  has  never  exceeded  amounts  shown. 

ALSO  HOSPITAL  POLICIES  FOR  MEMBERS,  WIVES 
AND  CHILDREN  AT  SMALL  ADDITIONAL  COST  I 

85c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 

$4,000,000.00  $18,300,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

§200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

50  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


PAS  ADEN  A,  CALIFORNIA 


MEDICAL  STAFF 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Director 
CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.,  Associate  Director 
ETHEL  FANSON,  M.D.  CARLOS  F.  SACASA,  M D. 

DOUGLAS  R.  DODGE,  M.D.  HERBERT  A.  DUNCAN,  M.D. 
KENNETH  P.  NASH,  M.D. 
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Whenever  capillary  bleeding  becomes  a 
hazard  in  surgery 


Gelfoam 


a product  of 


Upjohn 


H esoarch 


is  tailored  to  fit  the  situation. 

Gelfoam  may  be  speedily  cut  to  shape  and 
pressed  against  oozing  capillary  surfaces, 
where  it  rapidly  absorbs  up  to  45  times  its 
own  weight  in  blood.  Left  in  situ,  Gelfoam 
is  completely  absorbed  in  20  to  45  days 
with  virtually  no  cellular  reaction. 

Gelfoam  is  supplied  in  a variety  of  con- 
venient sizes,  including  a sterile  surgical 
sponge,  dental  pack,  prostatectomy  cone, 
and  biopsy  sponge. 

* Trademark  Reg.  U.  S.  Pat.  Off. 


for  medicine  . . . produced  with  care  . . . designed  for  health 

THE  UPJOHN  COMPANY.  KALAMAZOO,  MICHIGAN 
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The  MF-49,  adaptable  to  all  recognized  diathermy  technics,  is  illus- 
trated here  with  the  contour  applicator.  Air-spaced  electrodes, 
induction  cable,  and  electrodes  for  cuff  technic  can  also  be  used. 
A smooth  current  is  provided  for  minor  electrosurgery. 


Accepted  by  the  A.M.A.  Council  on  Physical  Medicine  and  Re- 
habilitation, the  Federal  Communications  Commission  and  the 
Underwriters  Laboratories* 


The 


MF-49 

V UNIVERSAL  DIATHERMY 


Let  us  send  you  literature,  including  prices.  Just  jot 
down  "MF-49”  on  your  card  or  letterhead,  and  mail 
to  — 


Distributed  in  Arizona  by 


STANDARD  SURGICAL  SUPPLY 

PHOENIX  TUCSON 

710  N.  First  Street  809  E.  Broadway 
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FOR  THE  SEPTIC  ULCER  PATIENT 
“DOUBLE-GEL  ACTION”  AMPHOJEL 


relieves  pain  promptly 


promotes  rapid  healing 


no  kidney  damage 


never  causes  alkalosis 


no  acid  rebound 


pleasant  to  take 


Supplied  : Liquid,  bottles  of  1 2 fl.  oz.  Also 
available:  Tablets  of  5 grains  and  10  grains 


stops  gastric  corrosion 


provides  a soothing  protec- 
tive coating  over  the  ulcer 


imposes  no  added  burden 
on  kidney  function 


buffers  gastric  contents 
moderately ; permits  normal 
neutralization  of  alkaline 
secretions  of  upper  intestine 


even  in  excessive  doses. 

Does  not  cause  unphysio- 
logic  alkalinity  and  conse- 
quent acid  secretory  response 


smooth,  creamy,  pleasing 
taste  and  texture 


After  15  years  of  clinical  use,  still  a leading  pre- 
scription product  for  peptic  ulcer — 


AMPHOJEL' 

ALUMINUM  HYDROXIDE  GEL  • ALUMINA  GEL  WYETH 


Incorporated,  Philadelphia  2,  Pa. 
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Latest  Information  on  Penicillin  Ther 


Ask  Your  Squibb  Professional  Service  Representative 
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. New  Squibb  Aid  for  the  Profession 


Squibb,  a leader  in  penicillin  research 
and  manufacture,  presents  the  new  edi- 
tion of  the  Squibb  Penicillin  Handbook, 
“Important  Principles  Influencing  Peni- 
cillin Therapy.”  It  is  based  on  most 
recent  clinical  work  and  data  of  eminent  authorities  in  the  antibiotic 
field  . . . new  penicillin  dosages  . . . new  recommendations  for  efficacy 
. . . oral  and  parenteral  forms  . . . combined  therapy  . . . drug  resistance  . . . 
therapeutic  blood  levels  . . . reactions  . . . continuous  vs.  discontinuous 

therapy  . . . and  many  other  subjects  of  interest  to  physicians. 

? 

Your  Squibb  Professional  Service  Representative  will  provide  you  with 
“Important  Principles  Influencing  Penicillin  Therapy”  or  any  other  Squibb 
visual  and  practical  aids,  without  cost  or  obligation.  Or  you  may  write 
direct  to  E.  R.  Squibb  & Sons,  745  Fifth  Avenue,  New  York  22,  New  York. 


Squibb  a leader  in  penicillin 


RESEARCH 


AND  MANUFACTURE 
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Therapy  for  Vascular 
Headache  to  Reverse  the 
Physiologic  Disturbance 


Headache,  a problem  encountered  in  all  kinds  of  medical 
practice,  may  occur  in  association  with  any  of  a variety  of  dis- 
orders, some  organic,  other  purely  functional. 

Among  the  several  types,  functional  headaches  present  the 
greatest  problem  because  of  their  obscure  etiology  and  re- 
current nature. 

Among  these  are: 

Migraine  (both  classical  and  variant  forms) 
Tension  headache 
Psychogenic  headache 
Histaminic  cephalgia 

Wolff  and  his  co-workers  established  that  the  pain  of  these 
headches  is  due  to  disturbance  of  the  tonus  of  cranial  blood 
vessels  — hence  the  term  vascular  headaches. 

The  craniovascular  changes  associated  with  the  several 
phases  of  the  typical  migraine  attack  are: 

Vasoconstriction  — to  which  the  visual  prodro- 
mata  are  attributable.  It  is  possible  to  abort  the 
attack  during  this  phase  in  all  but  a few  cases. 

(See  treatment  below.) 

Vasodilatation  — as  the  vessels  lose  their  tone, 
exaggerated  pulsations  set  in,  resulting  in  the 
throbbing  pain  which  characterizes  vascular 
headache.  Treatment  for  the  attack  is  still  effec- 
tive during  this  phase.  (See  below.) 

Vessel  Edema  — if  the  vasodilation  continues 
for  too  long,  vessel  walls  become  edematous; 
this  changes  the  character  of  the  pain  to  a steady, 
intense  aching.  The  attack  can  now  no  longer  be 
checked,  even  with  maximum  dosage  of  specific 
drugs.  Moreover,  sustained  headache  often  in- 
duces reflex  neck  muscle  tension,  a source  of 
residual  pain. 

Therapy:  I.  Reduce  the  frequency  of  attacks  — psycho- 
therapy and  regulation  of  living  habits  to  avoid  fatigue  and 
nervous  tension. 

2.  Relieve  the  acute  attack  — of  the  numerous 
drugs  which  have  been  tried,  ergotamine  and  its  derivative 
preparations  have  proved  most  effective.  The  newest  product 
is  oral  tablets  of  Cafergot®,  N.  N.  R.  (ergotamine  with  caffe- 
ine 'Sandoz')-  When  dosage  is  adjusted  to  the  needs  of  the 
individual,  Cafergot  will  give  good  relief  in  85%  of  cases.  It 
enables  a greater  number  of  patients  to  benefit  from  early  ad- 
ministration since  the  oral  route  simplifies  treatment  as  com- 
pared to  parenteral  therapy. 

The  dosage  procedure  is: 

1.  Take  2 tablets  at  first  sign  of  the  attack. 

2.  If  attack  continues,  take  one  additional 
tablet  every  Vi  hour  until  attack  is 
terminated  (max.  6 tabs,  per  attack). 


Many  migraine  patients  delay  taking  medication  until  the 
attack  is  at  its  height.  Explicit  dosage  instructions  may  be 
forgotten  unless  the  patient  comes  to  realize  their  importance. 
Therefore,  to  encourage  adherence  to  correct  procedure,  we 
have  prepared  pads  outlining  detailed  dosage  instructions. 
Supplies  of  these  INSTRUCTION  SLIPS  will  gladly  be  sent 
upon  request. 


GENERAL  REFERENCES:  Dejong,  R.:  Chicago  M.  Soc. 
Bull  54:  106,  1951.  Friedman,  A.:  Modern  Headache 
Therapy,  St.  Louis,  C.  V.  Mosby  Co.,  1951.  Wolff,  H.: 
Headache  and  Other  Head  Pain,  N.  Y.,  Oxford  Univ. 
Press,  1948. 
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AFTER  TREATMENT: 

Diminution  of  pain,  increased  mobility,  and 
visibly  decreased  effusion  and  swelling 


BEFORE  TREATMENT: 

Periarticular  swelling  and  hydrarthrosis 


Rehabilitation  Achieved  Through  Conservative  Dosage 


Effective  Antirheumatic  Response 

Effective  antirheumatic  response  was 
achieved  in  all  100  patients  in  a long-term 
study  at  the  Mayo  Clinic.  More  than  50  of 
these  arthritics  were  maintained  on  50  mg. 
or  less  daily.  In  no  case  was  it  necessary  to 
withdraw  the  hormone. 


Management  in  Everyday  Practice 
The  use  of  simple  laboratory  tests  (sedi- 
mentation rates,  urinalyses,  blood  counts, 
blood  pressure,  and  frequent  weight  re- 
cordings), individualized  adjustment  of 
dosage,  and  careful  clinical  observation 
will  permit  most  patients  to  benefit  mate- 
rially . . . without  fear  of  undesired  effects. 


Ward,  L.  E.,  Slocumb,  C.  H.,  Polley,  H.  F.,  Lowman, 
E.  W.,  and  Hench,  P.  S. : Proc.  Staff  Mtgs .,  Mayo 
Clinic  26:  361,  September  26,  1951. 
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ONE  HUNDRED  AND  ELEVEN  SURGICAL  LESIONS  OF  THE  STOMACH 


KENNETH  C.  SAWYER,  M.D.,  FRANK  B.  McGLONE,  M.D. 
Denver,  Colorado 


This  study  of  one  hundred  eleven  surgical 
lesions  of  the  stomach  treated  in  our  private 
practice  since  January  of  1946  was  carried  out 
primarily  to  evaluate  the  present  trend  toward 
a more  aggressive  approach  in  treating  cancer 
of  the  stomach.  In  this  presentation  the  condi- 
tions necessitating  operation  on  the  stomach  will 
be  enumerated  and  the  personal  feeling  of  one 
of  us  (K.C.S.)  toward  chronic  gastric  ulcer  will 
be  presented  for  discussion.  We  shall  also  at- 
tempt to  evaluate,  from  statistics  evolved  in 
treating  this  series  of  cases,  the  technical  im- 
provements that  should  extend  the  operability  of 
cancer  of  the  stomach. 

TABLE  1— Conditions  for  which  Operation 
Was  Performed 


Hypertrophic  Pyloric  Stenosis 

8 

Diverticula 

2 

Gastric  Ulcer 

40 

Gastro-Jejunal  Ulcer 

10 

Gastritis 

2 

Malignancies 

43 

Benign  Tumors 

4 

Foreign  Bodies 

2 

Total 

111 

Table  1 lists  the  conditions  for  which  opera- 
tion on  the  stomach  was  performed.  There 
were  eight  patients  with  hypertrophic  pyloric 
stenosis  and  two  with  gastric  diverticula.  Forty 
patients  were  operated  upon  for  chronic  gastric 
ulcer  and  ten  individuals  required  operation  for 
gastrojejunal  ulceration.  A stomach  operation 
was  performed  upon  two  persons  with  gastritis. 
Significantly,  forty-three  or  38.7%  of  the  pa- 

before  the  Southwestern  Surgical  Congress  Section  of 
the  S’vt’eth  Annual  Meeting  of  the  Arizona  Medical  Association, 
Inc.,  Tucson,  Arizona  — April  30,  1951. 


tients  in  this  series  had  a gastric  malignancy, 
of  which  thirty-eight  were  carcinoma,  two  leio- 
myosarcoma, two  lymphosarcoma,  and  one  pa- 
tiont  had  a hemiangioendothelioma.  Four  be- 
nign tumors  of  the  stomach  were  encountered, 
one  of  these  was  a solitary  polyp,  one  was  poly- 
posis en  nappe  and  there  were  two  benign  leio- 
myomata. There  were  two  foreign  bodies  in 
this  series  both  of  which  produced  symptoms  of 
sufficient  severity  to  make  surgical  intervention 
mandatory.  In  one  instance  an  open  safety  pin 
was  found  at  operation.  The  other  interesting 
foreign  body  was  a large  trichobezoar  filling  the 
stomach  of  a four  and  one-half  year  old  child. 

Table  2 lists  the  operative  procedures  used 
in  attempting  to  correct  the  preceding  patholog- 
ical conditions.  Eleven  patients  died  in  the 
hospital  making  the  overall  operative  mortality 
9.9%.  A breakdown  of  the  mortality  will  be 
further  considered  in  another  phase  of  this  pre- 
sentation. 

TABLE  2— Operative  Procedures 


Subtotal  Gastrectomy  62 

Total  Gastrectomy  13 

Pyloromytomy  8 

Laparatomy  Only  6 

Takedown  and  Subtotal  Resection  5 

Vagotomy  5 

Local  Excision  of  Tumor  3 

Diverticulectomy  2 

Posterior  Gastro-enterostomy  2 

Enterostomy  2 

Gastrotomy  2 

Vagotomy  Ligation  Left  Gastric  Artery 

Repair  Hiatus  Hernia  1 

Total  111 
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CHRONIC  GASTRIC  ULCER 

We  believe  that  cancer  can  develop  in  a 
chronic  gastric  ulcer  just  as  it  does  in  a skin 
ulcer  or  chronic  ulcer  in  other  parts  of  the 
body.  Differences  of  opinion  exist  regarding 
whether  or  not  a chronic  gastric  ulcer  becomes 
malignant  or  was  malignant  from  the  onset. 
Abrahamson  and  Hinton(l)  have  followed  one 
hundred  sixty-five  cases  of  gastric  ulcer  over 
periods  of  one  to  nineteen  years  and  have  failed 
to  find  a single  case  in  which  the  transformation 
from  a benign  ulcer  to  a gastric  neoplasm  could 
be  proved.  That  cancer  occasionally  develops 
in  a gastric  ulcer  is  generally  recognized. 

It  is  apparent  that  the  percentage  of  error 
(10.1%  to  19.8%;  and  11.6%  in  this  series)  in 
mistaking  a gastric  cancer  for  a benign  ulcer  is 
greater  than  the  surgical  mortality  for  subtotal 
gastrectomy  when  used  for  treating  chronic 
gastric  ulcer.  (Table  3).  Thus  we  believe 
that,  with  a very  few  exceptions,  all  gastric 
ulcers  should  be  considered  surgical  problems. 
Whether  the  lesion  is  malignant  from  its  onset 
or  has  become  malignant  is  not  the  important 
factor. 


TABLE  3— Mortality  Patients  Treated  For 
Chronic  Gastric  Ulcer 


Patients 


Vagotomy  1 

Vagotomy  Ligation  Left 
Gastric  Artery  1 

Subtotal  Gastrectomy  38 
Total  Operations  40 


D*ed  Mortality 
0 0 

0 0 

1 2.6 

1 2.5 


Technical  Improvements  That  May  Be  Factors 
In  Extending  Resectability  of  Cancer  of  the 
Stomach 

Past  statitsics  indicate  that  the  surgical  treat- 
ment of  cancer  of  the  stomach  leaves  a great 
deal  to  be  desired.  They  can  be  improved 
only  by  earlier  diagnosis  and  by  more  exten- 
sive excision  of  the  cancer  bearing  portion  of  the 
stomach  and  contiguous  structures  when  the 
condition  is  encountered  in  the  operating  room. 
No  gastric  malignancy  in  this  series  was  diag- 
nosed before  symptoms  appeared.  Gastroscopy 
has  been  very  valuable  in  orienting  us  as  to 
the  type  of  lesion  with  which  we  were  dealing. 
Advantage  was  taken  of  this  adjunctive  diagnos- 
tic procedure  in  nineteen  instances.  In  this 
small  group  the  gastroscopist  discovered  two 
malignant  tumors  not  demonstrable  by  careful 
roentgenologic  examination.  He  labeled  two 
tumors  malignant  that  the  radiologist  thought 


were  benign  ulcers  and,  in  addition,  pronounced 
a tumor  malignant  that  the  pathologist  con- 
sidered benign.  Subsequent  events  proved  that 
the  controversial  lesion  was  malignant.  The 
gastroscopist  erred  one  time  in  calling  a malig- 
nant ulcer  benign,  although  exploration  was  ad- 
vised because  of  the  location  of  the  lesion. 


TABLE  4— Mortality  Patients  Treated  For 
Gastric  Mortality  Malignancies 


Laparatomy 

Patients 

Died 

Mortality 

6 

2 

33.3 

Palliative  Procedures 

Posterior  Gastro- 

enterostomy 

2 

0 

00.0 

Enterostomy 

Resection 

2 

2 

100.0 

Subtotal 

22 

2 

9.9 

Total 

12 

3 

25. 

43 

9 

20.9 

Table  4 shows  the  overall  operative  mortality 
in  the  forty  three  malignancies  treated  by  sur- 
gical measures. 

It  is  believed  that  the  five  year  survival  rates 
will  be  materially  increased  over  past  statistics 
because  a higher  percentage  of  patients  were 
given  the  advantage  of  resection.  The  following 
technical  improvements  that  have  made  this  pos- 
sible warrant  some  discussion. 

1.  The  thoracic  and  abdominothoracic  inci- 
sion with  the  improvements  in  anesthesia  which 
have  made  this  approach  possible. 

2.  Total  gastrectomy. 

3.  The  resection  of  organs  close  to  the  stom- 
ach when  invaded  by  the  malignant  process. 

When  one  considers  that  from  30%  to  50% 
of  all  carcinomas  of  the  esophagus  occur  in  the 
lower  one-third  of  this  organ  and  that  25%  (this 
series)  of  all  carcinomas  of  the  stomach  are 
near  or  invade  the  cardia,  the  value  of  the  thor- 
acic and  abdominothoracic  approach  becomes 
obvious.  Prior  to  the  advent  of  this  incision 
these  lesions  were  considered  inoperable  and 
the  patient  relegated  to  the  hopeless  category. 
The  thoracic  or  abdominothoracic  approach  was 
utilized  sixteen  times  in  treating  the  malignant 
lesions  of  the  stomach  in  the  group  being  re- 
viewed. 

Total  gastrectomy,  as  advocated  by  Long- 
mire(2)  has  undoubtedly  increased  the  range 
of  operability  of  cancer  of  the  stomach  and 
should  have  a favorable  effect  upon  future  sur- 
vival statistics.  It  is  believed  that  in  large  le- 
-sions  (Figure  2)  and  especially  in  malignancies 
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line  of  anastomosis.  Total  gastrectomy  was  per- 
formed in  twelve  patients  with  gastric  cancer. 
Three  patients  died  in  the  hospital,  a 25%  opera- 
tive mortality.  Three  are  still  alive,  but  only 
one  of  these  has  survived  longer  than  two 
years. 

The  resection  of  organs  close  to  the  stomach 
when  invaded  by  the  malignant  process  in 
treating  gastric  cancer  is  mandatory  if  we  are 
striving  to  achieve  more  than  simple  palliation 
for  our  efforts.  We  do  not  hesitate  to  remove 
a portion  of  the  liver  when  it  is  invaded  by 
continguity  from  carcinoma  of  the  stomach. 
Frequently  a large  percentage  of  tissue  in  an 
apparently  inoperable  mass  is  inflammatory.  It 
is  generally  conceded  that  the  greater  omentum 
should  be  removed  in  all  malignant  lesions  of 
the  stomach.  We  have  resected  a portion  of  the 
pancreas  on  occasions  and  have  been  favorably 
surprised  at  the  low  incidence  of  pancreatic 
fistulae  following  this  procedure.  If  the  malig- 
nant lesion  invades  the  head  of  the  pancreas,  a 
more  serious  problem  is  encountered.  One 
should  weigh  the  operative  mortality  and  the 
patient’s  future  discomfort  against  the  likelihood 
of  a cure  before  removing  this  important  seg- 
ment of  the  organ.  The  spleen  is  seldom  in- 
vaded by  metastatic  carcinoma,  but  its  re- 
moval facilitates  exposure  of  the  gland  bearing 
area  around  the  stomach.  Its  removal  when 
one  is  operating  for  gastric  cancer  should  be 
routine.  In  this  series  a portion  of  the  liver 
was  removed  with  the  stomach  in  four  instances; 
a portion  of  the  pancreas  with  the  stomach  on 
eight  occasions;  and  a portion  of  the  pancreas, 
colon  and  stomach  in  four  instances.  Of  this 
group  of  sixteen  patients  four  have  survived  as 
follows:  one  for  six  months,  two  for  one  and 
one-half  years  and  one  for  four  and  one-half 
years. 

SUMMARY 

1.  We  have  presented  a brief  review  and 
evaluation  of  one  hundred  eleven  surgical  le- 
sions of  the  stomach  treated  since  January  1946. 

2.  Tables  1 and  2 show  the  types  of  lesions 
found  and  the  Operations  performed. 

3.  The  importance  of  gastroscopy  in  evaluat- 
ing gastric  lesions  is  stressed. 

4.  Technical  improvements  that  may  aid  in 
extending  resectability  of  gastric  carcinoma  have 
been  discussed. 
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FIGURE  1.  Cancer  of  the  stomach  occurring  in  a patient  with 
a twenty-five  year  history  of  ulcer  and  an  eight  year  roentgenolo- 
gic diagnosis  of  chronic  gastric  ulcer. 


FIGURE  3.  Cancer  of  the  stomach  near  cardia— requiring  total 
gastrectomy  for  removal. 

near  the  cardiac  end  of  the  stomach  (Figure  3) 
total  gastrectomy  is  the  operation  of  choice.  In 
using  this  procedure  however,  one  must  re- 
member that  it  carries  a higher  operative  mor- 
tality and  that  many  of  the  surviving  patients 
will  have  a significant  nutritional  disturbance. 
The  utilization  of  the  Roux-Y  esophagojejunos- 
tomy  improves  the  mechanics  of  this  operation 
and  diminishes  the  likelihood  of  a leak  at  the 


FIGURE  2.  Large  polypoid  cancer  of  the  stomach  treated  by 
total  gastric  resection. 
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ROENTGEN  AND  BIOCHEMICAL  CHANGES  IN  PANCREATIC 

CARCINOMA 

MARCY  L.  SUSSMAN,  M.D.,*  DAVID  A.  DREILING,  M.D.°° 
and  GEORGE  JACOBSON,  M.D.**° 


The  history  of  otherwise  unexplained  upper 
abdominal  complaints  more  frequently  than  in 
the  past  leads  the  clinician  to  the  suspicion  of 
pancreatic  cancer.  A dull  persistent  pain  high 
in  the  abdomen,  referred  to  the  back  or  some- 
times to  the  lower  abdomen,  is  particularly  sig- 
nificant and  justifies  further  investigation.  Jaun- 
dice, weight  loss,  anorexia,  constipation,  nausea 
and  vomiting  particularly  when  associated  with 
this  type  of  pain  are  very  suggestive  of  pan- 
creatic neoplasm.  The  finding,  in  addition,  of  an 
upper  abdominal  mass  or  enlarged  gallbladder, 
perhaps  with  transient  glycosuria  or  a diabetic 
type  of  glucose  tolerance  curve,  make  an  ex- 
ploratory operation  practically  mandatory. 

It  is  important  to  note,  therefore,  that  in 
about  50%  of  patients(l)  examined  roentgen- 
ologically,  evidence  suggesting  pancreatic  neo- 
plasm was  obtained.  When  these  data  was  sup- 
plemented by  a study  of  the  external  secretion 
of  the  pancreas  obtained  from  the  duodenum 
after  the  administration  of  secretin,  the  per- 
centage of  correct  diagnoses  is  materially  in- 
creased. Both  of  these  types  of  investigation 
will  be  the  subject  of  this  review.  It  is  the 
authors’  experience  that  they  are  the  most  easily 
performed  with  accuracy  and  are  most  produc- 
tive of  reliable  data.  For  completeness,  refer- 
ence must  be  made  also  to  the  study  of  the 
cytology  of  duodenal  aspirates(2)  which,  in  our 
hands,  has  been  unsatisfactory.  Our  enzyme 
studies  have  been  limited  to  amylase,  largely 
because  this  enzyme  is  stable  and  determinations 
can  be  reproduced  with  simple  technics  with  an 
accuracy  of  about  98%. 

The  pancreas  does  not  differ  in  roentgen  den- 
sity from  its  surrounding  tissues.  It  cannot 
therefore  be  visualized  directly  unless  there  is 
calcification  within  it.  Visualization  of  the  pan- 
creatic artery  is  sometimes  obtained  by  aortog- 
raphy but  the  practical  value  of  the  procedure 
has  not  been  fully  explored.  The  roentgen  data 
relative  to  the  pancreas  are  obtained  primarily 
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therefore  by  studying  adjacent  viscera  which  | 
can  be  outlined  radiologically.  The  head  of 
the  pancreas  lies  in  the  concavity  of  the  duo- 
denum. It  is  surrounded  on  three  sides  by  the 
duodenal  curve  and  the  prepyloric  area  of  the 
stomach.  The  head  is  covered  anteriorly  by 
the  gastric  antrum,  the  duodenum  and  the  trans- 
verse colon.  Posteriorly  there  are  the  vena  cava 
and  right  renal  vessels  and,  to  the  left,  the  aorta. 

The  neck  of  the  pancreas,  which  connects  the 
head  to  the  body,  runs  forward,  upwards  and  j 
to  the  left.  In  front  there  is  the  pylorus  and 
first  part  of  the  duodenum;  in  back,  the  portal 
vein. 

The  body  extends  to  the  left  at  the  level  of 
the  first  or  second  lumbar  vertebra.  Anteriorly 
the  stomach  is  separated  from  it  by  the  omental 
bursa  while  inferiorly  there  is  the  transverse 
mesocolon.  The  body  has  a prismatic  form  and 
is  largest  in  front  of  the  left  kidney. 

The  tail  extends  across  the  left  upper  abdomen 
to  end  adjacent  to  the  infero-medial  surface  of 
the  spleen.  It  may  present  an  abrupt  blunt 
ending  or  may  taper  off  in  an  elongated  narrow 
segment. 

These  anatomic  relations  indicate  clearly  that 
in  seeking  a pancreatic  mass,  the  most  revealing 
roentgen  examination  is  likely  to  be  that  of  the 
gastro-intestinal  tract.  On  the  other  hand,  the 
occasional  difficulty  in  differentiating  a left  renal 
neoplasm  also  will  be  appreciated.  The  gastro- 
intestinal tract  may  be  outlined  with  air  or, 
as  is  more  usual,  with  barium. 

The  pancreatic  dust  of  Wirsung  opens  into 
the  ampulla  of  Vater  in  the  majority  of  cases  but 
occasionally  empties  independently  into  the 
duodenum.  The  common  bile  duct  and  the 
pancreatic  duct  join  above  a common  sphincter 
in  at  least  60%  of  cases.  In  about  one-third 
there  are  separate  openings  into  the  duodenum. 
Of  more  significance  in  the  roentgen  interpre- 
tation however  is  the  variation  in  the  position 
of  the  common  bile  duct  since  a dilated  duct 
may  be  visualized  by  the  pressure  it  exerts. 
Most  often,  the  duct  passes  proximal  to  the  knee 
of  the  duodenal  bulb,  less  frequently  distal  to  it 
and  least  often  it  crosses  at  about  the  level  of  the 
ampulla  of  Vater. 


Vol.  9,  No.  4 


Arizona  Medicine 


25 


The  pancreatic  anomalies  are  worth  listing. 
According  to  Poppel  they  are: 

1.  A separation  of  the  part  of  the  head  known 
as  the  uncinate  process  which  then  forms  a lesser 
pancreas. 

2.  A growth  of  the  pancreas  around  the  duo- 
denum which  it  may  encircle  and  incidentally 
even  may  obstruct. 

3.  The  variations  in  the  termination  of  the 
pancreatic  duct  described  above. 

4.  Accessory  pancreas  sometimes  found  in  the 
wall  of  the  stomach  or  jejunum  and  rarely  in 
a Meckel’s  diverticulum. 

5.  Displacement  of  the  main  pancreatic  duct 
by  a congenital  diverticulum  of  the  duodenum 
near  the  ampulla  of  Vater. 


Fig.  1.  Autopsy  specimen  of  carcinoma  of  the  head  of  the 
pancreas  showing  distention  of  the  duodenal  loop  and  encroach- 
ment on  the  medial  wall  of  the  duodenum. 

The  pressure  defect  produced  by  a pancreatic 
mass  will  depend  on  its  location.  Hick  and 
Mortimer (4)  reported  that  of  50  cases,  22  were 
in  the  head  and  23  in  the  tail  with  4 infiltrating 
the  whole  gland.  A tumor  of  the  head  of  the 
gland  is  likely  to  produce  widening  of  the  duo- 
denal loop  but  with  edges  that  are  poorly  de- 
fined (Fig.  1).  While  this  finding  is  probably  the 
most  frequent,  it  is  also  the  most  difficult  to 
evaluate  because  the  apparent  size  of  the  loop 
must  be  judged  according  to  the  habitus  of  the 
patient  and  the  position  in  which  the  examina- 
tion is  made.  A stomach  which  is  high  and 
transverse,  in  a hypersthenic  individual,  will  ex- 
pose the  normal  duodenal  loop  more  completely 
than  usual  and  this  appearance  is  exaggerated 
in  the  horizontal  position.  Indeed  the  correct 
interpretation  may  be  so  elusive  that  the  roent- 
genologist ordinarily  requires  evidence  of  local- 
ized pressure  on  some  portion  of  the  duodenum 
or  gastric  antrum  before  suggesting  the  diag- 


nosis. On  the  other  hand,  widening  alone  when 
judged  critically  by  the  experienced  observer, 
will  often  justify  laboratory  investigation  of  the 
type  to  be  described  later.  As  Poppel  points 
out,  the  extrinsic  pressure,  by  its  rounding  or 
ironingout  effect,  changes  the  direction  of  the 
mesial  ends  of  the  duodenal  mucosal  folds  and 
with  severe  pressure,  the  mucosal  pattern  may 
be  greatly  altered  or  even  lost.  The  pressure 
defect  may  be  localized  above  or  below  the 
ampullary  region  or  may  be  general.  There  may 
be  one  smooth  rounded-out  contour  or  multiple 
scalloped-shaped  defects. 

The  widened  duodenal  loop  may  not  be  a 
uniform  change.  The  loop  may  be  displaced 
to  the  right  and  anteriorly.  (Fig.  2).  The  loop 
may  be  fixed  mesially  and  normal  expansion  in- 
terfered with.  (Fig.  3).  The  duodenum  may 
be  stenosed.  (Fig.  4).  There  may  be  irregu- 
larity in  outline  with  alteration  or  even  des- 
truction of  the  mucosal  pattern.  There  may  be 
alterations  in  the  neuromuscular  mechanism  of 
the  duodenum  even  in  the  absence  of  infiltration. 
This  is  manifested  by  abnormal  motility  of  the 
duodenum  with  deep  indentations  and  a churn- 
ing to-and-fro  movement. 

Other  evidence  of  a mass  in  the  head  of  the 
pancreas  includues  upward  or  forward  displace- 
ment of  the  stomach,  downward  and  forward 
displacement  of  the  transverse  colon  as  well  as 
pressure  defect  produced  on  the  duodenum  by  a 
dilated  common  bile  duct.  A carcinoma  in  the 
region  of  the  ampulla  of  Vater,  whether  it  arises 
in  the  duodenum  or  in  the  pancreas,  may  re- 
quire careful  compression  studies  of  this  portion 
of  the  duodenum.  The  reversed  3 sign  des- 


Fig.  2.  Autopsy  diagnosis,  carcinoma  involving  entire  pancreas 
reaching  both  kidneys  and  with  extensive  metastases.  Koentgen 
examination  demonstrated  widened  duodenal  loop  with  compres- 
sion and  elevation  of  the  gastric  antrum.  History  of  abdominal 
pain,  loss  of  weight,  anorexia,  nausea  and  vomiting  for  nine  weeks. 
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Fig.  3 Operation  revealed  a firm,  nodular  mass  about  3 cm.  in 
diameter  in  head  of  pancreas  obstructing  the  common  duct. 
Roentgen  examination  revealed  localized  compression  at  the  junc- 
tion of  the  2nd  and  3rd  portions  of  the  duodenum  with  flattening 
of  the  mucosal  folds.  History  of  pruritis,  jaundice,  diarrhea  and 
weight  loss  of  6 weeks. 


Fig.  5.  Operation  revealed  a large  hard  mass  in  the  head  of 
the  pancreas.  Roentgen  examination  showed  a widened  duodenal 
loop,  nodular  compression  of  descending  duodenum,  compressed 
4th  portion  and  elevated,  compressed  contiguous  stomach.  History 
of  dull  epigastric  pain,  1 month,  jaundice  1 week. 


Fig.  4.  Autopsy  revealed  a small  firm  indurated  pancreas.  A 
1 cm.  tumor  mass  invaded  the  common  duct  and  pancreatic  dust, 
apparently  arising  from  the  wall  of  the  duodenum.  Roentgen 
examination  revealed  partial  obstruction  in  descending  duodenum. 
History  of  cramping  paraumbilical  pain  for  1 day,  jaundice  and 
fatigue  for  6 weeks 


Fig.  6.  Autopsy  revealed  carcinoma  in  head  of  pancreas  with 
adherent  and  possibly  invaded  hepatic  flexure.  Barium  enema 
showed  persistent  filling  defect  hepatic  flexure.  History  of  weak- 
ness one  year. 

cribed  by  Frostberg  is  a relatively  infrequent 
finding,  which  in  our  experience  is  not  entirely 
dependable.  The  finding  of  a palpable  mass  is 
of  course  of  great  assistance  in  the  definitive 
diagnosis  of  pancreatic  carcinoma. 

Tumors  in  the  neck  of  the  pancreas  may  in- 
dent the  gastric  antrum  displacing  it  upward 
and  to  the  left.  When  in  the  body,  the  stomach 
is  displaced  forward  with  compression  and 
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sometimes  there  is  invasion  of  the  posterior  wall 
and  lesser  curvature.  (Fig.  5).  When  the  tail 
is  involved,  the  stomach  may  be  displaced  to 
the  right.  When  the  tumor  is  large,  the  mid- 
transverse  colon  is  displaced  forward  and  down- 
ward. (Fig.  6).  The  ascending  duodenum  and 
the  duodeno-jejunal  flexure  are  indented  and 
displaced  forward,  either  upward  or  downward. 

Borak(4)  has  stated  that  the  duodenum  is 
never  displaced  anteriorly  by  the  enlarged  pan- 
creas. We  agree  however  with  Harper(5)  who 
has  seen  anterior  displacement  without  widen- 
ing of  the  duodenal  curve.  Indeed,  on  rare 
occasions,  carcinomas  grow  in  atypical  chan- 
nels. It  is  well  to  keep  in  mind  the  radiological 
classification  of  pancreatic  cysts(2)  since  car- 
cinomas may  be  found  in  the  same  locations. 
Included  are  the  gastro-colic  type  where  en- 
largement takes  place  below  the  greater  curve  of 
the  gastric  antrum  but  above  the  transverse 
colon  and  the  mesocolic  type  which  indents  the 
lower  curve  of  the  body  of  the  stomach  and 
displaces  the  distal  transverse  colon  cephalad, 
the  upper  descending  colon  being  displaced  la- 
terally. 

To  be  considered  in  differential  diagnosis  are 
conditions  giving  rise  to  enlargement  of  the 
pancreatic  lymph  nodes,  lymphoblastoma,  meta- 
static carcinoma,  infectious  mononucleosis,  tu- 
berculosis, retroperitoneal  sarcoma,  and  ane- 
urysm. Elaboration  of  this  phase  is  beyond  the 
scope  of  the  present  report  and  indeed  the  differ- 
entiation may  be  made  only  with  great  difficulty 
in  most  cases  unless  there  is  guiding  clinical 
data. 

We  will  not  enter  into  the  subject  of  the 
roentgen  examination  itself  since  this  is  dis- 
cussed in  any  good  text  book.  Unfortunately, 
the  wide  gap  between  the  description  of  what 
should  be  sought  and  the  critical  evaluation  of 
the  findings  in  a given  case  can  only  be  closed 
by  experience  and  not  by  more  descriptive 
words. 

The  roentgenographic  diagnosis  of  pancreatic- 
tumors  can  be  supplemented  by  biological  diag- 
nosis based  upon  direct  study  of  the  external 
pancreatic  secretion  with  secretin.  (6,  14).  The 
biological  approach  is  particularly  useful  in  small 
tumors  of  the  head  and  body  of  the  pancreas 
which  may  be  missed  in  the  roentgen  examina- 
tion. It  is  also  of  value  in  precisely  localizing 
the  site  of  disease  in  patients  with  obstructive 
jaundice. 


The  secretin  test  of  external  pancreatic  secre- 
tion is  based  upon  the  qualitative  and  quanti- 
tative study  of  the  duodenal  drainage  follow- 
ing the  intravenous  administration  of  a purified 
secretin  preparation.  The  hormone  secretin 
stimulates  the  pancreas  to  produce  a thin  watery, 
high  bicarbonate,  low  enzyme  juice.  The  pan- 
creatic response  to  secretin  is  defined  by  these 
three  factors,  viz.,  1.  volume,  2.  bicarbonate  con- 
centration, 3.  total  enzyme  secretion.  ( 15 ) . In 
diseases  of  the  pancreas  in  which  there  is  ob- 
struction within  the  pancreatic  ducts,  it  is  the 
volume  response  which  is  primarily  depressed; 
in  diffuse  parenchymal  diseases,  the  qualitative 
factors,  bicarbonate  and  enzyme  concentration 
also  are  diminished.  Thus  the  alteration  of 
pancreatic  secretion  produced  by  neoplasms  of 
the  pancreas  depends  upon  the  site  and  severity 
of  pancreatic  duct  obstruction  which  they  cause. 
(15). 

The  procedure  of  the  secretin  test  has  been 
described  previously.  ( 15,  16,  17).  The  test  is 
performed  upon  subjects  in  the  fasting  state. 
After  positioning  a double-lumened  pastro-duo- 
denal  tube  in  the  duodenal  loop  by  fluoroscopy, 
1.0  clinical  unit/kg.  body  weight  of  secretin  is 
injected  intravenously.  Simultaneous  gastric 
and  duodenal  aspirates  are  obtained  fractionally 
by  continuous  electric  suction  for  80  minutes. 
The  normal  values  of  the  three  factors  which 
characterize  the  pancreatic  response  to  secretin 
have  been  determined  by  a statistical  study  of 
the  data  of  81  patients  without  pancreatic  dis- 
ease. (16).  These  norms  are  as  follows: 

Mean  Minus 
Mean  2 sigma 

1.  Volume  3.2  cc./kg.  2.0 

2.  Bicarbonate  108  meq./L  90  meq./L. 

3. Amylase  secretion  14.2  u./kg.  6.0  u./kg. 

The  alterations  in  pancreatic  secretion  pro- 
duced by  tumors  of  the  pancreas  are  illustrated 
by  the  data  of  56  patients  with  pancreatic  neo- 
plasms in  Table  1. 

Average  Pancreatic  Response 

Total  Total  HC03 

Location  Number  Volume  Amylase  Cone 


of  Tumor 

of 

Cases 

cc./kg. 

u./kg. 

meq./L. 

Diffuse 

12 

1.1 

52 

4.5 

Head 

26 

1.4 

81 

5.0 

Body 

13 

1.5 

86 

5.2 

Tail 

5 

3.8 

108 

13.0 

Average  Normal 

81 

3.2 

108 

14.2 

Minimum  Normal 

2.0 

90 

6.0 

Table  1.  Summary  of  Secretin  Response  Data  of 
56  Patients  with  Tumors  of  the  Pancreas 
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It  will  be  noted  that  in  the  diffuse  pancreatic 
tumors  both  the  qualitative  and  quantitative  fac- 
tors are  markedly  depressed.  This  is  the  result 
of  combined  pancreatic  duct  obstruction  and 
replacement  of  functioning  parenchyma  by 
tumor.  Lesions  of  the  head  exhibit  mainly  dim- 
inution of  volume  response.  The  average  bivar- 
bonate  and  amylase  values  are  only  slightly  de- 
pressed due  to  the  presence,  in  some  of  the 
cases,  of  associated  pancreatic  fibrosis  and  to  the 
secondary  suppression  of  function  which  occurs 
after  long  standing  ductal  obstruction.  Tumors 
of  the  body  of  the  pancreas,  in  general,  show 
less  marked  changes  than  tumors  of  the  head. 
Obviously  smaller  ducts  are  obstructed  and  less 
parenchyma  is  affected.  All  5 patients  studied 
with  tumors  of  the  tail  of  the  pancreas  showed 
normal  secretion.  Neoplasms  in  this  location 
cannot  obstruct  a main  pancreatic  duct  nor 
destroy  sufficient  functioning  parenchyma  to  sig- 
nificantly reduce  the  pancreatic  response  to 
secretion.  Thus  the  secretin  test  is  of  no  value 
in  the  diagnosis  of  tumors  of  the  tail  of  the 
pancreas. 

Among  these  56  patients,  there  were  2 cases 
with  cancers  of  the  pancreas  (head  and  papilla 
of  Vater)  who  exhibited  normal  volume  res- 
ponses. Both  patients  were  not  jaundiced.  At 
operation,  in  neither  case  was  there  obstruction 
to  either  the  common  duct  or  the  pancreatic- 
duct.  Both  tumors  had  ulcerated  and  partially 
sloughed  so  that  the  ductal  systems  were  not 
blocked.  Two  other  patients,  suspected  of  pan- 
creatic malignancy,  displayed  low  volume  re- 
sponses. At  exploration,  in  neither  case  was  any 
tumor  found  in  the  pancreas  nor  any  lesion 
which  could  explain  the  “false  positive  findings.’ 
These  may  represent  errors  in  technique. 

Tumors  contiguous  to  the  pancreas  do  not 
produce  an  alteration  of  the  pancreatic  response 
to  secretion  unless  there  is  actual  invasion  of 
the  organ  with  resultant  pancreatic  duct  ob- 
struction or  replacement  of  pancreatic  tissue  with 
malignant  tumor.  Table  2 lists  the  secretin 
response  data  of  16  patients  with  tumors  of  or- 
gans contiguous  to  the  pancreas.  Only  cases  4 
and  5,  in  which  the  tumors  have  secondarily 
invaded,  the  pancreas,  show  abnormal  pancreatic 
secretion. 

The  biliary  pigment  response  to  secretin  can 
be  used  in  conjunction  with  the  pancreatic  re- 
sponse to  localize  precisely  the  site  of  pathology 
in  patients  with  obstructive  jaundice.  The  bil- 


iary pigment  response  has  been  previously  re- 
ported. (15,  17,  18).  It  describes  the  biliary 
flow  following  intravenous  secretin.  Based  upon 
the  behavior  of  the  duodenal  biliary  pigment 
concentration  ( icterus  index ) during  the  secretin 
test,  three  types  of  response  can  be  classified  as 
follows : 

1.  Type  A.  Bile  disappears  during  the  secre- 
tin test— normal  gallbladder  function. 

2.  Type  B.  Bile  persists  in  high  concentration 
during  the  secretin  test— non-functioning  gall- 
bladder or  post-cholecystectomy  state. 

3.  Type  D.  Bile  is  obsent  through  the  secretin 
test,  no  B bile  after  MgS04— complete  biliary 
obstruction. 

Pancreatic  Response 


Tu  -.or  S te 

Total  HC03 
Vo  ume  Cone, 
cc./kg.  ineq./L. 

Total 

Amylase 

u./kg 

1."  Duodenum  Ca. 

7.5 

90 

30.0 

2.  Retroperitoneal  Ca. 

3.1 

113 

29.0 

3.  Ca.  Common  Ouct 

2.1 

93 

13.0 

4.  Ca.  Pvlorus-Head  Pancreas 

1.2 

101 

5.6 

5.  Ca.  Fundus-Tail  Pancreas 

2.2 

120 

3.8 

6.  Ca.  Common  Duct 

2.5 

125 

7.0 

7.  Retroperitoneal  Ca. 

3.2 

98 

15.3 

8.  Ca.  Left  Kidney 

3.1 

98 

31.0 

9.  Retroperitoneal  Ca. 

2.7 

113 

8.7 

10.  Ca.  Gallbladder— Common 

Duct 

2.3 

91 

16.3 

1 1 . Ca.  Common  Duct 

3.0 

111 

24.3 

12.  Ca.  Portal  Fissure 

2.9 

109 

7.4 

13.  Retroperitoneal  Sarcoma 

3.2 

121 

22.7 

14.  Retroperitoneal  Sarcoma 

2.1 

90 

21.2 

15.  Ca.  Common  Duct 

2.1 

131 

25.1 

16.  Ca.  Duodenum 

2.3 

94 

7.6 

Table  2.  Secretin  Response  Data 

of  16 

Patients  with 

Tumors  of  Organs  Contiguous  to  the  Pancreas 


These  three  responses  have  been  correlated 
There  are  four  possible  combinations  of  pan- 
creatic and  biliary  pigment  responses  in  the 
secretin  test.  If  jaundice  is  absent  and  the  pan- 
creatic response  is  abnormal  ( normal  biliary  pig- 
ment response  with  abnormal  pancreatic  res- 
ponse), the  lesion  is  likely  to  be  in  the  pancreas 
involving  the  body  or  head.  Jaundiced  patients 
with  abnormal  pancreatic  secretion  (abnormal 
pancreatic  response  with  abnormal  biliary  pig- 
ment response)  probably  have  lesions  involving 
the  head  of  the  pancreas  or  the  papilla  of 
Vater.  Jaundiced  patients  with  normal  pan- 
creatic secretion  (abnormal  biliary  pigment  res- 
ponse with  normal  pancreatic  response)  have 
lesions  of  the  extrahepatic  biliary  tract,  whether 
calculus  or  tumorous  cannot  be  determined  from 
the  test  data.  Finally  patients  who  present  a 
normal  biliary  flow  and  normal  pancreatic  se- 
cretion (normal  biliary  pigment  response  with 
normal  pancreatic  response)  should  be  sus- 
pected by  inference  of  having  parenchymal  dis- 
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PANCREATIC  RESPONSE 


Total 

Volume 

cc./kg. 

HC03 

Cone. 

meq./L. 

Total 
Amylase 
u. /kg. 

Uancreatie 

Response 

Biliary 

Pigment 

Curve 

Biliary 

Pigment 

Response 

Operative  Findings 

1.  Normal 

Pancreatic  Response— 

Normal  Biliary  Pigment  Response 

3.4 

105 

6.8 

Normal 

A 

Normal 

Hepatitis 

2.6 

103 

13.0 

Normal 

A 

Normal 

Hepatitis 

4.7 

98 

11.4 

Normal 

BP 

Normal 

Biliary  Cirrhosis 

3.4 

90 

14.6 

Normal 

BP 

Normal 

Biliary  Cirrhosis 

2.  Normal 

Pancreatic  Response— 

Abnormal  Bibary  Pigment  Response 

3.4 

134 

22.4 

Normal 

D 

Abnormal 

Stenosis  Common  Duct 

2.5 

106 

6.0 

Normal 

B 

Abnormal 

Common  Duct  Stone 

3.0 

111 

24.3 

Normal 

D 

Abnormal 

Ca.  Common  Duct 

2.1 

131 

25.1 

Normal 

D 

Abnormal 

Ca.  Common  Duct 

3.  Abnormal  Pancreatic 

Response- 

-Normal  Bibary  Pigment  Response 

2.7 

59 

2.2 

Abnormal 

A 

Normal 

Chronic  Pancreatitis 

1.4 

94 

7.3 

Abnormal 

A 

Normal 

Ca.  Pancreas  (Body) 

1.3 

121 

7.9 

Abnormal 

A 

Normal 

Ca.  Pancreas  (Body) 

1.7 

114 

13.8 

Abnormal 

A 

Normal 

Ca.  Pancreas  (Body) 

4.  Abnormal  Pancreatic 

Response- 

-Abnormal 

Biliary  Pigment  Response 

0.5 

44 

0.4 

Abnormal 

D 

Abnormal 

Ca.  Pancreas  (Head) 

1.0 

104 

3.7 

Abnormal 

D 

Abnormal 

Ca.  Papilla  Vater 

1.4 

99 

12.7 

Abnormal 

D 

Abnormal 

Ca.  Pancreas  (Head) 

1.8 

70 

2.2 

Abnormal 

D 

Abnormal 

Ca.  Pancreas  (Head) 

Table  3.  Data  of  Cases  Illustrating  the  Use  of  the  Pancreatic  and  Biliary  Piyment  Responses 
of  the  Secretin  Test  in  Precisely  Localizing  Pathology  in  Patients  with  Jaundice. 


ease  of  the  liver.  These  principles  are  illustrated 
in  Table  3. 

SUMMARY 

When  pancreatic  carcinoma  is  suspected,  con- 
siderable confirming  data  can  be  obtained  by 
roentgen  and  biochemical  methods.  Radio- 
graphic  examination  of  the  gasfro-intestinal  tract 
is  particularly  useful  in  detecting  the  larger 
tumors  of  the  head,  body  and  tail  as  well  as 
those  which  infiltrate  contiguous  organs.  A 
qualitative  and  quantitative  study  of  the  duo- 
denal drainage  following  the  intravenous  admin- 
istration of  a purified  secretion  preparation  yields 
additional  data.  Where  there  is  obstruction 
within  the  pancreatic  ducts,  it  is  the  volume 
response  which  is  primarily  depressed.  In  dif- 


fuse parenchymal  disease,  the  qualitative  fac- 
tors, bicarbonate  and  enzyme  concentrations  also 
are  diminished.  The  results  of  these  examina- 
tions with  pancreatic  carcinomas  in  various  loca- 
tions are  detailed. 
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PRESENT  DAY  CONCEPT  OF  THE  PHYSIOLOGY  OF  GASTRIC 
SECRETION  AND  ITS  RELATIONSHIP  TO  THE  SURGERY 

OF  PEPTIC  ULCER 

JOHN  VAN  PROHASKA,  M.D.  and  MICHAEL  C.  GOVOSTIS,  M.D. 

Chicago,  Illinois 


The  etiology'  of  peptic  ulcer,  and  its  medical 
and  surgical  management  have  for  generations 
provoked  lively  discussion  as  well  as  provided 
wholesome  stimulation  for  experimental  and 
clinical  investigations.  The  criticism  of  the  acid 
theory  has  slowly  been  subdued  by  the  passage 
of  time.  The  careful  research  of  surgeons  and 
physiologists,  notably,  Carlson(l),  Munn(2), 
Williamson(2),  Matthews(3),  L.  R.  Dragstedt 
(4),  and  others  have  established  the  acid  theory 
as  the  most  plausible  explanation  of  peptic  ulcer 
formation.  The  clinical  management  which 
provides  chiefly  for  the  neutralization  of  the 
hydrochloric  acid  in  the  stomach  has  achieved 
results  comparable  to  those  obtained  in  diseases 
for  which  we  claim  specific  antidotes. 

The  introduction  of  vagotomy  in  the  treat- 
ment of  peptic  ulcer  by  L.  R.  Dragsteadt  (5,  6, 
7),  in  1943  has  not  escaped  the  traditional 
stormy  reception  witnessed  whenever  gastric 
physiology  is  discussed.  Why  is  it  that  Walters, 
(8),  and  others  obtained  unsatisfactory  results 
with  vagotomy,  while  Dragstedt(9),  Grimson 
(10),  Crile(ll),  and  others  present  large  series 
with  enviably  good  results?  Our  own  experi- 
ence with  vagotomies  has  convinced  us  that 
vagotomy  with  a posterior  gastrojejunostomy  is 
the  best  and  safest  operation  for  duodenal  ulcer. 
It  occurred  to  us  that  a better  appreciation  of 
the  present  divergent  views  on  vagotomy  could 
be  sought  in  a review  of  the  salient  and  accep- 
table facts  dealing  with  the  physiology  of  gastric 
secretion. 

There  is  enough  evidence  to  state  that  gas- 
tric secretion  in  peptic  ulcer  is  more  abundant, 
more  continuous,  and  produces  a higher  level 
of  hydrochloric  acid  over  longer  periods  of  time, 
than  in  normal  man.(l).  This  concept  may  be 
plotted  as  follows: 

It  is  logical  to  assume  that  this  difference  is 
brought  about  by  the  continuous  activity  of  the 
cephalic  phase  of  gastric  secretion  motivated 
through  the  vagus  nerve.  The  gastric  and  in- 
testinal phases  of  secretion  and  their  associated 
hormonal  effects  cannot  be  incriminated  for  they 
depend  upon  the  presence  of  particular  food 
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in  the  stomach  on  the  one  hand  and  the  passage 
of  chyme  through  the  intestinal  tract  on  the 
other.  It  seems  plausible,  therefore,  that  hyper- 
activity of  the  vagus  nerve  in  terms  of  inten- 
sity and  duration  is  the  real  physiological  defect 
responsible  for  ulcer  formation. 

The  severence  of  the  vagi  should,  theoretically, 
effect  a cure  of  peptic  ulcer.  The  results  of 
vagotomy  obtained  by  various  surgeons  support, 
in  practice,  this  theoretical  deduction.  The  ap- 
preciation of  the  present  day  controversy  is  evi- 
dent in  the  study  of  the  total  clinical  effect  of 
vagotomy  on  the  patient. 

The  section  of  the  vagus  nerves  in  the  lower 
limits  of  the  esophagus  accomplishes  the  fol- 
lowing: 

1.  abolishes  the  cephalic  phase  of  gastric  secre- 
tion^ 12) 

2.  removes  the  vagal  motor  influence  on  the 
gastric  and  intestinal  musculature,  and 

3.  decreases  the  secretory  tonus  of  gastric  mu- 
cosa^ 13). 

In  terms  of  clinical  observations,  surgeons  have 
reported  the  following  symptoms  as  sequelae  in 
vagotomized  patients: 

Secretory  Changes: 

1.  Prompt  disappearance  of  ulcer  pain, 

2.  lowering  of  gastric  juice  acidity 

3.  decrease  in  total  volume  of  secretion 

4.  healing  of  the  ulcer 

Motor  Changes : 

1.  epigastric  fullness 

2.  gastric  retention 

3.  foul  regurgitation 

4.  vomiting 

5.  diarrhea 

The  reported  series  on  vagotomy  differ  greatly 
in  their  emphasis  on  these  unpleasant  after 
effects.  The  results  in  our  own  series  of  thirty- 
six  vagotomized  patients  correspond  with  those 
reported  by  Dragstedt.  Five  patients,  or  14% 
complained  of  post  vagal  syndromes  of  one 
type  or  another.  Two  of  these  five  patients  re- 
turned to  normal  within  three  months  after 
survery  and  were  satisfied  with  the  operation. 
Three  patients  remained  dissatisfied.  One  was 
found  to  have  a persistent  ulcer  in  the  duodenum 
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as  well  as  an  intact  left  vagus  nerve.  Subtotal 
gastric  resection  was  performed.  Following  this 
the  patient  lost  weight,  from  160  to  125  pounds, 
and  became  dissatisfied  because  of  inability  to 
gain  weight.  The  second  patient,  at  re-operation, 
was  found  to  have  had  a satisfactory  vagotomy. 
A subtotal  gastric  resection  was  performed.  This 
patient  is  still  dissatisfied  because  of  dumping 
syndrome  which  followed  the  gastric  resection. 
The  third  patient  had  a vagotomy  without  gas- 
trojejunostomy. After  eight  months  of  repeated 
gastric  retention,  we  re-operated  her  by  per- 
forming a simple  gastrojejunostomy.  This  pa- 
tient returned  to  normal. 

The  analysis  of  the  three  unsatisfactory  re- 
sults shows  that  two  of  these,  or  5.6%  were 
errors  on  our  part;  one  had  an  incomplete  vago- 
tomy, the  other  should  have  had  a gastrojejunos- 
tomy at  the  time  of  vagotomy.  Only  one  patient, 
or  2.8%  had  lasting,  unsatisfactory  results.  There 
was  no  operative  mortality,  and  no  ulcer  recur- 
rance  in  six  years. 

It  would  be  well  to  subject  other  surgical 
operations  devised  for  the  treatment  of  peptic 
ulcer  to  physiological  tests.  The  operation  of 
gastrojejunostomy  is  untenable  as  a treatment 
of  active  peptic  ulcer.  The  physiological  dis- 
order responsible  for  ulcers  is  not  corrected  by 
this  operation;  in  fact  the  susceptible  jejunum 
placed  in  a position  where  it  receives  the  full 
impact  of  acid  gastric  juice  is  rendered  vulner- 
able to  stomal  ulcers.  Gastrojejunostomy 
should  be  reserved  for  senile,  poor-risk  pa- 
tients, whose  peptic  ulcers  are  burned  out,  who 
have  little  or  no  hydrochloric  acid  and  whose 
major  difficulty  is  duodenal  stenosis. 


The  physiological  accomplishment  desired  in 
the  operation  of  subtotal  gastric  resection  is  the 
removal  of  the  acid  bearing  portion  of  the 
stomach.  Surgeons  have  learned  by  experience 
that  at  least  the  lower  % of  the  stomach  must  be 
removed  in  order  to  produce  an  achlorhydria 
sufficient  to  prevent  the  formation  of  stomal  or 
jejunal  ulcers.  It  is  certain  that  the  acid  se- 
creting cells  do  not  stop  in  a neat  line  at  the 
upper  quarter  of  the  stomach  ( 14)  ( 15).  Sub- 
total gastric  resection  leaves  a variable  amount 
of  parietal  cells  in  the  unresected  portion  of  the 
stomach.  This  may,  in  part,  be  an  explanation 
for  the  infrequent  development  of  stomal  ulcer 
following  subtotal  gastrectomy.  The  success  of 
this  operation  depends  on  still  another  phy- 
siological requirement,  the  removal  of  the  py- 
lorus. This  is  important  because  the  pylorus 
exerts  a secretory  influence  upon  the  parietal 
cells  left  in  the  unresected  portion  of  the 
stomach.  The  removal  of  the  pylorus  in  cases 
of  inflammatory  reactions  around  a duodenal 
or  pyloric  ulcer,  is  not  always  possible.  In  this 
event,  at  least  the  pyloric  mucosa  should  be  re- 
moved in  order  to  abolish  the  pyloric  phase  of 
gastric  stimulation. 

There  is  no  doubt  that  sub-total  gastrectomy  is 
acceptable  as  a good  operation.  Its  acceptance 
must  be  judged  by  the  good  results  is  gives, 
rather  than  by  the  excellence  with  which  it 
corrects  a known  physiological  disorder.  The 
removal  of  the  major  portion  of  the  stomach  and 
the  re-arrangement  of  the  continuity  of  the 
flow  of  vital  juices  is  not  without  sequelae  and 
complications.  Patients  with  subtotal  gastric  re- 
section often  do  not  gain  weight,  and  some 
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develop  a chronic  low  grade  nutritional  type  of 
anemia.  In  our  series  of  one  hundred  con- 
secutive cases,  we  had  2%  mortality;  six  devel- 
oped obstruction  of  the  outgoing  loop  and  four 
suffered  with  dumping  syndrome.  Four  of  the 
obstructed  patients  required  re-operation;  in 
the  remaining  two,  the  obstruction  spontaneo- 
usly released  itself.  The  patients  complaining  of 
dumping  syndrome  suffered  periodically  for  six 
months  to  two  years.  We  have  had  no  known 
ulcer  recurrence  following  subtotal  gastrectomy 
in  ten  years. 

These  physiological  considerations  lead  us  to 
the  conclusion  that  vagotomy  is  an  operation 
particularly  suitable  for  the  surgical  correction 
of  the  existing  idcer  disorder.  Theoretically, 
vagotomy  should  heal  any  acid  ulcer,  be  it  in 
the  stomach  or  duodenum.  It  should  be  unwise 
to  perform  a vagotomy  on  an  actively  bleeding 
gastric  ulcer  from  an  arteriosclerotic  vessel  when 
this  ulcer,  with  its  active  bleeding,  can  be  re- 
moved by  subtotal  gastrectomy.  The  benign 
or  malignant  nature  of  a gastric  ulcer  not  defi- 
nitely established  preoperatively,  can  be  diag- 
nosed at  operation  by  biopsy.  If  it  is  malignant, 
a total  gastrectomy  should  be  performed.  If 
benign,  the  surgeon  may  terminate  the  opera- 
tion by  a vagotomy  and  gastrojejunostomy,  or 
by  subtotal  gastrectomy.  All  writers  agree  that 
vagotomy  is  indicated  in  stomal  ulcers  which 
develop  following  subtotal  gastric  resection. 

The  operation  of  vagotomy  requires  a more 
skillful  and  deeper  anesthesia  than  does  subtotal 


gastrectomy.  It  should  never  be  performed 
without  gastrojejunostomy.  Gastric  decompres- 
sion should  be  carried  out  for  four  to  six  days 
following  vagotomy  in  order  to  overcome  the 
immediate  loss  of  motor  tone.  It  may  be  neces- 
sary to  aspirate  the  stomach  several  times  after 
this  initial  decompression  period. 

The  choice  between  vagotomy  and  subtotal 
gastrectomy  as  the  standard  surgical  treatment 
of  peptic  ulcer  must  be  made  by  the  individual 
surgeon.  His  choice  should  be  based  upon  the 
keen  appreciation  of  the  nature  of  peptic  ulcer, 
post-operative  complications,  sequelae,  mortality' 
and  the  precise  evaluation  of  the  results  ob- 
tained. 
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CARDIAC  DISORDERS  OF  COLLAGEN  DISEASES* 

FRED  W.  HOLMES,  M.D. 

Phoenix,  Arizona 


The  term  “Collagen  Diseases”  was  formu- 
lated by  Klemperer  and  his  associates  to  denote 
a group  of  medical  disorders  characterized  by 
generalized  changes  in  the  collagen  or  inter- 
stitial material  of  the  body.  This  concept  has 
been  widened  recently  to  include  all  derivatives 
of  the  primitive  mesenchyme,  the  fibroblast, 
chondroblast,  osteoblast,  and  the  reticulum.  The 
products  of  these  cells,  the  collagen,  hyalin,  and 
osteoid,  are  related  chemically  and  are  suscep- 
tible to  the  same  influences.  The  functions  of 
these  mesenchymal  units  are  structural,  sup- 
portive, and  defensive.  The  reticulum  and  its 
motile  cells,  the  monocyte,  histiocyte,  and  granu- 

1.  Presented  at  The  Arizona  Rheumatic  Society  Meeting, 
May,  1950,  Phoenix,  Ariz. 


locyte  serves  in  defense  by  filtering  the  lymph 
channels  and  removing  offending  particulate 
materials.  In  addition,  the  reticulum  produces 
the  circulating  antibodies  probably  through  the 
lymphocyte  and  plasma  cell.  There  is  evidence 
that  collagen,  hyalin,  and  osteoid  substances 
have  a defensive  action  similar  to  the  circulating 
immune  bodies  except  that  it  is  fixed  to  the 
tissue.  Stimulation  of  this  defense  by  antigens, 
toxins  or  injuries  may  produce  chemical  changes 
which  are  revealed  in  the  altered  staining  re- 
actions called  “fibrinoid  degeneration.”  If  such 
reactions  are  severe,  actual  collagen  necrosis 
may  occur.  The  necrosis  may  produce  an  exu- 
dative reaction  of  the  reticulum  system  with  the 
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appearance  of  histiocytes,  lymphocytes,  and 
plasma  cells.  Frequently,  proliferation  of  endo- 
thlial  cells  occurs  for  such  severe  reactions  in- 
variably involve  the  smaller  blood  vessels.  The 
great  number  of  factors  which  may  influence  the 
final  lesions  plus  the  many  still  unknown  makes 
our  understanding  of  the  disease  processes  quite 
inadequate. 

There  is  much  current  debate  over  the  dis- 
eases to  be  classified  as  collagen  diseases.  Usually 
listed  are  rheumatic  fever,  disseminated  lupus 
erythematosis,  generalized  scleraderma,  derma- 
tomyositis,  periarteritis  nodosa,  and  rheumatic 
arthritis.  Some  would  include  serum  sickness 
and  throbo-angiitis  obliterans.  We  will  discuss 
only  the  usually  accepted  group. 

Symptomatically  there  are  many  similarities, 
but  occasionally  only  time  will  differentiate  be- 
tween them.  All  have  intermittanty  swolen, 
painful  musces  and  joints.  Fever,  weakness, 
malaise,  anorexia,  fatigue,  weight  loss,  and  ane- 
mia appear  during  the  course  of  these  diseases. 
Vague  gastrointestinal,  genito-urinary  and  neuro- 
logical symptoms  are  common.  Pathologically 
each  disease  has  characteristic  lesions,  although 
frequently  lesions  in  every  way  similar  to  those 
found  in  other  of  the  collagen  diseases.  This 
is  the  source  of  confusion  in  present  day  litera- 
ture. 

It  is  not  our  purpose  to  discuss  the  cardiac 
disorders  of  rheumatic  fever  since  they  are  well 
known.  The  importance  of  the  heart  disease 
in  other  collagen  diseases  is  less  well  known. 
RHEUMATOID  ARTHRITIS 

Rheumatic  fever  and  rheumatoid  arthritis 
have  long  been  considered  two  separate  dis- 
eases. Cases  in  which  rheumatoid  arthritic 
changes  have  been  superimposed  on  typical 
rheumatic  fever  are  not  uncommon.  That  the 
changes  typical  of  rheumatic  endocarditis  and 
myocarditis  may  occur  in  rheumatoid  arthritis  is 
recognized  far  less  frequently.  In  those  series  of 
autopsy  studies  where  the  diagnostic  criteria  of 
rheumatoid  arthritis  are  exacting,  the  percentage 
of  cases  with  rheumatic  heart  diseases  is  high; 
yet  the  clinical  diagnosis  is  missed  in  30  to  50% 
of  the  cases.  This  is  explained  in  part  by  the 
marked  restriction  of  activity  produced  by  the 
joint  involvement  which  allows  an  embarrassed 
heart  to  function  adequately  under  the  load.  The 
majority  of  these  patients  die  of  congestive  heart 
failure,  but  at  a later  age  than  one  would  expect 
from  the  cardiac  lesions.  Murmurs  are  faint  or 


non-existant.  Cardiac  enlargement  is  common 
in  the  later  stages.  X-ray  reveals  the  changes  in 
heart  contour  consistent  with  involvement  of  the 
various  valves.  Electrocardiograms  reveal  any 
or  all  of  the  changes  found  in  rheumatic  heart 
disease  including  auricular  fibrillation  and  flut- 
ter, premature  auricular  and  ventricular  beats, 
prolonged  P-R  intervals,  widened  QRS,  and  all 
degrees  from  extreme  right  to  extreme  left  axis 
deviation. 

A 52  year  old  white  housewife  was  seen  at 
the  office  with  a history  of  inflammatory  rheu- 
matism at  the  age  of  10.  Progressive  rheuma- 
toid arthritic  changes  in  the  hands  appeared 
at  the  age  of  30.  The  arthritis  rapidly  spread 
to  involve  all  the  joints  which  became  mark- 
edly deformed.  At  38  years  of  age  signs  of 
heart  disease  appeared  with  irregularity  of 
rhythm.  There  was  evidence  of  mitral  sten- 
osis and  insufficiency.  At  age  of  52  conges- 
tive failure  was  a constant  problem.  It  was 
then  evident  that  there  was  an  aortic  stenosis 
also  present.  She  died  in  congestive  failure  at 
53  of  rheumatic  heart  disease  with  involve- 
ment of  the  aortic  and  mitral  valves. 

The  pathology  found  is  typical  of  rheumatic 
heart  disease  with  thickening  of  the  valve  mar- 
gins, shortened  thick  chordae  tendinea,  endo- 
carditis, valvular  stenosis,  ventribular  hyper- 
trophy, etc.  Aschoff  bodies  are  rare,  although 
perivascular  collections  of  fibroblasts,  lympho- 
cytes and  fibrous  tissue  are  common. 

It  is  evident  that  there  is  a close  relationship 
between  rheumatic  fever  and  rheumatoid  ar- 
thritis, and  are  probably  manifestations  of  the 
same  basic  disease  processes. 

DISSEMINATED  LUPUS  ERYTHEMATOSIS 
Clinical  symptoms  of  heart  disease  are  rare 
in  disseminated  lupus  erythematosis  except  when 
a pericarditis  is  associated.  Tachycardia  is  com- 
mon and  related  to  the  fever.  Systolic  murmurs 
are  frequent,  but  not  from  valvular  disease.  Con- 
gestive failure  may  occur  rarely,  but  death  is 
almost  always  due  to  other  causes.  The  Chest 
x-ray  may  show  a normal  cardiac  contour  or 
mild  diffuse  enlargement.  There  are  no  specific 
electrocardiographic  findings,  but  changes  of 
nonspecific  myocardial  damage  may  be  found. 

Pathological  findings  are  of  a subendothelial, 
fibrinoid  degeneration  of  the  ground  substance 
to  produce  a verrucous  plaque  on  the  endocar- 
dium. These  are  most  common  on  the  valves. 
Throughout  the  myocardium  the  collagen  tissues 
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show  swelling,  rigidity  and  deep  staining  with 
eosin.  There  is  an  associated  fibroblastic  ac- 
tivity with  the  appearance  of  lymphocytes  and 
fibroblasts  in  the  homogenous  staining  material. 

An  18  year  old  white  male  was  seen  com- 
plaining of  multiple  hemorrhagic  areas  in  the 
mouth  and  over  both  lower  legs  and  feet  for 
3 years.  He  had  had  painful  swollen  joints, 
subcutaneous  nodules,  and  daily  low  grade 
temperature  up  to  102  degrees  for  4 months. 
He  had  a constant  normocytic  anemia  and 
leucopenia  with  counts  ranging  from  3,300  to 
6,100  cells.  The  urine  showed  a constant  al- 
buminuria with  waxy,  hyalin,  and  granular 
casts,  red  and  white  cells.  The  kidney  func- 
tion was  diminished.  Later  a soft,  systolic 
heart  murmur  was  found,  and  an  erythematous 
lesion  developed  across  the  nose  and  upper 
cheeks.  His  course  was  steadily  down  hill 
despite  transfusions  and  supportive  therapy. 
He  died  seven  months  after  the  onset  of  the 
arthritis.  At  autopsy  evidence  was  found  of 
subsiding  pericarditis,  verrucous  endocarditis 
on  the  mitral  valve,  and  thickening  of  the 
endothelial  membrane.  The  final  diagnosis 
was  disseminated  lupus  erythematosis. 

DERMATOMYOSITIS 
Clinical  evidence  of  myocardial  disease  is 
more  frequent  than  commonly  realized.  The 
patient  has  a persistent  tachycardia  frequently 
out  of  proportion  to  the  fever,  and  may  persist 
during  remissions.  It  may  be  used  as  an  index 
of  activity  of  the  disease.  Dyspnea,  edema,  pal- 
lor, cyanosis,  palpitation,  and  even  arrhythmias 
may  appear  during  the  course  of  the  disease. 
It  is  difficult,  at  times,  to  state  just  how  much  of 
these  complaints  are  cardiac  in  origin,  for  the 
involvement  of  the  respiratory  muscles  may  seri- 
ously impair  the  respiratory  system.  Congestive 
failure,  especially  of  the  right  side,  is  more  com- 
mon than  in  other  of  the  collagen  diseases.  It 
is  responsible  for  a fair  percentage  of  the  deaths 
from  dermatomyositis.  The  chest  x-ray  may 
reveal  a heart  normal  in  size  and  contour  or 
diffusely  enlarged.  Electrocardiographic  abnor- 
malites  are  non-specific,  but  indicative  of  myo- 
cardial damage.  There  may  be  prolongation  of 
the  P-R  interval,  altered  QRS  complexes  and  T 
waves. 

Reports  of  pathological  material  are  scarce, 
but  suggestive  that  the  same  process  present  in 
the  skeletal  musculature  may  appear  in  the  car- 
diac musculature.  The  muscle  fibers  are  swol- 


len and  appear  fragmented.  The  sarcolemma 
shows  hyalinization.  The  cross  striations  are 
obscured.  Lymphocytes  and  histiocytes  are  scat- 
tered through  the  interstitial  tissues.  With  heal- 
ing, fibrosis  and  replacement  of  muscle  fibers 
occurs. 

A 45  year  old  white  housewife  came  in 
complaining  of  soreness  in  the  left  chest  for 
six  months.  For  10  years  she  had  had  migra- 
tory joint  pains  and  muscle  soreness.  Fever 
to  102F.  degrees  had  been  present  eight 
months.  She  was  emaciated,  and  a doughy, 
tender  swelling  of  the  cutaneous  and  muscular 
tissues  of  both  forearms  was  present.  The 
heart  was  enlarged  and  a Grade  I apical  sys- 
tolic murmur  was  noted.  The  pulse  rate  var- 
ied between  110  and  125  per  minute.  A 
chest  x-ray  showed  moderate  cardiac  enlarge- 
ment predominantly  of  the  left  ventricle.  An 
electrocardiogram  showed  changes  suggestive 
of  an  old  posterior  myocardial  infarct.  Biopsy 
of  the  left  forearm  showed  focal  areas  of  in- 
flammatory reaction  characterized  by  lymp- 
hocytes, leucocytes,  and  eosinophils.  Similar 
changes  were  found  in  the  epidermis.  Patho- 
logical diagnosis:  Dermatomyositis.  Final  ana- 
tomical proof  of  myocardial  involvement  is 
not  yet  available,  but  the  findings  are  quite 
compatible. 

SCLERADERMA 

This  generalized  disease  with  the  striking  skin 
manifestations  may  have  a typical  course  of 
heart  disease.  Clinically  the  patient  may  show 
signs  of  cardiac  disease  before  the  skin  lesions 
are  apparent.  The  patient  may  note  precordial 
soreness,  dyspnea,  orthopnea  and  cough.  Edema 
is  not  uncommon.  Palpitation  is  frequent.  The 
heart  is  found  to  be  enlarged  diffusely,  and  the 
beat  has  a small  amplitude.  Evidence  of  con- 
gestive failure  is  frequent  and  often  the  cause 
of  death.  The  electrocardiogram  is  abnormal 
showing  evidence  of  non-specific  myocardial 
damage  with  abnormal  auricular  and  ventricular 
conduction. 

Pathological  findings  are  a grossly  enlarged 
heart  showing  fibrotic  scars  of  an  unusual  type. 
These  are  a focal  overgrowth  of  connective 
tissue  with  fibroblastic  proliferation.  The  col- 
lagenous fibers  are  enlarged  and  refractile.  Blood 
vessels  in  the  area  are  not  affected  and  appear 
normal.  The  scars  appear  characteristic  to  the 
disease. 
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PERIARTERITIS  NODOSA 
Periarteritis  nodosa  has  protean  manifestations 
by  the  very  nature  of  the  tissues  affected.  The 
heart  is  frequently  affected  and  presents  sym- 
toms  in  the  majority  of  cases.  Dyspnea,  tachy- 
cardia, palpitation,  orthopnea  are  common.  Sub- 
sternal  pain  entirely  typical  of  an  acute  coron- 
ary occlusion  may  appear.  Signs  of  congestive 
failure  with  cough  or  edema  are  usual.  Death 
may  be  sudden  from  a massive  infarction  or  rup- 
ture of  an  aneurysm  on  an  affected  vessel.  The 
heart  may  or  may  not  be  enlarged  in  the  chest 
x-ray.  An  electrocardiogram  is  abnormal  when 
the  heart  is  involved,  and  may  show  anything 
from  non-specific  myocardial  damage  to  the 
typical  findings  of  a coronary  occlusion. 

The  pathological  findings  vary  depending  on 
the  stage  of  the  disease.  In  the  acute  phase 
the  small  and  medium  size  arteries  show  ne- 
crosis with  a leucoytic  infiltration  of  neutrophils, 
eosinophils,  lymphocytes  in  the  media  and  ad- 
ventitia. Later,  fibroblastic  proliferation  with 
peri-arterial  infiltration  of  lymphocytes  and 
monocytes  appears.  Thrombi,  recent  and  old, 
are  found  with  some  canalized.  Atrophy  of  the 
tissue  involved  is  present. 

CASE  REPORT 

A 33  year  old  white  male  was  seen  in  the 
office  complaining  of  severe  cramping  abdominal 
pain  unrelated  to  food  or  any  other  factor.  Fol- 
lowing a severe  mastoiditis  five  years  previously, 


he  developed  a migratory  polyarthritis  then 
diagnosed  as  rheumatic  fever.  Four  months 
and  again  two  weeks  before  he  was  seen  he 
developed  a right  hemiplegia  of  a short  dura- 
tion. For  four  months  he  had  noted  painful 
purpuric  lesions  over  the  bony  prominences 
which  were  slow  in  healing.  On  two  occasions 
he  had  experienced  excruciating  substernal  pain 
radiating  down  the  left  arm  associated  with 
dyspnea  and  drenching  perspiration.  An  elec- 
trocardiogram did  not  show  evidence  of  coron- 
ary occlusion.  Minor  changes  were  noted  which 
were  not  diagnostic.  Biopsy  showed  “periar- 
terial inflammatory  reaction  with  marked  thick- 
ening of  the  medium  sized  blood  vessels.”  The 
patient  had  a rapid  downhill  course  with  increas- 
ing renal  failure.  He  died  suddenly  from  an 
intracranial  hemorrhage.  The  autopsy  revealed 
periarterial  inflammatory  reactions  with  proli- 
ferations of  the  intima  in  many  of  the  organs. 
The  heart  was  enlarged  and  showed  focal  areas 
of  muscular  degeneration. 

SUMMARY  AND  CONCLUSIONS: 
Evidence  has  been  presented  that  heart  dis- 
ease is  a frequent  finding  in  the  collagen  dis- 
eases. The  character  of  the  disturbance  depends 
on  the  disease.  Occasionally  the  heart  symp- 
toms are  the  only  manifestation  of  the  under- 
lying disease.  The  collagen  diseases  should  be 
considered  in  cases  of  heart  disease  of  uncertain 
etiology. 


MASSACHUSETTS  GENERAL 
HOSPITAL  CASE  NO.  36312 


The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


A sixty-two-year-old  man  was  admitted  to 
the  hospital  because  of  intermittent  vomiting. 

Four  months  before  entry  the  patient  noted 
the  onset  of  belching  and  crampy  para-umbilical 
pain  about  four  hours  after  a large  meal.  The 
pain  was  slightly  more  marked  on  the  left  than 
on  the  right.  A short  time  later  he  vomited  a 


large  amount  of  yellowish  material  containing 
some  partially  digested  food.  During  the  next 
month  and  a half  he  had  several  similar  but  less 
severe  attacks,  and  therefore  he  consulted  his 
physician.  A gastrointestinal  series  and  a Gra- 
ham test  were  said  to  be  negative.  Since  that 
time  at  intervals  of  about  eight  to  ten  days  he 
had  had  attacks  usually  lasting  about  three  hours 
and  occurring  after  large  evening  meals.  These 
attacks  were  characterized  by  midabdominal 
pain,  belching  and  generalized  bloating  followed 
by  vomiting.  The  pain  occasionally  went 
through  to  the  right  side  of  the  back,  and 
symptoms  were  always  relieved  by  vomiting. 
At  times  food  taken  two  or  three  meals  before 
the  attack  could  be  recognized  in  the  vomitus. 
During  the  ten  days  just  before  admission,  at- 
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tacks  had  been  more  frequent,  and  he  had  a 
sensation  of  gradual  “filling  up”  over  a two-day 
period,  followed  by  abdominal  pain  and  vomit- 
ing. The  pain  was  never  severe  enough  to  cause 
him  to  double  up,  and  there  had  been  no  hema- 
temesis  or  melena  although  the  stools  decreased 
and  were  somewhat  lighter.  There  had  been 
no  fever,  chills  or  jaundice.  Although  he  had 
lost  10  pounds  in  weight  during  the  four-month 
period  he  had  continued  to  feel  well  and  worked 
every  day.  He  had  been  taking  tincture  of 
belladonna  for  two  and  a half  months  before 
entry. 

The  past  history  and  review  of  the  systems 
were  noncontributory. 

Physical  examination  showed  a well  developed 
man  who  appeared  chronically  ill  but  was  in  no 
acute  distress.  The  skin  and  mucous  mem- 
branes were  slightly  dry,  and  the  tongue  was 
coated.  There  were  a few  small  palpable  axil- 
lary lymph  nodes  bilaterally.  The  heart  sounds 
could  not  be  well  heard,  and  the  heart  seemed 
to  be  displaced  or  obscured  by  a large  dilated 
stomach.  There  was  slight  abdominal  distention 
with  what  seemed  to  be  a large  dilated  stomach 
in  the  left  upper  quadrant.  This  area  was 
tympanitic  whereas  the  rest  of  the  abdomen  was 
relatively  dull.  There  was  a suggestion  of  a 
cylindrical  mass  at  the  left  rectus  border  in  the 
upper  abdomen.  There  was  very  slight  tender- 
ness in  the  left  lower  quadrant.  Bowel  sounds 
were  depressed,  and  only  occasional  tinkles 
were  heard. 

The  temperature  was  100.4°F.,  the  pulse  78, 
and  the  respirations  20.  The  blood  pressure 
was  normal. 

A urine  specimen  was  normal.  Examina- 
tion of  the  blood  revealed  a hemoglobin  of 
13.8  gm.,  and  a white-cell  count  of  6700.  The 
blood  sodium  was  142.0  milliequiv.,  and  the 
potassium  4.7  milliequiv.  per  liter,  the  protein 
5.9  gm.,  and  the  nonprotein  nitrogen  25  mg.  per 
100  cc.,  and  the  prothrombin  time  20  seconds 
(Normal  17  seconds).  The  sedimentation  rate 
was  0.4  mm.  per  minute.  A gastrointestinal  ser- 
ies showed  a normal  esophagus.  The  stomach, 
the  duodenum  and  the  jejunum  up  to  a point 
about  2 feet  from  the  ligament  of  Treitz  were 
grossly  dilated  with  fluid.  In  this  region  the 
lumen  of  the  bowel  was  narrowed.  The  bowel 
distal  to  the  area,  which  could  only  be  seen  by 
virtue  of  small  amounts  of  barium,  was  of  nor- 
mal caliber.  No  tumor  edge  could  be  made 


out  in  the  obstructed  area,  but  the  examina- 
tion was  considered  not  entirely  satisfactory. 
Anteroposterior  films  made  with  the  patient  in 
the  supine  and  in  the  erect  positions  showed  a 
large  amount  of  barium  and  fluid  retention  with- 
in the  stomach,  as  well  as  visualization  of  the 
widened  jejunal  loop.  Some  barium  was  also 
observed  in  the  right  half  of  a nondistended 
colon.  Several  calcified  lymph  nodes  were  seen 
to  the  right  of  the  lower  lumbar  spine.  A roent- 
genogram of  the  chest  was  not  done. 

Clinically,  the  patient  remained  unchanged, 
and  on  the  third  hospital  day  an  operation  was 
performed. 

DR.  THOMAS  W.  WOODMAN 

The  case  to  be  discussed  today  is  a sixty-two 
year  old  man  having  intermittent  vomiting  noted 
four  months  before  admission  to  the  hospital. 
He  had  pain  about  the  umbilious,  a little  more 
pronounced  on  the  left  side,  and  this  pain  was 
relieved  by  vomiting.  He  had  not  noted  any 
blood  in  the  vomitus  nor  had  there  been  any 
tarry  stools.  There  was  marked  gastric  retention 
as  shown  by  the  fact  that  he  vomitted  food  he 
had  eaten  a couple  of  days  before  vomiting  and 
also  by  the  G.  I.  series.  He  had  not  had  any 
fever,  chills  or  jaundice.  The  x-ray  showed  a 
normal  esophagus.  The  stomach,  the  duodenum 
and  the  jejunum  up  to  a point  about  two  feet 
from  the  ligament  of  Treitz  was  grossly  dilated 
with  fluid.  In  this  region  the  lumen  of  the 
bowel  was  narrowed.  The  bowel  distal  to  the 
area,  which  could  be  seen  only  by  virtue  of  small 
amounts  of  barium,  was  of  normal  caliber.  No 
tumor  edge  could  be  made  out  in  the  obstructed 
area,  but  the  examination  was  considered  not 
entirely  satisfactory. 

This  case  seems  to  be  a rather  clear-cut  in- 
trinsic lesion  in  the  small  bowel.  The  x-ray  cer- 
tainly does  not  indicate  that  there  is  pressure 
from  without  although  this  must  be  considered. 
As  is  commonly  true  in  these  clinical  club  cases, 
it  just  seems  a little  too  simple  and  I’m  more 
than  suspicious  that  things  are  not  exactly  as 
they  seem  since  Palmer  Dysart  selected  the  case. 

This  lesion  could  well  be  carcinoma  arising 
from  the  mucosa  which  has  produced  mechanical 
obstruction.  The  patient  had  lost  only  ten 
pounds  in  weight  but  commonly  the  first  symp- 
toms noted  of  carcinoma  of  the  small  bowel  are 
those  due  to  mechanical  obstruction  and  to  in- 
testinal bleeding.  I certainly  cannot  rule  out 
carcinoma  of  the  small  bowel  but  the  absence  of 
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bleeding  is  somewhat  against  this  diagnosis  for 
usually  the  carcinoma  group,  because  of  early 
mucosal  involvement  give  rise  to  bleeding  rather 
early  in  growth.  The  sarcoma  group  arising  out- 
side the  lumen,  on  the  other  hand,  may  be  pre- 
sent for  a considerable  period  of  time  before 
the  mucosa  is  invaded  and  ulceration  produced. 
Either  of  these  groups  of  tumors  may  occur  at 
any  time  from  infancy  to  advanced  age  but  the 
carcinoma  group  occurs  more  commonly  in  the 
fourth  or  fifth  decades  of  life  while  the  sarcoma 
group  occur  more  commonly  in  the  fourth  de- 
cade. Certainly  there  is  not  enough  difference 
in  the  age  of  occurrence  to  make  this  very  help- 
ful in  the  case  being  discussed. 

The  pathology  present  in  this  patient  could 
be  of  a chronic  jejunitis.  I operated  on  such  a 
case  last  winter  in  which  the  jejjunum  had  the 
appearance  more  commonly  seen  in  regional 
ileitis  and  the  x-rays  were  quite  similar  to  the 
ones  described  in  the  case  being  discussed  today. 
The  exact  eliology  of  such  a jejunitis  is  not 
known  but  is  sometimes  due  to  parasitic  infec- 
tion and  the  most  common  of  these  is  Strongy- 
loides  stercoralis.  In  most  of  these  parasitic  in- 
fections, however,  there  is  a long  history  of  ill- 
ness and  of  weight  loss.  Then  too,  they  are 
more  common  in  younger  people. 

It  is  difficult  for  me  to  discuss  anything  but 
lesions  of  the  bowel  itself  for,  from  the  descrip- 
tion given,  I do  not  believe  the  bowel  obstruc- 
tion is  extrinsic  in  origin.  If  the  lesion  was  ex- 
trinsic this  would  have  been  indicated  by  the 
x-ray  findings  and  if  the  mass  in  some  other 
organ  extrinsic  to  the  bowel  was  of  sufficient 
size  to  obstruct  the  lumen  of  the  jejunum  at  the 
level  of  obstruction  described,  it  is  my  opinion 
that  the  mass  would  have  been  of  sufficient  size 
to  be  readily  palpable  for  this  section  of  the 
jejunum  can  be  moved  about  over  a wide  dis- 
tance and  only  a large  mass  could  obstruct  it 
extrinsically  by  pressure.  An  invasive  lesion  aris- 
ing outside  of  the  jejunum  would  have  given 
more  symptoms  over  a much  longer  period  of 
time  than  that  given  in  the  history  of  this  case. 

The  small  intestine  may  harbor  a variety  of 
benign  tumors  although  these  are  extremely  rare. 
These  lesions  include  leiomyomas,  fibromas,  sub- 
mucous lipomas,  lymphangiomas,  hemangiomas, 
polyps  and  carcinoids.  The  prevailing  symp- 
toms are  similar  to  those  of  the  malignant  lesions 
and  the  differentiation  can  only  be  made  by  the 
operating  surgeon  and  the  pathologist.  In  the 


differential  diagnosis,  however,  we  must  include 
deformities  and  constrictions  of  the  bowel  due 
to  adhesions,  extrinsic  tumors  and  inflammatory 
masses,  inflammatory  processes  such  as  tuber- 
culosis and  non-tuberculous  ulcers,  as  well  as 
regional  jejunitis  and  lesions  of  the  mesentery 
deforming  the  intestine.  It  can  be  very  difficult 
and  frequently  impossible  to  differentiate  on 
x-ray  between  a construction  of  the  bowel  with 
proximal  dilatation  caused  by  adhesions,  and  a 
constricting  malignant  tumor  producing  the  same 
picture.  According  to  the  history  he  had  not 
had  previous  surgery  which  might  have  pro- 
duced adhesions. 

In  this  case  the  bowel  distal  to  the  constricted 
area  as  seen  on  x-ray  could  only  be  made  out  by 
virtue  of  small  amounts  of  barium  but  it  is  des- 
cribed as  being  of  normal  character.  On  x-ray, 
carcinoma  of  the  jejunum  generally  appears  as 
an  irregularly  constricting  lesion  3 to  6 or  8 
cm.  in  length  and  lymphosarcomas  may  be  simi- 
lar. However,  it  has  been  emphasized  that 
lymphosarcomas  often  cause  dilatation  of  the 
lumen  of  the  bowel  and  frequently  develop  to  a 
large  size  of  10  to  15  cm.  before  causing  severe 
clinical  symptoms.  The  pebbled  or  corrugated 
surface  pattern  of  the  mucosa  of  the  bowel  as 
seen  by  a barium  study  is  quite  characteristic 
of  lymphosarcoma  and  such  a picture  is  not  pre- 
sented in  the  x-ray  description.  Many  instances 
of  neurogenic  sarcoma,  fibrosarcoma,  and  leimyo- 
sarcoma  of  large  size  have  been  reported  with 
mild  or  no  obstruction  of  the  intestine,  while 
large  carcinomas  which  do  not  obstruct  the  in- 
testine are  rare. 

The  suggestion  of  a cylindrical  mass  at  the 
left  rectus  border  in  the  upper  abdomen  on 
examination  of  this  patient,  together  with  the 
x-ray  and  other  laboratory  findings,  plus  the 
patient’s  age,  suggest  to  me  that  this  man  had  a 
malignant  lesion  of  the  small  bowel  resulting  in 
obstruction.  My  first  diagnosis  is  carcinoma,  and 
second,  sarcoma  of  the  jejunum. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  S.  Peter  Sarris*:  As  the  history  is  re- 

corded in  this  abstract  it  appears  quite  uncompli- 
cated and  straightforward.  Essentially,  it  is  a 
history  of  a sixty-two-year-old  man  who  for  four 
months  had  symptoms  consistent  with  recurrent 
high  intestinal  obstruction.  This  was  further 
confirmed  by  the  physical  examination  and  the 
x-ray  findings.  Furthermore  it  is  fortunate  that 

°Cl:nical  associate  in  surgery,  Massachusetts  General  Hospital. 
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there  was  no  complicating  disease  in  any  of 
the  other  systems  or  any  significant  past  history. 
In  fact  the  history  is  so  typical  of  obstructing 
jejunal  neoplasm  that  one  hesitates  to  make  the 
diagnosis,  especially  at  one  of  these  meetings. 

Let  me  go  over  the  history  to  see  if  I can  em- 
phasize any  pertinent  evidence  of  a positive  or 
negative  valve.  The  vomitus  was  very  character- 
istic and  very  helpful  in  the  diagnosis.  It  con- 
tained undigested  food  and  later  food  eaten  two 
or  three  meals  before;  furthermore,  from  its  color 
it  contained  bile,  which  would  place  the  ob- 
struction distal  to  the  pylorus.  The  fact  that 
the  crampy  pains  were  relieved  so  easily  and 
promptly  by  vomiting  and  that  this  relief  lasted 
some  time  would  also  place  the  point  of  the 
obstruction  high  in  the  jejunum.  The  pains  with 
low  intestinal  obstruction  lower  ileum  or  large 
bowel— seldom  improve  or  disappear  after  vomit- 
ing. They  may  improve  silghtly,  but  this  relief 
only  lasts  a short  time.  The  belching  that  was 
mentioned  prominently  in  the  history  is  also 
helpful  in  the  diagnosis  of  a high  intestinal  ob- 
struction. There  was  a negative  gastrointestinal 
series  and  a negative  Graham  test  done  earlier 
presumably  in  another  hospital  from  the  state- 
ment, “said  to  be  negative.”  I do  not  know 
whether  that  included  a barium-enema  examina- 
tion or  just  an  upper  gastrointestinal  series  and, 
what  is  more  important,  whether  it  included  a 
motor  meal  or  only  a study  of  the  stomach  and 
esophagus.  Small  bowel  lesions  are  notoriously 
missed  if  the  roentgenologist  is  not  instructed 
specifically  to  look  for  them.  The  pain  going 
up  into  the  back  may  be  significant  in  indicating 
involvement  of  the  mesentery  of  the  bowel.  The 
fact  that  the  stools  were  smaller  and  lighter  is 
completely  obstructing  the  upper  small  bowel 
and  preventing  food  and  gastrointestinal  juices, 
particularly  bile,  from  going  through. 

On  physical  examination  the  general  appear- 
ance was  consistent  with  a slowly  progressing 
obstruction,  as  was  the  distention.  There  was 
the  suggestion  of  a mass  on  the  left  side;  I do 
not  know  whether  that  means  that  there  was 
no  mass,  just  some  spasm  of  the  rectus  muscle 
or  an  elusive  mass.  Often,  before  tumor  of  the 
small  bowel  becomes  fixed,  palpation  pushes  the 
tumor  among  other  loops  of  small  bowel,  and 
thus  it  is  made  to  disappear.  The  smal  palpable 
axillary  lumph  nodes  may  be  significant.  They 
might  be  tied  up  with  a lymphoma  of  the  small 
bowel. 


The  laboratory  data  were  not  significant. 
There  was  no  leukocytosis,  and  there  was  no 
mention  of  any  stool  examination  for  blood. 
There  are  certain  questions  that  I should  like  to 
ask  the  radiologist.  Was  the  mucosa  ulcerated 
or  not?  Was  there  evidence  of  extrinsic  or  in- 
trinsic narrowing?  Was  the  barium  in  the  right 
half  of  the  colon  found  at  the  same  examination 
as  the  gastrointestinal  series?  If  it  was  on  the 
same  day,  it  would  suggest  a fistula  between 
the  small  bowel  and  colon. 

Dr.  Stanley  M.  Wyman:  As  Dr.  Sarris  has 

suggested,  these  films  were  not  all  done  on  the 
same  day.  Some  films  were  taken  at  the  time 
of  fluoroscopic  examination,  and  others  on  the 
following  day.  I might  say  that  this  is  the  wrong 
way  to  examine  this  kind  of  patient.  An  upper 
gastrointestinal  examination  should  never  be 
done  in  any  case  of  small-bowel  obstruction.  The 
patient  should  be  intubated  and  then  after  he 
has  been  cleaned  out,  a good  examination  can 
be  made  by  introducing  barium  into  the  tube  in 
the  small  bowel.  This  film  shows  fluid  levels  in 
the  duodenal  loop  with  barium  trickling  past 
the  ligament  of  Treitz  into  the  much-distended 
jejunum.  The  obstruction  lies  somewhere  in  this 
neighborhood;  it  cannot  be  adequately  seen  on 
any  film.  A very  small  amount  of  barium  is 
seen  to  have  trickled  past  this  obstruction.  These 
two  spot  films  of  the  distal  loop  of  jejunum,  as 
far  as  I can  see,  fail  to  demonstrate  the  mucosa 
in  the  narrowed  bowel,  and  I can  only  assume 
that  there  is  a narrowed  segment  there.  I can- 
not make  any  statement  about  how  the  barium 
got  into  the  right  colon  in  these  films  taken 
twenty-four  hours  later.  There  is  nothing  to 
suggest  fistula. 

Dr.  Sarris:  How  far  into  the  colon  can  you 

see  barium? 

Dr.  Wyman:  Up  to  the  left  transverse  and 

possibly  the  descending  colon. 

Dr.  Sarris:  Could  there  be  a fistula  there? 

Dr.  Wyman:  I do  not  believe  so.  The  bar- 

ium has  mostly  concentrated  in  the  cecum  and 
is  strung  out  from  there  into  the  region  of  the 
splenic  fixure.  The  point  of  obstruction  may  be 
in  the  center  of  this  loop. 

Dr.  Sarris:  Can  you  make  a statement  whether 
the  narrowed  area  is  a point  narrowing,  or  does 
it  extend  a few  centimeters? 

Dr.  Wyman:  I cannot  even  see  the  narrow- 

ing. I can  simply  assume  it  is  there.  That  is 
why  I say  this  is  an  inadequate  examination. 


Vol  9 , No.  4 


39 


Ariz6na  Medicine 


Dr.  Sarris:  At  least  it  is  helpful  in  making 

a diagnosis  of  a high  jejunal  obstruction. 

What  lesions  in  the  upper  jejunum  produce 
an  obstruction  like  this?  Inflammatory  reactions, 
either  nonspecific  or  granulomatous,  such  as  re- 
gional enteritis,  can  occur  in  the  jejunum  and 
can  produce  isolated  lesions,  but  more  com- 
monly they  produce  multiple  lesions.  Of  course, 
this  could  represent  the  upper  lesion  of  a group 
of  lesions  in  the  small  bowel.  However,  I can- 
not make  that  diagnosis.  The  recurrent  bouts 
of  obstruction  due  to  regional  enteritis  last  for 
days— that  is,  the  inflammation  does  not  subside 
very  suddenly  following  vomiting.  There  may 
be  an  episode  of  abdominal  pain  and  vomiting 
that  lasts  for  a few  days  and  then  improvement 
as  the  inflammation  subsides.  Calcified  lymph 
nodes  were  mentioned,  which  can  indicate  tuber- 
culosis, but  I think  this  type  of  lesion  produced 
by  tuberculosis  would  be  extremely  rare  and 
there  was  no  evidence  of  tuberculosis  elsewhere. 
Certainly,  calcified  lymph  nodes  like  those  in  the 
abdomen  are  very  common  so  that  we  need  not 
pay  too  much  attention  to  them. 

Adhesions,  which  can  occur  without  previous 
operation,  are  a common  cause  of  intestinal  ob- 
struction. This  could  perfectly  well  be  an  at- 
tack of  jejunal  obstruction  produced  by  an  ad- 
hesion. However,  from  the  history  I think  I 
can  exclude  adhesions.  Frequently,  in  intestinal 
obstruction  from  adhesions  there  is  a preceding 
episode  or  two  of  intestinal  obstruction  but  not 
an  acute  attack  every  few  days. 

Gallstone  ileus  has  become  increasingly  com- 
mon. Two  things  against  that,  I think,  were  the 
negative  Graham  test  and,  more  important,  the 
fact  that  gallstone  ileus  is  usually  in  the  lower 
third  of  the  ileum— not  so  high  in  the  jejunum. 
I cannot  see  any  gas  in  the  biliary  tree  in  the 
x-ray  films,  and  none  was  reported.  Then,  too, 
the  four-month  history  was  a little  long  for  gall- 
stone ileus. 

Could  this  stenotic  area  have  been  the  result 
of  a recurrent  volvulus  or  a recurrent  inteus- 
susception?  Volculus  often  recurs.  The  fre- 
quency of  attacks  and  the  fact  that  the  obstruc- 
tion was  in  the  jejunum— the  great  majority  of 
cases  of  volvulus  are  in  the  ileum  and  not  high 
in  the  jejunum— were  points  against  volvulus.  In 
any  large  series  of  cases  of  small-bowel  obstruc- 
ton,  there  are  a few  cases  in  which  one  finds 
that  there  is  a stenosis  of  the  small  bowel  that 
is  not  explained  pathologically.  The  stenosis 


could  have  resulted  froiii  localized  mesenteric 
thrombosis  in  which  the  infarction  was  not  suf- 
ficient to  produce  gangrene  and  perforation  but 
in  which  there  was  sufficient  ischemia  to  be  fol- 
lowed later  by  stenosis.  The  stenotic  areas  may 
have  been  due  to  an  old  inflammation,  but  I 
cannot  make  that  diagnosis  without  any  preced- 
ing episode.  I am  not  going  to  try  to  make  a 
diagnosis  of  stenosis  of  the  small  bowel  that  a 
pathologist  cannot  explain. 

The  most  likely  condition  is  a tumor  of  the 
small  bowel.  The  commonest  tumor  obstructing 
the  small  bowel  is  metastatic  carcinoma.  Even 
though  one  excludes  cases  of  metastatic  carcin- 
oma in  which  the  primary  lesion  is  obvious,  ob- 
struction of  the  small  bowel  by  metastatic  car- 
cinoma is  more  common  than  a primary  tumor 
of  the  small  bowel.  However,  in  the  absence 
of  any  primary  lesion  I certainly  cannot  make 
the  diagnosis.  At  one  of  the  previous  confer- 
ences when  I discussed  a small-bowel  case,  the 
intestinal  obstruction  proved  to  be  due  to  a 
metastatic  carcinoma  from  the  ball  bladder.  Here 
there  was  a negative  Graham  test.  The  stomach 
is  a common  site.  I dare  say  that  in  a stomach 
with  so  much  fluid  and  so  much  distention  the 
radiologist  might  miss  a carcinoma.  Is  that 
true? 

Dr.  Wyman:  Positively. 

Dr.  Sarris:  Then  there  might  have  been  a 

carcinoma  of  the  stomach  with  a metastatic  le- 
sion producing  the  obstruction  in  the  jejunum. 
Any  other  part  of  the  gastrointestinal  tract  could 
have  been  the  primary  site  or  even  some  organ 
outside  the  abdomen.  In  the  absence  of  any 
hint  of  a primary  lesion  somewhere  I am  going 
to  stick  to  a primary  tumor  of  the  small  bowel. 
What  types  do  we  have?  The  so-called  car- 
cinoids constitute  roughly  a fifth  of  all  the 
tumors  of  the  small  bowel  and,  as  contrasted  to 
the  carcinoids  of  the  appendix,  often  metastasize. 
However  carcinoids  are  almost  always  in  the 
ileum.  There  are  very  few  described  in  the 
jejunum.  Then  there  are  the  sarcomas,  includ- 
ing the  neurogenic  sarcomas,  leiomyosarcomas 
and  the  lymphosarcomas.  I wonder  whether 
the  lymph  nodes  in  the  axillary  area  were  meant 
to  be  significant.  There  are  two  points  against 
a sarcoma.  Sarcomas  increase  in  incidence  as 
one  goes  down  the  gastrointestinal  tract.  They 
are  more  common  in  the  ileum  than  they  are  in 
the  jejunum,  as  against  carcinoma,  which  is  more 
common  in  the  jejunum  than  in  the  ileum;  sar- 
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comas  produce  complete  obstruction  less  fre- 
quently than  carcinomas  do.  These  differences 
are  very  small  but  have  to  be  utilized  if  I am 
going  to  narrow  down  the  diagnosis. 

Carcinoma  of  the  small  bowel  presents  it- 
self as  a rule  in  three  clinical  types:  The  anemic, 
the  obstructive  and  the  perforative.  The  pa- 
tient with  the  anemic  type  may  have  been 
treated  for  some  time  for  idiopathic  anemia;  the 
obstructive  type  can  produce  a clinical  picture 
like  this;  and  the  last  type  can  perforate,  pro- 
ducing generalized  peritonitis,  a large  abscess  or 
a fistula  into  another  part  of  the  gastrointestinal 
tract.  Of  course,  many  cases  dovetail  and  dem- 
onstrate all  three  features.  The  case  under  dis- 
cussion seemed  to  fall,  if  it  was  such  a case,  into 
the  obstructive  type,  with  only  a slight  anemia. 
Pathologically,  the  above  classification  corres- 
ponds to  three  types  of  lesions,  the  stenosing 
type,  the  polypoid  type,  with  a fair  amount  of 
bleeding  and  a tendency  to  intussuscept,  and  the 
ulcerative  type,  with  massive  gastrointestinal 
bleeding  and  frequent  perforation. 

I think  I shall  make  a diagnosis  of  high  jejunal 
obstruction,  which  I will  guess  that  this  was  a 
primary  carcinoma  of  the  jejunum.  My  second 
choice  would  be  a sarcoma,  and  my  third  a 
metastatic  lesion.  Because  of  the  amount  of 
barium  in  the  colon  the  possibility  of  a fistula 
should  also  be  kept  in  mind. 

Dr.  Perry  J.  Culver:  The  x-ray  films  that  were 
taken  outside  were  done  in  the  office  of  the 
patient’s  physician,  who  looked  for  an  ulcer. 
That  is  what  the  diagnosis  was.  Those  x-ray 
films  were  carried  out  just  through  the  duo- 
denum. The  duodenum  was  not  dilated  at  that 
time,  two  months  before  admission. 

Dr.  Sarris:  I think  that  is  very  important,  for 

early  in  high  small-bowel  obstruction,  the  dila- 
tation of  the  proximal  jejunum  is  often  only 
transient.  If  the  patient  had  recently  been 
cleaned  out,  the  upper  gastrointestinal  tract 
might  perfectly  well  appear  normal  in  the  x-ray 
film. 

Dr.  Gordon  A.  Donaldson:  My  introduction 

to  this  patient  was  via  these  x-ray  films.  With 
the  presence  of  a mass  in  the  upper  abdomen. 
It  was  obvious  that  something  would  have  to  be 
done  surgically.  However,  we  did  take  a few 
minutes  to  try  to  make  a preoperative  diagnosis. 
We  were  disappointed  that  there  were  no  scars 
present  on  the  abdomen  because  we  thought 
this  should  have  been  the  source  of  the  ob- 


struction—namely,  a postoperative  adhesion, 
which  is  by  far  the  most  common  cause  of  ob- 
struction of  the  small  bowel.  The  calcified 
lymph  node  caught  our  eye,  and  we  thought 
there  might  be  an  adhesion  to  it,  causing  the 
obstruction.  This  seemed  likely  in  view  of  the 
X-ray  Department’s  definite  report  that  there 
was  no  shelf-formation  or  narrow  area  in  the 
bowel.  Of  course,  we  considered  carcinoma, 
rare  as  it  is,  although  we  were  reluctant  to  make 
that  diagnosis.  The  Mayo  Clinic*  has  reported 
a group  of  44  cases  of  primary  carcinoma  of 
the  jejunum  over  a forty  year-period. 

CLINICAL  DIAGNOSIS 
Jejunal  obstruction  caused  by  adhesive  band;? 
primary  carcinoma. 

DR.  SARKIS’S  DIAGNOSIS 
Carcinoma  of  jejunum,  with  obstruction?  Sar- 
coma? Metastatic  tumor. 

ANATOMICAL  DIAGNOSIS 
Adenocarcinoma  of  jejunum,  with  metastases 
to  regional  lymph  nodes. 

PATHOLOGICAL  DISCUSSION 
Dr.  Donaldson:  At  operation  the  upper  jeju- 
num was  greatly  distended  behind  a large  nodule 
in  the  mesentery  of  the  bowel  about  18  inches 
beyond  the  ligament  of  Treitz.  The  irregular 
mass  was  nearly  as  large  as  a golf  ball.  The 
jejunal  mesentery  was  greatly  foreshortened  by 
it,  and  in  the  jejunal  wall  itself  was  an  annular 
tumor. 

Dr.  Benjamin  Castleman:  The  tumor  was  a 
completely  annular  adeno-carcinoma,  which  had 
extended  through  the  wall  of  the  bowel  to  form 
a mesenteric  mass.  In  addition  several  of  the 
regional  lymph  nodes  were  involved.  It  was  a 
highly  malignant  adenocarcinoma. 

°Pridgen,  J.  E.,  Mayo,  C.  W.,  and  Doc-kerty,  M.  B.  Car- 
•nonia  of  jejunum  and  ileum  exclusive  of  carcinoid  tumors 
Surg  , Gynec.  & Obst.  90:513-524,  1950. 
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Sites  for  injection  of  local  anesthesia  in  obstetrics.  Sites  1 to  4 
should  be  similarly  injected  on  the  contralateral  side.  Site  5 
is  for  episiotomy.  Adapted  from  Johnson,  O.  J.:  Nerve  Block 
in  Painless  Childbirth,  J.A.M.A.  745:401  (Feb.  10)  1951. 

Pudendal  Block  in  Obstetrics 
Simplified  with  ALIDASE 

Using  a local  anesthetic  with  hyaluronidase,  Heins1  reports:  “Complete  perineal 
anesthesia  is  practically  instantaneous.  . . . The  technique  of  pudendal  block  is  greatly 
simplified.  The  operator  does  not  have  to  inject  the  nerve  per  se,  but  infiltration  in 
the  vicinity  of  the  nerve  will  accomplish  an  effective  block.” 

Baum2  states:  “The  use  of  hyaluronidase  is  found  to  be  a safe  and  simple  method 
for  increasing  the  efficiency  of  pudendal  block  in  obstetrics  and  for  overcoming  many 
of  the  objections  to  this  type  of  obstetrical  anesthetic.” 


ALIDASE 


® 

—highly  purified,  well  tolerated  brand  of  hyaluronidase— 


definitely  shortens  the  period  between  completion  of  the  block  and  establishment  of 
operating  analgesia.  Swelling,  induration  and  discomfort  are  almost  negligible  with 


Alidase. 

1Heins,  H.  C.:  Pudendal  Block  with  Hyaluronidase,  J.  South  Carolina  M.  A. 
46:309  (Oct.)  1950. 

2Baum,  F.  E.:  The  Use  of  Hyaluronidase  in  Pudendal  Block,  Am.  J.  Obst.  & 
Gynec.  60: 1356  (Dec.)  1950. 
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1952  Campaign  American  Medical  Education  Foundation 

“THOUGH  MUCH  WAS  DONE  IN  ’51-THERE’S  MORE  TO  DO  IN  ’52”-. 
WITH  THESE  WORDS,  DR.  ELMER  L.  HENDERSON,  LOUISVILLE,  KEN- 
TUCKY, PRESIDENT  OF  TPIE  AMERICAN  MEDICAL  EDUCATION 
FOUNDATION  SOUNDED  THE  CALL  TO  ACTION  FOR  THE  FOUNDA- 
TION’S 1952  DRIVE  FOR  FUNDS. 

SPEAKING  TO  PHYSICIAN  LEADERS  IN  MEDICAL  PHILANTHROPHY 
FROM  48  STATES,  GATHERED  AT  CHICAGO  SHERATON  HOTEL  FOR 
A FEBRUARY  17TH  “KICK-OFF”  CONFERENCE,  DR.  HENDERSON 
STATED  THAT  THE  YEAR  1952  WILL  BE  ONE  FILLED  WITH  MANY 
DECISIONS,  NONE  OF  WPIICH  WILL  BE  MORE  IMPORTANT  THAN 
THAT  OF  GIVING  ADDED  FINANCIAL  SUPPORT  TO  OUR  MEDICAL 
SCHOOLS. 

THE  PROGRESS  OF  PHILANTHROPIC  GIVING  THROUGH  THE  YEARS 
WAS  OUTLINED  FOR  THE  REPRESENTATIVES  BY  JAMES  E.  ALMOND, 
DIRECTOR  OF  THE  AMERICAN  CITY  BUREAU,  CHICAGO,  ONE  OF  THE 
LARGEST  FUND  RAISING  AGENCIES  IN  THE  UNITED  STATES.  MR. 
ALMOND  DREW  UPON  HIS  VAST  EXPERIENCE  IN  RAISING  MONEY 
FOR  CULTURAL  AND  EDUCATIONAL  INSTITUTIONS  AS  HE  TOLD 
OF  THE  PROBLEMS  AND  TECHNIQUES  INHERENT  IN  THE  VOLUN- 
TARY SUBSCRIPTION  OF  FUNDS. 

THE  ONE  DAY  CONFERENCE  OF  STATE  LEADERS  WAS  HELD  FOR 
THE  PURPOSE  OF  STIMULATING  ACTION  BY  THE  INDIVIDUAL 
STATES  FOR  THE  CURRENT  DRIVE  WHICH  WILL  BE  CONDUCTED 
BETWEEN  APRIL  1 AND  JUNE  30  OF  THIS  YEAR.  THE  VARIOUS  SPEAK- 
ERS POINTED  OUT  TECHNIQUES  IN  PHILANTHROPIC  FUND  RAIS- 
ING WHICH  PROVED  SUCCESSFUL  DURING  1951  AND  EXPLAINED 
NEWER  DEVELOPMENTS  WHICH  CAN  BE  UTILIZED  THIS  YEAR. 

A MAJOR  CHANCE  IN  FOUNDATION  POLICY  FOR  1952  WAS  OUT- 
LINED FOR  THE  GROUP.  THIS  CHANGE  AS  VOTED  BY  THE  DIREC- 
TORS AT  THEIR  MEETING  LAST  DECEMBER  CONCERNS  THE 
METHOD  OF  DISTRIBUTION  FOR  THE  AMEF  MONEYS. 

IN  1952  GIFTS  WHICH  HAVE  BEEN  DESIGNATED  FOR  A SPECIFIC 
MEDICAL  SCHOOL  WILL  BE  ADDED  TO  THAT  SCHOOL’S  BASIC 
GRANT  FROM  UNEARMARKED  FUNDS.  IN  1951  ALL  EARMARKED 
GIFTS  WENT  TO  THE  SCHOOLS  FOR  WHICH  THEY  WERE  DESIG- 
NATED BUT  WERE  INCLUDED  WITH  UNEARMARKED  FUNDS  IN 
COMPUTING  THE  BASIC  GRANTS.  UNDER  THE  NEW  POLICY  IF 
MEDICAL  SCHOOL  A’S  SHARE  OF  THE  UNEARMARKED  FUNDS  IS 
$20,000  AND  EARMARKED  FUNDS  TOTALING  $5,000  HAVE  BEEN  RE- 
CEIVED FOR  MEDICAL  SCHOOL  A,  THE  SCHOOL  WILL  RECEIVE 
A TOTAL  GRANT  OF  $25,000. 

IN  EXPLAINING  THE  APRIL  TO  JUNE  DATES  FOR  THE  DRIVE, 
DR.  DONALD  G.  ANDERSON,  SECRETARY,  TREASURER  OF  THE  FOUN- 
DATION POINTED  OUT  THAT  THE  MAJORITY  OF  STATE  MEDICAL 
SOCIETIES  ARE  HOLDING  THEIR  ANNUAL  MEETING  PRIOR  TO 
JUNE  30,  1952,  THEREBY  ENABLING  THESE  SOCIETIES  TO  IMPLE- 
MENT, INTENSIFY  OR  CLIMAX  THEIR  EFFORTS  AT  THEIR  ANNUAL 
MEETING.  THE  FOUNDATION  DIRECTORS  ALSO  FELT  THAT  THE 
RESULTS  OF  A CONCENTRATED  CAMPAIGN,  SUCH  AS  THOSE  CON- 
DUCTED BY  COMMUNITY  CHEST,  RED  FEATHER,  ETC.,  COULD 
BRING  MAXIMUM  RESULTS  BY  MID-YEAR,  THUS  LEAVING  THE  REST 
OF  1952  FOR  WORK  IN  AREAS  WHERE  CONTRIBUTIONS  LAGGED. 

HARRY  E.  THOMPSON,  M.D.  OF  TUCSON  REPRESENTED  THIS  ASSO- 
CIATION AT  THE  CHICAGO  MEETING. 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION.  (See  MEDICAL  WRITING  by  Morris  Fish- 
bein.) 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Submit  manuscript  typewritten  and  double-spaced. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


NEWEST  DRUG  FOR  TUBERCULOSIS 

A footnote  should  be  added  to  the  two  recent 
editorial  summaries  of  the  treatment  of  tuber- 
culosis. 

A new  drug  which  has  great  promise  against 
tuberculosis  has  been  widely  and  prematurely 
proclaimed.  The  fundamental  drug  is  isonico- 
tinic  acid  hydrazide.  It  was  being  carefully 


studied  for  its  effects  on  cultures,  animals,  and 
humans  when  two  New  York  newspapers  broke 
the  story.  This  possibly  happened  by  the  bribery 
of  a laboratory  worker,  but  it  is  hard  to  see  how 
the  news  could  have  been  kept.  People  have 
become  too  alert  and  expectant  to  wait  for 
conservative  science. 

News  conferences  were  immediately  called  by 
the  National  Tuberculosis  Association,  in  con- 
junction with  the  research  director  of  Hoffmann- 
La  Roche  and  the  E.  R.  Squibb  and  Sons  com- 
panies, and  the  physicians  who  had  been  in 
charge  of  the  investigation. 

It  was  decided  to  give  out  the  information 
available  in  mid-February,  plus  warnings  which 
would  emphasize  the  limited  data  and  the  pos- 
sible place  of  the  drug  as  a part  of  therapy. 

The  immediate  result  was  a rash  of  news 
stories,  and  some  very  good  summaries  by  colum- 
nists. Time  Magazine  hit  the  jackpot  in  a few 
days,  as  did  Life  Magazine.  The  Saturday 
Evening  Post,  the  American  Review  of  Tuber- 
culosis, and  the  Quarterly  Bulletin  of  the  Sea 
View  Hospital  were  scheduled  for  articles  in 
April  publication,  but  the  last-named  journal 
has  been  allowed  to  slip  out  ahead. 

Isonicotinic  acid  hydrazide  is  known  by  two 
trade  names  for  identical  preparations,  discov- 
ered separately.  They  are  ‘Rimifon  by  Hoff- 
mann-La  Roche,  and  ‘Nydrazid’  by  E.  R.  Squibb 
and  Sons.  Dr.  Tucker  of  the  Veterans  Admin- 
istration has  suggested  that  the  initials  ‘INH’ 
be  used  to  label  for  the  drug.  It  might  be 
mentioned  that  the  recognition  of  the  similarity 
of  the  drugs  was  followed  by  a quick  and  ethical 
cooperation  of  the  highest  order  by  Dr.  Elmer 
Sevringhaus  of  Hoffman-La  Roche,  and  Dr. 
Walsh  McDermott  and  Dr.  Geoffrey  Rake  of 
Squibb. 

The  American  Trudeau  Society  has  taken  the 
lead  in  analyzing  and  warning.  An  executive 
council  meeting  was  held  at  once,  with  the  pres- 
ence  of  all  the  people  mentioned,  plus  Dr.  Ed- 
ward Robitzek  of  Sea  View  Hospital,  Drs.  Mc- 
Dermott and  Muschenheim  of  Cornell-New  York 
Hospital,  and  Mr.  William  Steenken  Jr.  of  the 
Trudeau  Laboratory,  Saranac  Lake. 

We  have  collected  information  from  numerous 
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sources,  as  of  March  20th,  and  it  can  be  sum- 
marized as  follows,— 

1.  Isonicotinic  acid  hydrazide  (INH)  is  re- 
markably effective  against  the  tubercle  bacillus 
in  culture. 

2.  Bacterial  resistance  has  not  yet  been  en- 
countered, tho  subculturing  has  exceeded  the 
number  of  cultures  needed  to  produce  resistance 
to  streptomycin  by  five  times. 

3.  INH  is  remarkably  protective  and  curative 
for  tuberculous  infection  in  animals,  even  when 
inoculated  intra-cerebrally. 

4.  The  drug  is  suppressive,  or  bacteriostatic, 
not  bacteriocidal,  as  stated  in  some  news  re- 
leases. 

5.  It  is  almost  non-toxic,  in  therapeutic  doses, 
in  the  animal  and  human  studies  so  far.  A 
third  drug,  ‘Marsalid’  of  Hoffmann-La  Roche,  is 
moderately  toxic). 

6.  INH  is  given  orally,  in  pill  form.  It  is 
said  to  be  simple  to  manufacture,  should  cost 
about  50  to  70  cents  a day  when  available,  and 
could  cost  much  less  in  a few  more  months. 
The  companies  will  be  able  to  produce  enough 
for  100,000  cases  in  a few  months,  and  easily 
triple  that  amount  as  needed. 

7.  The  drug  is  non-patentable,  but  the  basic 
material  is  indigenous  to  the  United  States.  The 
base  is  said  to  be  a component  of  jet  fuel. 

8.  The  ideal  dose  is  not  yet  certain,  but  it  may 
lie  between  2 and  8 milligrams  per  kilo  of  body 
weight  per  day,  or  150  to  400  mg.  per  day  per 
patient. 

9.  INH  is  a cousin  of  nicotinic  acid,  and  has 
some  of  the  vitamin’s  effects.  It  is  said  to 
benefit  patients  with  a nutritional  deficiency, 
and  to  improve  the  appetite  and  general  feeling. 

10.  The  distribution  of  INH  in  the  body  fluids 
is  generalized,  and  it  passes  thru  into  the  spinal 
fluid  in  high  concentration.  A good  portion  of 
the  drug  is  excreted  in  the  urine. 


11.  Symptoms  and  fever  have  been  reduced 
in  some,  but  not  all,  of  the  patients  who  have 
been  treated.  It  has  been  about  as  effective  as 
SM  and  PAS  in  humans.  (The  patients  shown 
dancing  in  the  hall  would  not  have  been  in  bed 
anyway,  and  many  of  them  actually  had  large 
cavities ) . 

12.  X-ray  and  sputum  studies  are  too  incom- 
plete to  be  of  much  value.  The  cases  chosen 
were  usually  far  advanced  or  non-pulmonary. 
The  longest  series  was  started  only  in  September 
1951. 

13.  The  Veterans  Administration  has  started  a 
controlled  clinical  experiment  in  a couple  of 
dozen  hospitals  on  February  15th,  1952.  Rimi- 
fon  is  used  in  one  of  four  research  protocols 
(another  of  which  is  aldinamide).  The  dose  is 
to  be  150  mg.  per  day  for  120  days. 

14.  The  American  Medical  Association  was 
notified  of  progress  from  the  first.  The  Food 
and  Drug  Administration  must  pass  on  the  evi- 
dence before  the  drug  can  be  released  for  non- 
experimental  use.  This  could  occur  by  May  or 
June  if  no  unforseen  hazard  appears. 

The  obvious  warnings  should  include  those 
against  overoptimism,  the  possibility  of  resistance 
(which  can  occur  from  any  suppressive  drug), 
and  toxicity  for  certain  individuals,  which  occurs 
with  every  drug. 

Available  therapy  should  not  be  deferred  when 
the  need  is  obvious.  Surgery  for  destroyed  lung 
tissue  should  not  be  put  off.  Case-finding  should 
be  pursued  with  even  greater  diligence. 

The  best  educated  guess  is  that  INH,  or  an- 
other of  its  cousins,  will  find  a prominent  place 
in  treatment  of  tuberculosis.  It  could  be  a 
strong  factor  in  prophylaxis.  It  could  change 
the  emphasis  on  each  of  the  methods  used  in 
anti-tuberculosis  work.  It  would  be  reckless  to 
predict  anything  beyond  that  with  the  evidence 
at  hand. 


RX,  DX,  AND  DOCTORS 

By  GUILLERMO  OSLER,  M.  D. 


The  entity  of  ‘MILROY’S  DISEASE’  does  not 
mean  ‘a  compulsion  to  edit  a better  medical  jour- 
nal’, and  it  was  not  named  after  our  boss  Dr. 
Frank  Milroy.  ...  It  is  otherwise  known  as 


HYPOGAMMAGLOBULINEMIA,  a very  rare  con- 
dition in  which  the  patient  has  a low  total  pro- 
tein and  an  almost  complete  absence  of  gamma 
globulin.  Edema  is  the  only  symptom.  . . . One 
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from  among  all  antibiotics,  Surgeons  often  choose 


AUREOMYCIN 


Hydrochloride  Crystalline 


because 


Aureomycin  exhibits  little  tendency  to 
favor  the  development  of  resistant 
strains  of  bacteria. 

Aureomycin  rapidly  penetrates  all  tissues 
of  the  body,  particularly  those  of  the 
gastrointestinal  tract,  and  it  has  been 
found  useful  prophylactically  in  surgery 
of  the  tract. 

Aureomycin  has  been  reported  to  be  ef- 
fective against  susceptible  organisms  in — 


Abscess 
Actinomycosis 
Carbuncles 
Cellulitis 
Empyema 
Furunculosis 
Gallbladder 
Infection 
Human  Bites 


Infected  Bums 
Intestinal 
Perforation 
Peritonitis 
Soft  Tissue 
Infection 
Ulcerative  Colitis 
Vascular  Infection 
Wound  Infection 


Throughout  the  world , as  in  the  United  States,  aureomycin  is 
recognized  as  a broad-spectrum  antibiotic  of  established  effectiveness. 


Capsules:  50  mg. — Bottles  of  25  and  100.  250  mg. — Bottles  of  16  and  100. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 


, LE  LABORATORIES  DIVISION  *memcan Guuwmut coMPAnr  30  Rockefeller  Plaza.  New  York  20,  N.Y. 
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Way  land's  McKinley  Pharmacy 
138  W.  McKinley  Street 
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ALCOHOLISM 

There  is,  today,  a rapidly  increasing,  nation-wide 
awareness  of  alcoholism  as  a disease,  as  a major  health 
problem  and  as  a responsibility  of  the  medical  pro- 
fession. 

Physicians  throughout  the  country  are  recognizing 
the  need  of  special  facilities  for  the  proper  care  and 
treatment  of  the  victims  of  this  disease. 

In  THE  FRANKLIN  Phoenix  has  a modern  center 
for  care  and  treatment  of  acute  and  chronic  cases 
of  alcoholism. 

All  treatment  at  THE  FRANKLIN  is  under  the 
supervision  of  a licensed  physician.  Patients  may 
retain  their  own  physicians  or  may  be  attended  by  a 
staff  physician  of  THE  FRANKLIN. 

Nursing  care  is  continuous,  24  hours  a day,  under 
supervision  of  a registered  nurse;  with  a staff  of  un- 
derstanding, experienced  people. 


^Jke  ^Jrankli 


m 


ALCOHOLIC  PROBLEMS  - EXCLUSIVELY 
367  N.  21st  Ave.,  Just  Above  Van  Buren 
Telephone  3-4751 
Phoenix,  Arizona 


MILLAM  & WIKLE 

STATIONERS 

Phone  3-0888 
22  East  Monroe 
Phoenix 

STATIONERY 

OFFICE  SUPPLIES 

OFFICE  EQUIPMENT 
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patient  has  been  followed  for  more  than  20  years, 
and  no  therapy  has  yet  changed  the  pattern  (dem- 
onstrated by  electrophoresis). 


CYCLOCUMAROL  is  a new  modification  of 
Dicumarol.  It  has  been  given  a fairly  large  quick 
test  (Brambel,  and  others),  and  seems  to  have 
advantages.  ...  It  is  more  potent,  begins  its  ac- 
tion a bit  sooner,  lasts  longer,  has  scanty  gastro- 
intestinal toxicity,  may  be  effective  more  often 
than  Dicumarol,  and  it  rarely  produces  serious 
bleeding.  . . . Abbott  calls  its  drug  'Cumopyran'. 


Drs.  Harris  and  Shure  have  reported  their 
‘EVALUATION  OF  A NEW  METHOD  OF  DUST 
CONTROL’  in  California  Medicine.  . . . Dust  in 
Arizona  is  of  a different  quality,  in  general,  from 
the  predominantly  protein  substances  which  make 
up  house-dust  elsewhere,  but  the  idea  can  be 
mentioned.  . . . They  have  dustproofed  the  homes 
of  6 patients,  using  a spray  of  an  emulsion  of 
white  mineral  oil  in  water.  The  emulsifying  agent 
was  Triton  NE.  . . . Dust  sampling  showed  excel- 
lent results,  as  did  the  clinical  picture,  in  five. 
One  experiment  was  ruined  when  a site  adjacent 
to  the  house  was  torn  up  for  building. 


When  the  drug  houses  run  oui  of  PLUGS  FOR 
A PRODUCT  they  casi  far  afield,  even  unto  for- 
eign shores,  for  small  tencase  reports.  Here  is  one 
about  Vitamin  B12,  for  treatment  of  herpes  zoster, 
from  France.  Here  is  one  about  B12,  for  migraine, 
from  Norway.  . . . We  have  seen,  incidentally,  five 
methods  of  THERAPY  FOR  MIGRAINE  reported 
in  the  past  two  months,  including  vitamins  B12 
and  A,  gonadal  hormones,  psychotherapy,  and  a 
new  ergotamine  drug. 


The  ‘SOLITARY  PULMONARY  NODULE’  is 
important.  If  you  don’t  think  so  you  should  see 
the  numbers  which  turn  up  in  mass  x-ray  surveys, 
sit  in  on  a public  health  or  staff  surgical  confer- 
ence, or  try  to  decide  the  status  of  a single  case. 

. . . Most  of  the  cases  are  symptomatic.  Most  of 
the  lesions  are  small,  and  most  could  be  half  a 
dozen  entities.  Actually  25  to  55  per  cent  are  ma- 
lignant. ...  If  the  nodule  cannot  be  proved  non- 
malignant,  it  should  be  treated  as  malignant,  by 
resection.  . . . History,  sputum  and  gastric  studies, 
skin-tests,  Bucky  films  for  calcification,  sectional 
films,  bronchoscopy,  broncho-graphy,  pneumo- 
thorax, angiography,  general  physical  examina- 
tions are  all  helpful.  . . . All  time-consuming 
and  too-expensive  studies  may  be  excluded  if  a 
few  basic  steps  are  not  helpful.  Exploratory 
thoracotomy  is  the  next  step. 

FLUORIDATION  of  water  supplies  has  been 
given  the  accolaie  of  safety  by  the  A.M.A.  Council 
of  Pharmacy  and  Chemistry,  and  the  Council  of 
Foods  and  Nutrition.  . . . The  history  and  prin- 
ciples of  fluoridation  are  as  described  in  an  edi- 
torial in  ARIZONA  MEDICINE  many  months  ago, 
and  the  usage  has  increased  as  predicted. 


A recent  article  by  Barfield,  Harrod,  and  Gold- 
blatt  in  the  AM.  J.  of  OB.  and  GYN.  brings  up 
two  interesting  items.  . . . Methyl  testosterone  is 
the  best  of  three  ANDROGENS  when  given  by  the 
currently  fashionable  transmucosal,  or  sublingual, 
method.  . . . Sixty-three  patients  had  various 
‘GYNECIC’  disorders.  Do  you  know  ‘gynecic’? 
It  is  an  interesting  contraction  of  the  clumsy, 
elongated  word  ‘gynecologic’,  and  maybe  a way  to 
shorten  quite  a few  other  medical  terms.  We 
can  shorten  ‘pathologic’  to  ‘pathic’,  but  could  we 
learn  to  use  ‘uric’,  ‘physic’,  or  ‘bi-ic’? 


The  SUBLINGUAL  ROUTE  has  also  been  used, 
with  apparent  success  by  Joseph  Litwins,  for  the 
administrations  of  HEPARIN.  . . . The  cost  and 
discomfort  and  travail  of  other  means  of  giving 
heparin  are  well  known.  The  new  usage  produces 
absorption  of  heparin  from  a wafer  in  10  minutes, 
production  of  therapeutic  levels  in  half  an  hour, 
and  usual  maintenance  for  four  hours.  . . . The 
method  bears  study. 


Three  times  in  the  past  three  years  the  National 
Tuberculosis  Association  has  borrowed  an  article 
from  ARIZONA  MEDICINE  to  abstract  and  send 
out  to  non-specialist  physicians  in  the  U.S.  . . . An 
article  from  the  July  1951  issue,  “Delays  in  the 
Diagnosis  of  Tuberculosis  from  Incautious  Use  of 
Antibiotics”  by  W.  H.  Oatway  Jr.  (an  associate 
editor  of  A.M.),  will  be  put  out  to  the  70,000  ad- 
dresses in  May. 


ANTIBIOTICS.— The  mortality  in  APPENDI- 
CEAL PERITONITIS  has  been  reduced  from  30 
per  cent  to  zero  in  patients  over  12  years  of  age 
in  a series  at  the  Los  Angeles  County  Hospital. 
The  routine  consists  of  massive  doses  of  antibiotics 
before  operation,  with  terramycin  being  slightly 
the  best.  It  is  given  I.V.,  as  is  aureomycin,  and 
penicillin  and  streptomycin  are  given  I.M.  . . . 
After  surgery,  selection  of  the  antibiotic  should 
depend  on  sensitivity  test  on  the  organisms  which 
have  been  obtained. 

Dr.  R.  O.  Egeberg  reports  encouraging  results  in 
several  cases  of  DISSEMINATED  COCCIDIOI- 
DOMYCOSIS after  use  of  prodigiosin. 

BACITRACIN  has  been  found  to  be  without 
local  irritative  effect  in  300  cases  with  eye  infec- 
tions. 

TRICHOMONAS  infection  in  the  male  is  recog- 
nized with  increasing  frequency.  It  has  been  stub- 
bornly resistant  to  therapy.  A recent  small  series 
of  11  cases  has  been  treated  with  oral  aureomycin 
with  notable  success  and  only  2 recurrences. 

The  importance  of  PULMONARY  FUNCTION 
is  emphasized  by  the  fact  that  the  New  England 
branch  of  the  American  Trudeau  Society  chose 
it  as  the  topic  for  its  March  1952  postgraduate 
course.  ...  It  was  said  to  be  a ‘beginner’s  course’, 
but  it  is  fairly  advanced  stuff  and  the  technique 
has  proceeded  about  30  years  beyond  the  old  vital 
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50  dollars,  American  money. 

capacity  test.  The  fee  was  fairly  modern  too,  at 


Dr.  W.  Wayne  Babcock  of  Temple  University, 
Philadelphia,  writes  on  the  usefulness  of  STEEL 
CLOTHS  IN  SURGERY.  . . . The  usage  is  differ- 
ent from  what  one  might  expect,  and  far  broader 
than  most  would  imagine.  The  material  is  stainless 
steel,  in  a form  as  soft  and  pliable  as  a silk  hand- 
kerchief. . . . He  describes  its  qualities  and  grades. 
He  also  describes  actual  and  potential  uses  for  it 
in  physical  repairs,  including  eyelids,  ears,  facial 
bone  defects,  the  chest  wall,  aneurysmal  sacs,  the 
larynx,  hernias,  prolapses,  flail  wrists,  joint  stabi- 
lizations, etc.  . . . Amazing  versatility. 


Dr.  Louis  T.  Regan’s  useful  summaries  of  the 
various  sections  of  Forensic  Medicine  have  con- 
tinued with  an  article  on  ‘THE  LAW  OF  ABOR- 
TION’ in  the  Annals  of  Western  Medicine  and 
Surgery.  ...  As  usual  he  presents  the  law,  state 
by  state.  Arizona  law  is  average,  and  conforms 
to  5 other  states  and  Hawaii  in  the  wording  of  the 
law  which  calls  abortion  a crime  except  that 
which  ‘is  necessary  to  save  the  life  of  the  woman.’ 


The  'PUBLIC  HEALTH  REPORTS'  moves  info 
a new,  larger  formal  wilh  Number  1 of  Volume 
67.  If  looks  very  well,  with  original  articles,  re- 
porting, and  abstracts.  . . . Two  items  of  special 
interest  are  noted:  Dr.  Paul  Lembcke  of  Johns 
Hopkins  says  that  antibiotics,  not  surgery,  are  the 
cause  of  new  cuts  in  appendicitis  mortality.  Dr. 
Hollis  Ingraham  of  New  York  reports  that  fluorida- 
tion does  cut  dental  caries  60  to  70  per  cent.  Also, 
63  communities  in  Wisconsin  are  now  fluoridating 
their  water  supplies.  . . . The  journal  is  not  entirely 
free  from  propaganda. 


The  combination  of  ESTROGEN  AND  ANDRO- 
GEN for  menopausal  symptoms  is  now  the  mode. 
It  has  certain  advantages,  as  shown  by  Green- 
blatt  and  his  colleagues.  . . . Hot  flashes  and 
associated  symptoms  were  relieved  in  90  per 
cent  of  the  cases,  tho  not  as  often  as  by  estrogen 
alone.  Nausea  is  rare  (4  per  cent)  compared  with 
that  of  the  estrogen  (30  per  cent),  Uterine  bleed- 
ing is  nearly  the  same  (30  versus  34  per  cent). 
Libido  is  increased  twice  as  often  with  both  drugs 
(24  vs.  12  per  cent).  The  acne,  hoarseness,  and 
hirsutism,  which  does  not  occur  with  estrogen 


DIAGNOSTIC  LABORATORY 

MAURICE  ROSENTHAL,  M.D., 
Pathologist 

Diplomate  of  American  Board  of  Pathology 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 
CLINICAL  PATHOLOGY 
AUTOPSIES 
TISSUE  PATHOLOGY 
E.K.G.  B.M.R. 

Medical  Arts  Building 
543  E.  McDowell  Road 
Phone  8-1601 
Phoenix,  Arizona 


FOR  SALE 


Attractive  Offices  and  Home,  are  marks 

TUCSON  BRACE  SHOP 

of  distinction  and  indicative- of  ability. 

Orthopedic  Appliances 

DOCTOR  SEE  THIS  PROPERTY 

Braces,  Limbs,  Belts,  Trusses 
Arch  Supports  and  Repairing 

39  West  McDowell  Road 

L.  L.  STEWARD  REALTOR 

Phone  3-4581  805  E.  Broadway 

Tucson,  Arizona 

Phoenix,  Arizona 

1414  E.  McDowell  Road  - PHONE  4-1636 

Vol.  9,  No.  4 


Arizona  Medicine 


49 


alone,  is  as  frequent  with  combined  therapy  (12-13 
per  cent)  as  with  androgen  alone. 


Few  reports  have  exceeded  'THE  BIG  PIC- 
TURE', in  lucidity  and  drama.  It  is  the  summary 
and  analysis  of  the  huge  1950  Los  Angeles  County 
Chest  X-Ray  Survey.  (The  total  of  films  was  1,- 
755,001).  . . . The  story  tells  how  it  was  started, 
how  it  was  managed,  what  the  results  were,  and 
then  coldly  suggests  the  flaws  which  should  be 
corrected  in  any  similar  future  attempt. 

HILL-BURTON  GRANTS 
STATE  OF  ARIZONA 

The  American  Medical  Association,  Washing- 
ton Office  advises  that  the  Division  of  Hospital 
Facilities,  FSA,  reports  that  as  of  January  31, 
1952,  one  new  project  has  been  approved  for 
Hill-Burton  grants  in  the  State  of  Arizona,  as 
follows: 

Casa  Grande  Valley  Hospital  in  Casa  Grande 
—under  construction  (new  general  hospital)  — 
total  cost  $258,460,  federal  contribution  $23,230. 

Status  of  all  Hill-Burton  hospital  construction 
in  this  state  is  as  follows: 

COMPLETED  AND  IN  OPERATION:  5 

projects  at  a total  cost  of  $2,540,593,  including 
federal  contribution  of  $732,562  and  supplying 
195  additional  beds. 

UNDER  CONSTRUCTION:  4 projects  at  a 
total  cost  of  $6,886,549,  including  federal  con- 
tribution of  $1,923,230  and  designed  to  supply 
426  additional  beds. 

$27.5  MILLION  SPENT  IN  FIRST 
YEAR  OF  PERMANENT-TOTAL 
DISABILITY  AID  PROGRAM 

A survey  of  the  first  year’s  operations  of  the 
new  U.  S.  program  for  aid  to  totally  and  per- 
manently disabled  needy  adults  shows  $27.5  mil- 
lion distributed  to  28  states,  the  District  of  Col- 
umbia, Hawaii,  Puerto  Rico  and  the  Virgin  Is- 
lands. The  program  was  designed  to  extend 
federal  assistance  to  permanently  and  totally 
disabled  persons  between  the  age  of  18  and 
65.  Under  18  they  would  be  eligible  for  aid  as 
children,  over  65  as  old  age  assistance  cases.  The 
formula  provides  for  federal  payment  of  three- 
fourths  of  the  first  $20  monthly,  and  one  half 
the  balance  up  to  a maximum  of  $50.  Social 
Security  Administration  said  the  new  program 
was  “an  important  factor  in  reducing  the  cost  of 
state  and  locally  financed  general  assistance 


programs.’’  Emphasis  on  medical  check-ups  in 
the  new  program,  the  agency  added,  “has  re- 
sulted in  many  persons  learning  for  the  first  time 
that  treatment  which  would  remedy  or  alleviate 
their  condition  was  available.  Some  eventual 
savings  in  federal  and  state  funds  may  result 
from  the  rehabilitation  of  these  people. 

Note:  AMA  Washington  Office  Report,  Janu- 
ary 15,  1952. 

AMA  DUES  CLARIFICATION 

A member,  dropped  for  nonpayment  of  mem- 
bership dues  and  who  wishes  to  have  his  mem- 
bership reinstated,  would  owe  membership  dues 
for  the  year  in  which  he  became  delinquent  and 
the  year  in  which  his  membership  was  rein- 
stated, but  he  does  NOT  have  to  pay  member- 
ship dues  for  the  intervening  years. 

Here  is  an  example:  Dr.  Blank  was  dropped 
in  1951  for  nonpayment  of  1950  membership 
dues.  He  applies  for  reinstatement  of  his  A.M.A. 
membership  in  1952.  To  bring  about  this  rein- 
statement, he  would  be  required  to  pay  his  1950 
membership  dues  and  membership  dues  for  1952. 
Membership  dues  for  1951  would  NOT  be  re- 
quired. 


Our  members  are  dairymen  whose  busi- 
ness is  supplying  good  milk  for 

(/JE&STEKq) 

milk  and  milk  products. 

We  are  aware  of  the  importance  of  good 
milk  to  good  health  and  of  our  obligation 
to  supply  a product  which  will  merit  your 
confidence. 

ARIZONA  MILK  PRODUCERS 

422  Heard  Building  Phone  3-0893 
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FORTY-EIGHTH  ANNUAL  CONGRESS 
ON  MEDICAL  EDUCATION  AND 
LICENSURE 

An  excellent  program,  covering  many  prob- 
lems in  connection  with  medical  education, 
drew  nearly  500  educators,  state  board  officials 
and  members  of  advisory  boards  in  medical 
specialties  to  the  48th  annual  Congress  on 
Medical  Education  and  Licensure  in  Chicago’s 
Palmer  House  the  week  beginning  Feb.  10. 

A.M.A.  President  John  W.  Cline  announced  a 
new  plan  which  promises  to  be  a substantial 
source  of  private  funds  for  medical  education, 
warning  medical  schools  at  the  same  time  not 
to  become  “perpetually  dependent  on  Washing- 
ton handouts.” 

He  said  the  A.M.A.  Board  of  Trustees  had  ap- 
proved in  principle  a plan  whereby  the  A.M.A. 
as  a corporation,  would  accept  patients  for 
medical  discoveries  made  by  member  physi- 
cians. All  royalties,  he  said,  would  be  turned 
over  to  the  American  Medical  Education  Foun- 
dation for  distribution  to  medical  schools. 

“The  A.M.A.  has  appointed  a committee  to 
study  the  technicalities  involved,”  he  said,  add- 
ing: “Provided  no  legal  barrier  is  encountered, 
the  proposed  plan  shortly  will  become  a reality.” 

An  increase  in  medical  school  enrollment  of 
students  from  small  towns  probably  would  re- 
sult in  a larger  supply  of  doctors  in  such  areas. 
Dr.  H.  G.  Weiskotten  said  in  addressing  the 
congress.  He  is  chairman  of  the  A.M.A.  Coun- 
cil on  Medical  Education  and  Hospitals,  which 
sponsored  the  congress.  A recent  study  of  the 
present  location  of  physicians  who  graduated 
from  medical  schools  in  1930,  1935  and  1940 
showed  that  residence  before  admission  to  a 
medical  college  is,  in  general,  the  most  potent 
factor  in  determining  the  place  of  practice,  he 
said. 

Dr.  Donald  G.  Anderson,  secretary  of  the 
council,  reported  that  contributions  to  the  Amer- 
ican Medical  Education  Foundation  are  gaining 
in  momentum.  During  1951,  contributions  total- 
ing $745,000  were  received  from  1,811  indivi- 
dual physicians,  33  organizations  and  33  lay 
friends  of  the  medical  profession. 

Plans  for  an  international  conference  on  medi- 
cal education  were  announced  by  Dr.  Louis  H. 
Bauer,  secretary-general  of  the  World  Medical 
Association  and  president-elect  of  the  A.M.A. 
The  meeting  will  be  held  in  London,  August 


24-29,  1953.  The  aim  will  be:  (1)  an  exchange 
of  ideas;  (2)  a possible  unification  of  thought; 
(3)  aid  to  under-developed  countries. 

“We  feel  that  this  will  be  one  of  the  most 
important  events  in  medical  history,”  Dr.  Bauer 
said. 

Eleven  states  in  the  South  last  year  contri- 
buted $1,091,500  to  a common  fund  for  medical 
education,  it  was  reported  by  William  J.  Mc- 
Glothlin,  Atlanta,  consultant  for  professional 
programs.  Board  of  Control  for  Southern  Re- 
gional Education.  The  participating  states  are 
Alabama,  Florida,  Georgia,  Louisiana,  Maryland, 
Mississippi,  North  Carolina,  South  Carolina, 
Tennessee,  Texas  and  Virginia.  The  schools  in 
the  medical  program  are  Duke,  Emory,  Louisi- 
ana State,  Tulane,  Medical  College  of  Alabama, 
Vanderbilt,  Meharry  and  the  University  of 
Tennessee. 

A somewhat  similar  program  is  being  worked 
out  to  cover  11  western  states  and  two  terri- 
tories, it  was  announced  by  Dr.  Ward  Darley, 
Denver,  vice-president  of  the  University  of  Colo- 
rado and  dean  of  its  department  of  medicine. 
Legislatures  of  five  states— Colorado,  Montana, 
New  Mexico,  Utah  and  Oregon— have  approved 
the  plan,  clearing  the  way  for  activation.  Other 
states  involved  are  Arizona,  California,  Idaho, 
Nevada,  Washington  and  Wyoming,  and  the 
territories  of  Alaska  and  Hawaii.  The  program 
is  expected  to  be  in  full  swing  by  the  fall  of 
1953. 

Many  speakers  were  on  the  three  day  program 
which  also  dealt  with  standards  for  the  approval 
of  residency  training  programs,  the  problems  of 
state  boards  in  interstate  endorsement  and  recip- 
rocity, the  place  of  preceptorships  in  undergrad- 
uate medical  education,  and  problems  of  intern- 
ships and  residencies  as  related  to  medical  licen- 
sure. 

NEWS  ITEM 

Recent  Publication. 

The  Significance  of  the  Prominent  Pulmonary 
Artery  Segment. 

Marcy  L.  Sussman,  George  C.  Griffith  and 
George  Jacobson. 

Acta  Medica  Scandinavica 

Supplement  266  to  Volume  142 

Page  907 

1952 


Vol.  9,  No.  4 


Arizona  Medicine 


51 


PROFESSIONAL  X-RAY  AND  CLINICAL  LABORATORY 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 
CLINICAL  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

TISSUE  PATHOLOGY  BY  QUALIFIED  PATHOLOGIST 

R.  Lee  Foster,  M.D.,  Director  John  W.  Kennedy,  M.D.,  Radiologist 

W.  W.  Watkins,  M.D.,  Consultant  Radiologist 
Diplomates  of  American  Board  of  Radiology 


WHEN  AN  ORTHOPEDIC 
MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 


DYE  MEDICAL  & OXYGEN 
SUPPLY  COMPANY 

OFFERS 

The  Newest  in  Oxygen  Therapy  Equipment 

Exclusive  Distributors  for  MSA  Pneophore 

Exclusive  Distributors  for  Expendo 
Plastic  Mask  & Cannula 

Distributors  of  Medicinal  Gases  to 
Hospitals 

Quality,  Promptness  and  Efficiency 
combined  with  the  lowest  prices  to 
Doctors  and  patients  in  Phoenix 

24  HOUR  SERVICE 

3332  W.  McDowell  Road 
Phoenix,  Arizona 
Phones:  8-5341,  8-5342,  8-5343 

"Every  Need  For  the  Sick  Room" 
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DOCTORS1  DIRECTORY 


DOCTORS  DIRECTORY  ESTABLISHED 
1920 
3-4189 

Emergency  calls  given  special  attention  We  will 
locate  your  doctor  before  or  after  office  hours. 
BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 
1541  East  Roosevelt 
Phoenix,  Arizona 

DOCTOR'S  CENTRAL  DIRECTORY 

Minnie  C.  Benson  R.N.,  Manager 
24  Hour  Service 
Phone  5-1551  — E.  Hedrick  Dr. 

Tucson,  Arizona 
Established  In  1932 

THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

FOR  INFORMATION  AND  RATES 
write  to 

426  Heard  Bldg. 

ARIZONA  MEDICINE 

Phone  2-4884 

426  Heard  Bldg. 

PHOENIX,  ARIZONA 

Phone  2-4884 
PHOENIX,  ARIZONA 

NURSES'  DIRECTORY 


DISTRICT  NO.  1 

THIS  SPACE  FOR  SALE 

ARIZONA  STATE  NURSES  ASS'N 

FOR  INFORMATION  AND  RATES 

write  to 

MRS.  MARJORIE  E.  KASUN,  R.N., 

Registrar 

ARIZONA  MEDICINE 

Nurses'  Professional  Registry 

426  Heard  Bldg. 
Phone  2-4884 

711  East  Monroe  Phoenix  Ph.  4-4151 

PHOENIX,  ARIZONA 

ORTHOPEDIC  SERVICE 


STATEWIDE  ORTHOPEDIC 
SERVICE 

THIS  SPACE  FOR  SALE 

(Formerly  Grunow  Clinic  Brace  Shop) 

FOR  INFORMATION  AND  RATES 

925  East  McDowell  Road  Phoenix,  Arizona 

write  to 

Surgical  and  Orthopedic  Appliances 
Shoe  Corrections  . . Extentions 
General  Shoe  Repair 

Telephone 

Day  4-7746  Night  6-4189 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

MEDICAL  ACCOUNTING 


BUREAU  OF  ACCOUNTING 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

Accounting  - Bookkeeping 

write  to 

Notary  Public  - State  and  Federal  Taxation 

ARIZONA  MEDICINE 

3040  N.  27th  Street  Phone  5-2378 

426  Heard  Bldg. 

Phoenix,  Arizona 

Phone  2-4884 

PHOENIX,  ARIZONA 
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AMBULANCE  SERVICE  DIRECTORY 


THIS  SPACE  FOR  SALE 

GIBBS  MORTUARY 

FOR  INFORMATION  AND  RATES 

24  Hour  Ambulance  Service 

write  to 

Two  Ambulances 

ARIZONA  MEDICINE 

Phone  54 

426  Heard  Bldg. 

First  Street 

Phone  2-4884 

Williams,  Arizona 

PHOENIX,  ARIZONA 

MEDICAL  BOOKS  MEDICAL  AND  DENTAL  EXCHANGE 


ROBERTA  DAVEY  HALL 

MEDICAL  BOOKS 

1 

Pima  Medical  & Dental  Exchange 

Of  All  Publishers 

Phones  2-1352  - 2-8441 

PROMPT  HANDLING  OF  ALL  ORDERS 

650  N.  6th  Avenue 

To  order:  Telephone  5-1062 
40  East  Rose  Lane 

Tucson,  Arizona 

Phoenix,  Arizona 

SANATORIUM  DIRECTORY 


SCHER  REST  HOME 

HILLCREST  SANATORIUM 

Ambulatory  and  Semi-Mental  Patients 

Cheerful  Private  Rooms 

24  Hour  Nursing  Service 

Excellent  Food 
Homelike  Atmosphere 

Quiet  and  Home-Like 

Reasonable  Rates 

2919  East  Granada  Rd.  — Phoenix,  Arizona 

North  3rd  and  Adams  Phone  4-1562 

Phone  4-6636 

Tucson,  Arizona 

ORANGE  ROAD  SANATORIUM 

Specializing  in  All  Cases 
Except  Contagious 

4248  N.  32nd  Street  Phone  5-0257 

Phoenix,  Arizona 

HENDERSON'S  REST  INN 

• Home-like  Atmosphere 

® Our  Food  Is  Abundant  and  Well  Prepared 

• Tray  and  Dining-room  Service 

• Nurses  on  Duty  24  Hours  Daily 

• Reasonable  Rates 

Phone  Glendale  471  Route  2 (N.  Central  Ave.) 

Glendale,  Arizona 

OCOTILLO  CONVALESCENT  HOME 

• Convalescent  Cases 

• Quiet  & Restful 

• 24  Hour  Nursing 

• Best  of  Food 

• Diets 

- 3434  E.  McDowell  Road  Phone  4-6050 

Phoenix,  Arizona 

Treatment  for  Alcoholism 
as  prescribed  by  Family  or  Panel  Doctor 

HYGEIA  SANITORIUM 

2534  Beverly  Boulevard  - Los  Angeles,  California 
Phone  DUnkirk  8-8178 

Recognized  by  the  American  Medical  Association 
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SANATORIUM  DIRECTORY — (Cont'd.) 


HIGHLAND  MANOR  REST  HOME 

MARQUARD  REST  HOME 

EMMA  E.  BROWN,  Mgr. 

General  Care  Aged  and  Convalescence 

For 

★ Convalescents 

★ Invalids  and  Semi-Invalids 

Personalized  Diets  — 24  Hour  Nursing  Service 
Loving  Care  To  the  Senile  Aged 

★ Elderly  Persons 

Reasonable  Rates 

1411  E.  Highland  Avenue  — Phone  5-2552 

Phone  6-4712  — 126  E.  Bethany  Home  Road 

Phoenix,  Arizona 

Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 

EVELYN  DODD  REST  HOME 

FOR  INFORMATION  AND  RATES 

(Under  new  Management— Mr.  & Mrs.  W.  M.  Davey) 

write  to 

• 24  Hour  Nursing  Care 

ARIZONA  MEDICINE 

• Home  Cooking  and  Baking 

• Convalescent 

426  Heard  Bldg. 
Phone  2-4884 

• Quiet— Home  Like 

PHOENIX,  ARIZONA 

1608  E.  Meadowbrook  Ave.  Phone  5-4185 

Phoenix,  Arizona 

LA  CONTENTA  NURSING  HOME 

Convalescents 
Invalids  and  Semi-Invalids 
Asthmatic  and  Arthritic  Cases 
Quiet  - Excellent  Food  - 24  Hour  Nursing  Care 
5331  N.  29th  Ave.,  Phoenix  - Phone  5-5710 
Laura  Condon,  Manager 


CASITAS  DEL  SOL  SANATORIUM 

Bessie  Van  Home  Prop. 

° Tubercular  Cases  Only 
° Excellent  Food  and  Service 
0 Location  in  Dry  and  Sunny  Area 

Phone  5-2075  8834  Forest  Ave. 

Sunnyslope,  Arizona 


McMAHON  GERIATRIC  HOME 

“Aged  a Specialty 

°Special  Consideration  on  senile-phychosis 
“Member  of  Association  of  Nursing  Homes 
“Recreational-Occupation  and  Group  Therapy 
Emphasized 

Phone  3-3014  142  W.  Palmdale 

Tucson,  Arizona 


MARYE  HESS  SANATORIUM 

• Excellent  Food-Tray  Service 

• 24  Hour  Nursing  Care 

• Beautiful  Surroundings 

• Rates  $150.00  per  month  and  up 

• Private  and  Semi-Private  Rooms  with  Bath 

Phone  6-3572  2708  E.  Edison  St. 

Tucson,  Arizona 


THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

426  Heard  Bldg. 

Phone  2-4884 

Phone  2-4884 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 
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DRUGGIST  DIRECTORY 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 


KELLY'S  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 


28  Registered  Pharmacists 

Tucson  Casa  Grande 


Open  9:00  A.M.-11:00  P.M.  Call  2-1123 

THIS  SPACE  FOR  SALE 

We  Deliver 

write  to 

BLUE  CROSS  PHARMACY 

ARIZONA  MEDICINE 

PRESCRIPTION  SPECIALISTS 

426  Heard  Building 

1924  East  Van  Buren 

Phone  2-4884 

Surgical  Appliances  — Private  Fitting  Room 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

ROHRER-BLOOM  DRUG  CO. 

(Walgreen  Agency) 
PRESCRIPTIONS  PHARMACISTS 

426  Heard  Bldg. 

Phone  40  == 

Phone  2-4884 

Gurley  and  Montezuma 

PHOENIX,  ARIZONA 

Prescott,  Arizona 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

Open  8 A.M.  to  11  P.M.  Daily  & Sunday 

Broadway  Village  Drug  Store 

PHONE  5-2631 

Broadway  at  Country  Club  Road 
(Free  Delivery) 

TUCSON  ARIZONA 

FELSHER  PRESCRIPTION 
PHARMACY 

Sick  Room  Supplies  — Vitamins 
650  N.  First  Avenue  — Phone  3-2070 
Phoenix,  Arizona 

FOURTH  AVENUE  PHARMACY 

J.  W.  Holloway,  Prop. 

Free  Delivery  Service  Within  Radius  of  8 Miles. 
Try  Us  and  See 

Cor.  E.  6th  St.  and  4th  Aye.  — Phone  4-1182 
Tucson,  Arizona 

AL'S  DRUG  STORE 

PHONE  5-5552 

7th  Avenue  and  Camelback  Road 
Phoenix,  Arizona 


NORMAN  DRUG  STORE 

Prescription  Druggists 
PHONE  5-2623 
Speedway  and  Country  Club 
TUCSON  ARIZONA 
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THE  INTERNATIONAL 
PHARMACY 

Ethical  Prescription  Pharmacy 
Phone  302 

212  Main  Street  Yuma,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 

“Service  you  will  like” 

Corner  Speedway  and  Park  Avenue 
Phone  2-8865  Tucson,  Arizona 

R & B DRUG  STORE 

Prescription  Pharmacists 
Phone  363 

Yuma,  Arizona 

STONE  AND  3RD  PHARMACY 

749  N.  Stone  — Phone  3-6041 

ENCANTO  PARK  DRUG  CO. 

3352  E.  Speedway  — Phone  5-3102 
Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

Phone  2-4884 
PHOENIX,  ARIZONA 

SPACE  FOR  SALE 

Phone  2-4884 

WOOD'S  PHARMACY 

Prescription  Pharmacists 
100  Washington  Street 
Peoria,  Arizona 

ENSMINGER  PHARMACY 

RELIABLE  PRESCRIPTIONS 
121  North  Cortez 

Phone  188  Prescott,  Arizona 

HODGES  PHARMACY 

The  REXALL  Store 
Phone  7982  Eloy,  Arizona 

HAMILTON'S  DRUG 

The  REXALL  Store 
Benson,  Arizona 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

401  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

SPACE  FOR  SALE 

Phone  2-4884 
426  Heard  Bldg. 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

MONTE  BLISS 
Frontier  Village  Drug  Store 

“Your  Reliable  Neighborhood  Prescription  Pharmacy” 
1700  N.  Maple  Blvd.  Phone  5-5252 

Tucson,  Arizona 
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CAMPBELL  DRUG  COMPANY 

1007  No.  7th 
“Right  Now  Delivery” 

Phone  3-1992 
Phoenix,  Arizona 


NATIONAL  PHARMACY 

Prescriptions 

Phone  2-2412  340  Ajo  Way 

Tucson,  Arizona 


MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 


SHARPE  & PULLINS 

Prescriptions 
229  E.  Glendale 
Phone  Glendale  298 
Glendale,  Arizona 


Physicians  and  Surgeons 

Pharmacy 

PRESCRIPTIONS 

753  E.  McDowell  Road 

Phone  4-8434 

Phoenix,  Arizona 

BOWMAN  DRUG  COMPANY 

PRESCRIPTIONS 
Phone  533 
Goodyear,  Arizona 


LAIRD  & DINES 

The  REXALL  Store 

Reliable  Prescription  Service 
Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 


EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phone  4587 
Mesa,  Arizona 


McDowell 

PRESCRIPTION  CENTER 

Professional  Prescription  Service 
Phones  8-3694-8-3695  312  W.  McDowell  Rd. 

Phoenix,  Arizona 


McDowell  pharmacy 

545  E.  McDowell  Rd.  Phone  2-3137  - 3-4332 
Phoenix,  Arizona 


MURRAY'S  PHARMACY 

PRESCRIPTION  DRUGGISTS 
Phone  28 
Superior,  Arizona 


ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  3-3470 
PHOENIX,  ARIZONA 


MAC  ALPINE  DRUG  CO. 
Hie  Store 

This  label  is  your  guarantee  of  accurate 
prescription  compounding 

FREE  DELIVERY  PHONE  4-2606 

2303  No.  7th  St.  Phoenix,  Arizona 
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NEUROLOGY  and 

PSYCHIATRY 

OTTO  L.  BENDHEIM,  M.D. 

NEUROLOGY  and  PSYCHIATRY 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 

EDWARD  BLANK,  M.D. 

Practice  Limited  Exclusively  To 

Psychiatry  and  Neurology 

733  West  McDowell  Road 
Phoenix 

Hours  by  Appointment 

Phone  2-2294— If  no  answer  call  3-4189 

Plastic  and  Reconstructive  Surgery 

MILTON  H.  ERICKSON,  M.D. 

PSYCHOTHERAPY  AND  PSYCHIATRY 
Certified  by  American  Board  of 
Psychiatry  and  Neurology 

32  West  Cypress  Street  Phone  2-4254 

Phoenix,  Arizona 

HOWARD  C.  LAWRENCE,  M.D. 

Diplomate  of  the 
American  Board  of  Plastic  Surgery 

709  Professional  Building 
15  E.  Monroe  Street  Phone  8-4101 

Phoenix,  Arizona 

NEUROLOGICAL  SURGERY 

ANESTHESIOLOGY 

JOHN  A.  EISENBEISS,  M.D. 
F.A.C.S. 

Certified  by  American  Board  of 
Neurological  Surgery 

Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Road 
Phone  4-3151 
Phoenix,  Arizona 

LOUISE  BEWERSDORF,  M.D. 
F.  A.  C.  A. 

ANESTHESIOLOGY 

208  West  Glenrosa 
Phone  5-4471  - 3-5101 
Phoenix,  Arizona 

UROLOGY 


MERRIWETHER  L.  DAY, 

M.D. 

F.  A.  C.  S. 

Diplomate  of  The  American 

Board  of  Urology 

LADDIE  L.  STOLFA,  M.D. 

Lois  Grunow  Memorial  Clinic 

926  East  McDowell  Road 

Tel.  4-3674 

Phoenix 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

E.  R.  UPDEGRAFF,  M.D. 

1010  N.  Country  Club  Road 
Telephone  5-2609  Tucson,  Arizona 


PAUL  L.  SINGER,  M.D.,  F.  A.  C.  S. 

DONALD  B.  LEWIS,  M.D. 

Certified  American  Board  of 

UROLOGY 

UROLOGY 

Certified  by  the  American  Board  of  Urology 

1313  N.  Second  Street  Phone  3-1739 

123  So.  Stone  Ave.  Phone  2-7081 

PHOENIX,  ARIZONA 

Tucson,  Arizona 
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UROLOGY— (Cont'd.)  INTERNAL  MEDICINE 


ROBERT  H.  CUMMINGS,  M.D. 

J.  REICHERT,  M.D. 

Diplomate  of  the 

General  Practice 

American  Board  of  Urology 

CARDIO  VASCULAR  DISEASES 

808  Professional  Building 

ELECTROCARDIOGRAPHY 

15  East  Monroe  Phone  4-3577 

303  West  McDowell  Rd.  Office  Phone  4-7028 

Phoenix,  Arizona 

Phoenix,  Arizona 

ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 
1118  Professional  Building 
Phone  4-1078 
Phoenix,  Arizona 


JESSE  D.  HAMER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suit  910  Phoenix 

15  E.  Monroe  St.  Arizona 


FRANK  J.  MILLOY,  M.D. 
F.  A.  C.  P. 

INTERNAL  MEDICINE 

611  Professional  Building 
Phone  4-2171 
Phoenix,  Arizona 


DANIEL  H.  GOODMAN,  M.D. 

INTERNAL  MEDICINE  CARDIOLOGY 

ELECTRO  CARDIOGRAPHY 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 


KENT  H.  THAYER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
Diplomate  of  the 

American  Board  of  Internal  Medicine 

ROBERT  H.  STEVENS,  M.D. 

INTERNAL  MEDICINE  ALLERGY 

1313  N.  Second  St.  Phone  4-8841 

Phoenix,  Arizona 


JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  Jr.,  M.D. 

Diplomate  of  American  Board  of  Internal  Medicine 
GASTROENTEROLOGY,  GASTROSCOPY 

800  North  First  Avenue  Phone:  4-7245 

PHOENIX,  ARIZONA 


ROBERT  E.  RIDER,  M.D. 

DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

ELECTROCARDIOGRAPHY 

1850  N.  Laurel  Avenue  — Phone  4-7970 

Del  Sol  Hotel  Bldg.  Phone  26 

Yuma,  Arizona 

Phoenix,  Arizona  j 

! j 
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ORTHOPEDIC 

SURGERY 

GEORGE  L.  DIXON,  M.D. 
PHILIP  G.  DERICKSON,  M.D. 

ORTHOPAEDIC  SURGERY 

Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  5-1533 

TUCSON,  ARIZONA 

GEO.  A.  WILLIAMSON,  M.D., 
F.A.C.S. 

LEO  L.  TUVESON,  M.D. 

ORTHOPAEDIC  SURGERY 

800  North  First  Ave.  Telephone  2-2375 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D., 
F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

ROBERT  W.  WEBER.  M.D. 

ORTHOPAEDIC  SURGERY 
1014  N.  Country  Club 
TUCSON,  ARIZONA 

JAMES  LYTTON-SMITH,  M.D. 
RONALD  S.  HAINES,  M.D. 
JOHN  H.  RICKER,  M.D. 
STANFORD  F.  HARTMAN,  M.D. 
EDWARD  W.  McLOONE,  M.D. 

926  East  McDowell  Road 
Phoenix,  Arizona 

HOSPITAL 

WALTER  V.  EDWARDS,  Jr.,  M.D. 

H.  B.  LEHMBERG,  M.D. 

Obstetrics  and  Gynecology 

J.  T.  O'NEIL,  M.D. 

Lawrence  Memorial  Hospital 

Casa  Grande  Clinic  Phone  4495 

Cottonwood,  Arizona 

Casa  Grande,  Arizona 

CHILDREN'S  DISEASES 

WM.  F.  SCHOFFMAN,  M.D. 
CECILIA  H.  SHEMBAB,  M.D. 
JOHN  R.  KEEFREY,  M.D. 

DOCTORS  BUILDING 

316  West  McDowell  Road  Telephone  4-7287 

Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

CLINIC 

NELSON  CLINIC 
D.  E.  NELSON,  M.D. 

SUN  VALLEY  CLINIC 

C.  J.  BOZZI,  M.D. 

34  North  Macdonald 

501-505  Fifth  Avenue 
SAFFORD,  ARIZONA 

MESA,  ARIZONA 
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PROCTOLOGY 

ALLERGY 

WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 

903  Professional  Bldg. 

Phone  2-2822  - 3-4189 
Phoenix,  Arizona 

E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M.  to  5 P.  M. 
Phoenix,  Arizona 

MALIGNANT  DISEASE 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

JAMES  M.  OVENS,  M.  D. 
F.A.C.S.  F.I.C.S. 

Cancer  and  Allied  Diseases 
608  Professional  Bldg.  Phone  4-1973 

Phoenix,  Arizona 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

KENNETH  C.  BAKER,  M.D. 

DERMATOLOGY 

Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona 

PATHOLOGICAL 

LABORATORIES 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

Professional  X-ray  and  Clinical 
Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  3-4105 

R.  LEE  FOSTER,  M.D.,  Director 

G.  0.  HARTMAN,  M.D. 

PATHOLOGICAL  LABORATORY 
20  E.  Ochoa  St.  Phone:  3-4861 

TUCSON,  ARIZONA 

MEDICAL  CENTER  LABORATORY 

1313  N.  Second  St. 

Phoenix,  Arizona 

W.  Warner  Watkins,  M.D.,  Director 
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EYE,  EAR,  NOSE 

and  THROAT 

DUNCAN  G.  GRAHAM,  M.D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

114  West  Pepper  Street 
Mesa,  Arizona 

BERNARD  L.  MELTON,  M.D. 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 

JOHN  J.  McLOONE,  M.D. 

Diplomate  American  Board  of  Otolarynogology 

OTORHINOLARYNGOLOGY 

BRONCHOESOPHAGOLOGY 

316  West  McDowell  Rd.  — Phone  2-1865 
Phoenix,  Arizona 

D.  E.  BRINKERHOFF,  M.D.,  F.A.C.S. 

EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Otolaryngology 

ROBERT  D.  SMITH,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Rd.  Phone  4-3807 

Phoenix,  Arizona 

SURGERY 

EDWARD  L.  KETTENBACH,  M.D. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  5-2605 

Tucson,  Arizona 

DELBERT  L.  SECRIST,  M.D., 
F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.D. 

GENERAL  SURGERY 
Certified  by  the  American  Board  of  Surgery 
800  North  First  Avenue 
Phone  4-7245 
Phoenix,  Arizona 

W.  R.  MANNING,  M.D.,  F.A.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

620  North  Country  Club  Road  Phone  5-2687 

Tucson,  Arizona 

GENERAL 

PRACTICE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

M.  G.  FRONSKE,  M.  D. 

GENERAL  PRACTICE 
Phones: 

Office  99;  Residence  155 

10  N.  Leroux  St. 

Flagstaff,  Arizona 
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CHEST  DISEASES  AND  SURGERY 


GEORGE  A.  BOONE,  M.D. 
JAS.  E.  O'HARE,  M.D 

DISEASES  AND  SURGERY  OF  THE  CHEST 
1608  N.  Norton  Telephone  6-2429 

TUCSON,  ARIZONA 


RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 

316  West  McDowell  Road 
Phoenix,  Arizona 


DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

Diplomates  of 

American  Board  of  Radiology 
DIAGNOSTIC  ROENTGENOLOGY 

23  East  Ochoa 
Tucson 


W.  WARNER  WATKINS,  M.D. 

F.A.C.P.,  F.A.C.R. 

(Diplomate  in  Radiology) 

Diagnostic  Roentgenology,  X-Ray  and  Radium 
Therapy 

Medical  Center  Laboratory 
1313  N.  Second  St.,  Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D., 
F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

801  North  Second  Ave. 

Telephone  3-4179 
Phoenix,  Arizona 


OBSTETRICS  and  GYNECOLOGY 


HARRY  J. 

FELCH,  M.D. 

Physician  and  Surgeon 

Residence 

Office 

325  W.  Granada 

703  Professional  Bldg. 

Phoenix,  Arizona 

15  E.  Monroe  Street 

Residence  3-1151 

Office  3-1151 

R.  LEE  FOSTER,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  3-4105  * Phoenix,  Arizona 


DOUGLAS  D.  GAIN,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Certified  in 

X-RAY  THERAPY  AND  DIAGNOSIS 
RADIUM  THERAPY 

MEMORIAL  HOSPITAL 
Phoenix,  Arizona 

1200  South  Fifth  Avenue  — Ph.  4-7336 


JOHN  W.  KENNEDY,  M.D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  3-4105  Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


64 


Arizona  Medicine 


April,  1952 


THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.D.,  F.A.C.S.  ALVIN  L.  SWENSON,  M.D. 

RAY  FIFE,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.D. 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  govemmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER.  M.D. 

Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN.  M.D. 

20  East  Ochoa  Street 
Tucson,  Arizona 


MAURICE  ROSENTHAL.  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

LORELA  STAPLEY.  M.D. 

425  N.  4th  Street 
Phoenix,  Arizona 

O.  O.  WILLIAMS.  M.D. 

425  North  Fourth  Street 
Phoenix,  Arizona 


LOUIS  HIRSCH,  M.D. 


HAROLD  WOOD,  M.D. 


Tucson  Medical  Center 
Tucson,  Arizona 


1130  N.  Central  Ave. 
Phoenix.  Arizona 


RADIOLOGY 

TUCSON  TUMOR  INSTITUTE 


LUDWIG  LINDBERG.  M.D.  JAMES  H.  WEST.  M.D..  F.A.C.R. 

Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 

721  North  4th  Ave. 


TUCSON,  ARIZONA 
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WHAT  PRICE  MEDICINE? 


“There  is  hardly  anything  in  the  world  that 
some  man  cannot  make  a little  worse  and  sell 
a little  cheaper,  and  the  people  who  consider 
price  only  are  this  man’s  lawful  prey.” 

— Attributed  to  John  Ruskin  (1819-1900) 
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THROMBIN 

TOPICAL 


A solution  containing  1,000  units  of  THROMBIN 
TOPICAL  per  cc.  will  clot  an  equal  volume  of 
human  blood  in  less  than  one  second,  or 
ten  times  this  volume  in  three  seconds. 

Local  application  of  thrombin  topical  produces 
hemostasis  almost  instantaneously,  for  this  highly 
purified  blood  derivative  acts  directly  on  the 
fibrinogen  to  form  a firm,  adherent,  natural  clot. 
Whether  you  spray,  flood  or  dust  it  onto 
affected  surfaces,  THROMBIN  TOPICAL  will  help 
you  to  control  capillary  bleeding  wherever  found. 

THROMBIN  TOPICAL  (bovine  origin)  is  supplied 
in  vials  containing  5,000  N.I.H.  units  each, 
with  a 5-cc.  vial  of  sterile  isotonic  saline  diluent. 
Also  available  in  a package  containing  three  vials  of 
THROMBIN  TOPICAL  (1,000  N.I.H.  units  each) 
and  one  6-cc.  vial  of  diluent.  Solutions  of  the 
product  should  never  be  injected. 


DETROIT.  MICHIGAN 
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Meat  and  its  applicability  in  the 
Dietary  Management  of  Atherosclerosis 

Contrary  to  the  former  belief  that  serum  cholesterol  levels  are  primarily 
related  to  ingested  animal  fat  and  consequently  to  dietary  cholesterol,  it  now 
appears  that  the  total  amount  of  fat  in  the  diet,  not  its  source  or  cholesterol  con- 
tent, is  a more  important  factor  in  determining  the  blood  cholesterol  concentra- 
tion.1 2 3'2,3'4 * Clinical  observation  has  shown  that  ingestion  of  vegetable  fat — which 
contains  no  cholesterol  — will,  like  fats  of  animal  origin,  raise  the  serum  choles- 
terol level.3,  5 

Recent  basic  research  on  the  influence  of  fats  and  cholesterol  on  human  health 
has  done  much  to  further  progress  in  the  fight  against  atherosclerosis.  It  will 
serve  well  in  dispelling  the  mistaken  fear  that  reasonable  amounts  of  foods  of 
animal  origin  predispose  the  individual  to  this  vascular  disease.6  As  a matter  of 
fact,  a dietary  inadequate  in  essential  nutrients  but  providing  too  many  calories 
and  too  much  fat  from  any  source  may  well  be  an  important  factor  underlying 
the  deposition  of  fat  and  cholesterol  in  the  arteries  and  liver. 

Cumulative  evidence  indicates  that  lowered  blood  levels  of  cholesterol  may 
be  effected  by  restricting  the  total  fat  intake.1  Except  in  instances  of  refractory 
hypercholesteremia,  in  which  a daily  fat  intake  as  low  as  10  Gm.  may  not  reduce 
cholesterol  levels  to  normal,  diets  containing  20  to  30  Gm.  of  fat,  or  even  more, 
often  produce  low  cholesterol  blood  levels.  In  the  clinical  application  of  this 
principle,  various  palatable,  low  fat  diets  which  supply  three  servings  of  meat 
daily  (containing  18  Gm.  of  fat)  have  recently  been  suggested  for  the  dietary 
management  of  arteriosclerosis  and  for  enlisting  the  cooperation  of  patients.1 
The  meat  servings  were  chosen  from  a large  variety  of  cuts  and  kinds  of  meat 
(fat  trimmed  off,  as  lean  as  possible).  Meat  adds  to  the  eating  appeal  of  the  fat- 
restricted  diet  and  contributes  important  amounts  of  biologically  complete  pro- 
tein, the  B group  of  vitamins  including  B12,  and  food  iron  — all  of  which  are  im- 
portant for  a good  state  of  nutrition  in  the  atherosclerotic  patient. 


1.  Hildreth,  E.A.;  Hildreth,  D.M.,  and  Mellin- 
koff,  S.M.:  Principles  of  a Low  Fat  Diet, 
Circulation  4:899  (Dec.)  1951. 

2.  Bloch,  K.:  The  Intermediary  Metabolism  of 
Cholesterol,  Circulation  1:214  (Feb.)  1950. 

3.  Keys,  A.;  Mickelson,  O.;  Miller,  E.V.O.,  and 

Chapman,  L.B.:  The  Relation  in  Man  Be- 

tween Cholesterol  Levels  in  the  Diet  and  in 

the  Blood,  Science  112: 79,  1950. 


4.  Gubner,  R.,  and  Ungerleider,  H.E.:  Arterio- 
sclerosis, a Statement  of  the  Problem,  Am.  J. 
Med.  6:60,  1949. 

5.  Hildreth,  E.A.;  Mellinkoff,  S.M.;  Blair, G.W., 
and  Hildreth,  D.M.:  The  Effect  of  Vegetable 
Fat  Ingestion  on  Human  Serum  Cholesterol 
Concentration,  Circulation  3:641  (May)  1951. 

6.  King,  C.G.:  Trends  in  the  Science  of  Food 
and  Its  Relation  to  Life  and  Health,  Nutri- 
tion Rev.  10:1  (Jan.)  1952. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago. .. Members  Throughout  the  United  States 
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<v. . .particularly 

beneficial 

in  the  treatment 

of 

hay  fever”1 


Because  CHLOR -TRIMETON®  maleate, 
chlorprophenpyridamine  maleate,  has  the 
greatest  potency  milligram  for  milligram 
of  any  available  antihistamine,  and 
because  “Chlor-Trimeton  has  a relatively  low 
incidence  of  side  reactions,”2  it  is  a drug 
of  choice  for  hay  fever  patients. 

CM  LOR  - TRIMETON 

maleate 


1.  Silbert,  N.  E. : New  England 
J.  Med.  242:931,  1950. 

2.  Eisenstadt,  W.  S. : Journal 
Lancet  70: 26.  1950. 
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• WHEEL 
CHAIRS 

HOSPITAL 
& PORTABLE 

• INVALID 
WALKERS 

ADULT  & CHILD  SIZE 
OXYGEN  THERAPY  SERVICE 
8-3112  — Phones  — 2-6181 
Phoenix.  Arizona 


ACCIDENT  - HOSPITAL  - SICKNESS 

INSURANCE 


For  Physicians,  Surgeons,  Dentists  Exclusively 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 
Cost  has  never  exceeded  amounts  shown. 

ALSO  HOSPITAL  POLICIES  FOR  MEMBERS,  WIVES 
AND  CHILDREN  AT  SMALL  ADDITIONAL  COST 


85c  out  of  each  $1.00  gross  income 
used  for  members’  benefit 


$4,000,000.00  $18,300,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty  — benefits 
from  the  beginning  day  of  disability. 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

50  years  under  the  same  management 
400  First  National  Bank  Building  Omaha  2,  Nebraska 


PASADENA,  CALIFORNIA 


MEDICAL  STAFF 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Director 
CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.,  Associate  Director 
ETHEL  FANSON,  M.D.  CARLOS  F.  SACASA,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HERBERT  A.  DUNCAN,  M.D. 
KENNETH  P.  NASH,  M.D. 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 


Vol.  9,  No.  5 


Arizona  Medicine 


7 


AMEBIASIS 


To  combat  intestinal  and  extra-intestinal  amebiasis,  found 
in  every  state  of  the  Union: 

|\/|  | L | B I S#  because  of  relative  insolubility,  assures 
high  concentration  in  the  large  intestine,  very  effective 
against  subacute  and  chronic  amebiasis.  Average  adult 
dose:  0.5  Gm.  (1  tablet)  three  times  daily  for  7 to  1 0 days, 
repeated  if  necessary.  Control  acute  dysentery  first  or 
concurrently  with  emetine. 

Supplied  in  0.5  Gm.  tablets,  bottles  of  25. 

AR ALE  N ' Diphosphate  —the  well 

known  antimalarial — induces  complete  clinical  remission 
in  pleuropulmonary  amebiasis1  as  well  as  hepatic  and  other 
forms  of  extra-intestinal  amebiasis.2  3 Average  adult  dose: 

1 Gm.  (4  tablets)  daily  for  2 days,  then  0.5  Gm.  daily 
for  2 to  3 weeks,  which  may  be  combined  with  or 
successive  to  Milibis  therapy  of  intestinal  amebiasis. 

Supplied  in  0.25  Gm.  tablets,  bottles  of  700  and  1000. 


Milibis  and  Aralen,  trademarks  reg.  U.  S.  & 
Canada,  brand  of  bismuth  glycolylarsanilate 
and  chloroquine,  respectively. 

1.  lindsay,  A.  E.,  Gossard,  W.  H.,  and  Chapman, 
J.  S.:  Dis.  Chest,  20:533,  Nov.,  1951. 
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after  all 
the  mildness 
tests, 

CAMEL 

leads  all 
other  brands 
by  BILLIONS! 
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INITIAL  DOSAGE: 

25  mg.  four  times  daily. 
Consult  literature  for  detailed 
dosage  recommendations. 


STEP-WISE  REDUCTION: 

After  moderate  relief  is 
established,  reduce  daily 
dosage  step-wise  every  three 
or  four  days,  to  smallest 
suitable  maintenance  level. 


MAINTENANCE  DOSAGE: 

25  to  50  mg.  daily  has  been 
found  adequate  in  more  than 
50  per  cent  of  a series  of 
patients. 


Conservative  dosage  in  rheumatoid  arthritis 
provides  effective  rcliej  — and  often  may  be 
continued  for  long  periods 

Individualized  dosage,  careful  clinical  observation,  and  simple,’ 
readily  available  laboratory  procedures  (sedimentation  rates, 
urinalyses,  blood  counts,  blood  pressure,  and  frequent  weight 
recordings)  are  adequate  for  the  rehabilitation  and  management 
of  most  patients. 

Cortone  is  the  registered  trade-mark  of  Merck  & Co.,  Inc.  for  its  brand  of 
cortisone.  This  substance  was  first  made  available  to  the  world  by  Merck  research 
and  production. 

Literature  on  request 


Cortove 


MERCK  & CO.,  Inc, 

Manufacturing  Chemists 


MERCK 


ACETATE 

(CORTISONE  Acetate  Merck) 
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The  MF-49,  adaptable  to  all  recognized  diathermy  technics,  is  illus- 
trated here  with  the  contour  applicator.  Air-spaced  electrodes, 
induction  cable,  and  electrodes  for  cuff  technic  can  also  be  used. 
A smooth  current  is  provided  for  minor  electrosurgery. 


Accepted  by  the  A.M.A.  Council  on  Physical  Medicine  and  Re- 
habilitation, the  Federal  Communications  Commission  and  the 
Underwriters  Laboratories* 


The 


ft^MF-49 

" UNIVERSAL  DIATHERMY 


Let  us  send  you  literature,  including  prices.  Just  jot 
down  "MF-49”  on  your  card  or  letterhead,  and  mail 
to  — 


Distributed  in  Arizona  by 


STANDARD  SURGICAL  SUPPLY 

PHOENIX  TUCSON 


710  N.  First  Street 


809  E.  Broadway 
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Now 

another  important  advantage  of  Thiomerin: 


Suitability  for  Home  Administration 


references : 

1.  Journal-Lancet  70:298,  1950. 

2.  Rocky  Mountain  M.  J.  48:99, 
1951. 

3.  Am.  J.  M.  Sc.  218:298,  1949. 

4.  J.M.  Soc.  New  Jersey  48:12, 51. 

5.  Am.  J.  M.  Sc.  219:139,  1950. 

6.  U S.  Armed  Forces  M.  J.  1:332, 
1950. 

7.  Circulation  1:502, 1950. 

8.  Cincinnati  M.  J.  31:137,  1950. 

9.  Southern  M.  J.  44:44,  1951. 

10.  M.  Times  79:83,  1951. 

11.  J.  A.  M.  A.  146:250,  1951. 

12.  Circulation  1:508,  1950. 


The  self-injection  of  the  thionated  mercurial  diuretic,  Thiomerin, 
has  now  become  a well-established  procedure  for  patients  who  have 
congestive  heart  failure,  just  as  the  self-injection  of  insulin  has  long 
been  a well-established  procedure  for  patients  who  have  diabetes. 

Numerous  authorities112  recommend  Thiomerin  for  home  admin- 
istration because  it  is  as  well  tolerated  and  predictable  in  effect 
when  given  subcutaneously,  as  when  given  intramuscularly  and 
intravenously.  The  technique  of  injecting  Thiomerin  Sodium  may 
be  quickly  mastered. 

Consequently,  more  and  more  physicians  are  finding  that  it  is 
often  desirable  to  instruct  the  patient  or  a member  of  his  family  in 
the  use  of  Thiomerin  so  that  injections  between  visits  can  be  made  on 
schedule — according  to  the  dosage  plan  that  best  suits  each  patient. 

A supply  of  printed  instructions  for  patients  will  be  sent  to  the 
physician  on  request. 

THIOMERIN* 

SODIUM 

MERCAPTOMERIN  SODIUM  WYETH 


Council-Accepted  Mercurial  Diuretic  for  Subcutaneous, 
or  Intravenous  Injection 


Intramuscular 


INCORPORATED,  PHILADELPHIA  2,  PA. 
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Take  a PHILIP  MORRIS  and  any  other  cigarette 


1.  Light  up  either  one  first.  Take  a puff  — get  a good  mouthful  of  smoke 
— and  s-l-o-w-l-y  let  the  smoke  come  directly  through  your  nose. 

2.  Now,  do  exactly  the  same  thing  with  the  other  cigarette. 

Tou  will  notice  a distinct  difference  between 

PHILIP  MORRIS  and  any  other  leading  brand. 

Philip  Morris 

Philip  Morris  & Co.  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 


Doctor, 
be  your  own 
judge . . . 
try  this 
simple  test 


With  so  many  claims 
made  in  cigarette  adver- 
tising, you.  Doctor,  no 
doubt  prefer  to  judge  for 
yourself.  So  won't  you 
make  this  simple  test? 


5210 
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Estrogenic  Substances  (water-soluble) 


also  known  as  Conjugated  Estrogens  (equine) 
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LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

2!  fnd^or'and'ou^oor^^mnastics'under  tlw  Vha^^<?fS'a^ athletic  T*  ^'active  surrounding  country. 

3.  A resident  tnedie,,  ,«».  A „r„.  end  OftelSSSS 


CITY  OFFICES: 


Information  and  circulars  upon  request. 

Address:  O.  B.  JENSEN,  M.D. 

Superintendent  and  Medical  Director  San  Francisco  Oakland 

Livermore,  California  450  Sutter  Street  1624  Franklin  Street 

Telephone  313  GArfield  1-5040  GLencourt  1-5988 


SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES. 

• 

PHOENIX  TUCSON  EL  PASO 


asthma  control 
with 

limited  side-action 


Orthoxine  Hydrochloride,  an  antispas- 
modic  and  bronchodilatoi',  was  devel- 
oped by  Upjohn  research  chemists  by 
modifying  the  configuration  of  a sym- 
pathomimetic amine  molecule. 

Such  molecular  structural  change  limits 
the  action  of  Orthoxine  mainly  to  bron- 
chodilatation,  thereby  minimizing  side- 
actions  (vasopressor  and  psychomotor 
stimulation). 

For  more  air,  with  less  trouble,  in  con- 
trolling asthma.  . . 


Orthoxine 

HYDROCHLORIDE 

(BRAND  OF  METHOXYPHENAMINE) 


a product  of 


Bottles  of  100  and  500  tablets 

Orthoxine  Hydrochloride  (100  nig.)  Tablets  con- 

melhylamine  hydrochloride  — a bronchodilator 
and  antispasmodic. 

* Trademark,  Reg.  U.S.  Pat.  Off. 


Upjohn 


Research  for  medicine  . . . produced  with  care  . . . designed  for  health 


THE  UPJOHN  COMPANY.  KALAMAZOO.  MICHIGAN 
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in  urinary  tract  infections: 

“Terramycin  was  selected  [for  67  patients]  in 
preference  to  other  broad-spectrum  antibiotics  in  i 
of  high  urinary  excretion  rate  following  small  oral 
doses  of  the  antibiotic.”  Post-operative  pyuria  was 
significantly  reduced  after  44  major  gynecological 
operations,  and  various  other  genito-urinary 
complications  responded  equally  well. 

Blahey,  l\  R.:  Canad.  M. A.].  66:151  (Feb.) 


ANTIBIOTIC  DIVISION 
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niycin  is  also  indicated  in  a wide  range  of 


C 


& 
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Gbam-positive  Bacterial  Infections 

Lobar  pneumonia  • Mixed  bacterial  pneumonias 
Bacteremia  and  septicemia 
Acute  follicular  tonsillitis 
Septic  sore  throat  • Pharyngitis 
Acute  and  chronic  otitis  media 
Acute  bronchitis  • Laryngotracheitis 
Tracheobronchitis  • Sinusitis 
Chronic  bronchiectasis 
Pulmonary  infections  associated 
with  pancreatic  insufficiency 
Scarlet  fever  • Urinary  tract  infections 
Acute  and  subacute  purulent  conjunctivitis 
Acute  catarrhal  conjunctivitis 
Chronic  blepharoconjunctivitis 
not  involving  the  meibomian  gland 
Abscesses  • Cellulitis 
Furunculosis  • Impetigo 
Infections  secondary  to  Acne  vulgaris 
Erysipelas  • Peritonitis 


ble  as 
SOLES 
UR 

L DROPS 
RAVENOUS 

ITHALMIC 

TMENT 

ITHALMIC 

■UTION 


Gram-negative  Bacterial  Infections 
Gonorrhea  • Brucellosis 
Bacteremia  and  septicemia 
Friedldnder’s  pneumonia 
Mixed  bacterial  pneumonias 
Pertussis  • Diffuse  bronchopneumonia 
Post-partum  endometritis  • Granuloma  inguinale 
Dysentery  • Urinary  tract  infections 
Respiratory  tract  infections 
Cellulitis  • Peritonitis  • Tularemia 

Spirochetal  Infections 

Syphilis  • Yaws  • Vincent’s  infection 

Rickettsial  Infections 

Epidemic  typhus  • Murine  typhus 
Scrub  typhus  • Rickettsialpox 
Q fever  • Rocky  Mountain  spotted  fever 

Viral  Infections 

Primary  atypical  pneumonia  ( virus  pneumonia) 
Lymphogranuloma  venereum  • Trachoma 

Protozoal  Infections 
Amebiasis 


5.  PFIZER  & CO.,  INC.,  Brooklyn  6.N.Y. 


citrus] is  a good 


ANORETIC 

agent 

When  taken  about  half  an  hour  before 
meals,  orange  or  grapefruit  juice  is  highly 
effective  in  helping  overweight  patients 
to  adhere  to  their  reducing  regimens. 
Citrus  has  “very  definite  advantages”* 
as  an  appetite  appeaser.  It  helps  to 
reduce  the  demand  for  high  caloric 
foods,  and  supplies  readily  utilizable 
carbohydrates  to  combat  hypoglycemia. 
It  is  economically  available  in  homes 
\ or  restaurants.  And,  of  no  small 
consideration,  most  everyone  likes 
\ orange  or  grapefruit  juice. 

/ - Postgrad.  Med.  9:106.  1951. 

FLORIDA  CITRUS  COMMISSION  • L A K E L A N D.  F LO  R I D A 


FLORID 


RANGES  • GRAPEFRUIT  • TANGERINES 


BROKEN  LINE 


CHART  OF  WEIGHT  LOSS 
-OBSERVED  LOSS  • SOLID  LINE-F 


tEDICTED  LOSS 


c 


Vol  9,  No.  5 


Arizona  Medicine 


19 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 


20 


Arizona  Medicine 


May,  1952 


yet  as  acceptable  to  the  patient 
as  a tasty  milk  shake 

When  the  protein  intake  must  be  increased  beyond  the  amount  an  accept- 
able diet  can  supply,  H P.  S proves  especially  valuable.  Providing  60% 

protein,  1.5%  fat,  and  27%  carbohydrate,  it  makes  a delightful  beverage  with 
water  or  milk,  readily  acceptable  to  the  patient  even  when  anorexia  prevails. 

Prepared  with  water  according  to  directions  (6oz.  water,  VA  oz.  H P.  S.^» fy), 
three  servings  daily  furnish  77  Gm.  of  biologically  complete  protein.  When 
skim  milk  or  whole  milk  is  used  instead  of  water,  three  servings  provide  96 
Gm.  or  95  Gm.  of  protein  respectively. 

H.  P S.  gix fy  is  processed  from  milk  protein  concentrate,  soy  protein,  whole 
egg  powder,  powdered  sugar  and  flavoring.  Its  proteins  are  intact;  hence  it  is 
not  burdened  by  objectionable  odor.  Valuable  for  use  when  whole  protein  can 
be  utilized,  H P S.  yyixty  may  be  indicated  in  the  dietary  management  of  under- 
nutrition, peptic  ulcer,  hepatitis,  chronic  diarrheal  states,  pregnancy  and 
lactation,  and  following  burns  and  other  injuries  which  raise  the  protein  needs. 
Caloric  equivalent,  3.6  per  Gm.,  102  per  ounce. 

SMITH-DORSEY  • Lincoln,  Nobrosko  a Division  of  the  wander  company 


H.P.S. 


H.P.S.  ^*4. 

supplied  in  1 lb. 
and  4 lb.  tins. 


^j^PROTEiN  SUPPLER] 


PRE  PA  RATION 
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Migraine  In  Children 

"Migraine  may  appear  during  the  first  years  of  life. 
The  presence  of  subjective  signs,  such  as  headache 
and  flimmer  scotoma,  is  often  difficult  to  determine 
in  young  children.  The  true  nature  of  the  symp- 
toms frequently  remains  obscure  for  years.” 

Vahlquist,  B.  and  Hackzell,  G.:  Acta 
Paediatrica  38:  622  (1949). 


& 

* 

»v 

** 

A* 

/• 

31 

89 

23  (S 

3 yrs. 
(mean) 

3 out 
of  31 

2V2  hrs. 

severe 
in  all 
cases 

TABLE  CONT’D 


<$■  ii 

II 

|l  18  out 
31  j,  Of  31 

II 

31  out 
of  31 

12  out 
Of  31 

6 out 
Of  31 

20  out 
Of  31 

(reference  given  above) 

In  a study  of  400  adult  migraine  patients,  it  was 
revealed  that  34%  had  suffered  attacks  before  the 
age  of  15.*  These  investigators  concluded  that 
childhood  migraine  was  a much  greater  clinical 
problem  than  was  previously  believed  and  that 
psychodynamic  mechanisms  played  an  important 
part  in  the  disease. 

These  criteria  are  useful  in  diagnosis: 

Headache  attacks  with  symptom-free  intervals 
plus  (at  least  two  of  the  following)  nausea, 
scintillating  scotoma,  hemicrania,  and  heredi- 
tary predisposition. 

For  symptomatic  relief  in  these  cases,  Cafer- 
got®, N.N.R.  (ergotamine  with  caffeine) 
may  be  administered  orally.  For  best  results, 
give  adequate  dosage  promptly. 

For  children  within  the  age  range  7 to  12  years — 
Cafergot®  is  administered,  one  tablet  when  the  at- 
tack appears  imminent  followed  by  one  additional 
tablet  within  30  minutes.  Not  more  than  two 
Cafergot  tablets  should  be  administered  to  children 
within  this  age  range. 

In  the  adolescent  age  group,  12  to  18  years  of  age, 
the  dosage  may  gradually  be  increased  as  necessary 
up  to  the  usual  adult  dose,  i.e.,  two  tablets  when 
the  attack  appears  imminent  followed  by  one  tab- 
let doses  at  half  hour  intervals  until  the  attack  is 
aborted.  (Total  maximum  dose  for  adults:  six  tab- 
lets jor  each  attack.) 

•Katz,  J.,  Friedman,  A.P.,  and  Gisolfi,  A.:  New  York 
State  I J.  Med.  SO:  2269  (Oct.)  1950. 


Sandoz  ^Pharmaceuticals 

DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
68  CHARLTON  STREET,  NEW  YORK  14,  N.  Y. 


Serving  the  Laboratories  of  Arizona 
Clinical  — Industrial  — Schools 

PROMPT 

ACCURATE 

SERVICE 

Clico  Laboratory  and  X-Ray  Supplies 

Equipment  — Chemicals  — Reagents  — Supplies 
335  W.  McDowell  Road  Phone  2-5413 

Phoenix,  Arizona 


■£r 

A constantly  reliable  bottled  water  . . . 
Pure  . . . Fresh  . . . Naturally  Soft 
Untreated  . . . Sterilized  Equipment 
Delivered.  Also  Distilled  Water. 

☆ 

PHONE  2-4645 

☆ 

RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 


wA* 
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with  minimal  side  effects 


Pyribenzamine  (brand  of  tripelennamine)  hydrochloride 


Gba 


Summit,  N.J. 


2/1728M 
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PRIMARY  MEGACOLON 

THOMAS  H.  BATE,  M.  D. 
Phoenix,  Arizona 


Megacolon  has  been  recognized  as  a clinical 
entity  for  over  a hundred  years.  The  literature 
on  this  subject  is  voluminous,  much  of  it  con- 
troversial. In  spite  of  a large  literature,  pri- 
mary megacolon  is  still  a rather  rare  disease. 
One-quarter  of  the  cases  develop  before  the 
age  of  five.  It  is  three  times  more  common  in 
males  than  in  females.  The  first  report  of  pri- 
mary megacolon  is  credited  to  Perry  (29)  in 
1925.  The  second  report  was  made  by  Bil- 
lard(  ) in  1829.  The  disease  is  attached  to 
Hirschsprung’s  ( 18)  name  who  described  this 
condition  in  1888.  His  report  consisted  of  two 
cases.  The  first  child  died  of  a progressive 
cachexia  at  the  age  of  eleven  months,  and  the 
second  one  at  the  age  of  seven  months  with 
multiple  ulcerations  of  the  colon.  Hirschsprung 
(19)  later  added  two  additional  cases.  Bockus 
(8)  defines  primary  megacolon  as  a great  dila- 
tation, elongation  from  hypertrophy  of  the  sig- 
moid colon,  involving  at  times  the  entire  colon 
and  rectum,  associated  with  a retention  of  an 
enormous  amount  of  feces  and  an  absent  defeca- 
tion reflex,  due  to  a neuro-muscular  derange- 
ment of  the  colonic  function,  usually  congenital 
in  origin.  Since  the  original  description  of  this 
disease,  nearly  every  known  cause  of  colonic 
malfunction  has  been  postulated  as  being  the 
etiological  factor  of  this  disease.  The  following 
outline,  which  is  modified  after  Bockus  (8), 
presents  the  most  widely  accepted  causes  of  pri- 
mary megacolon. 


ETIOLOGY  OF  PRIMARY  MEGACOLON 
MECHANICAL  CAUSES  (USUALLY 
DEVELOPMENTAL) 

1.  Extreme  mobility  of  sigmoid  (mesosigmoid 
too  long)  resultin  torsion.  (Barth) 

Increased  length  of  colon,  particularly  of  sig- 
moid loop.  (Marfan) 

2.  Mucosa  of  sigmoid  thrown  into  valve-like 
folds  as  a result  of  redundancy.  (Perthes, 
Roser ) 

3.  Kinking,  angulation,  or  adhesions  at  rectosig- 
moid. (Treves) 

4.  Over-development  of  sphincteric  structure  at 
rectosigmoid,  or  spasm  of  sphincter  at  the 
rectosigmoid.  ( Goebel ) 

5.  Aplasia  of  musculature  of  rectosigmoid.  Con- 
cetti) 

6.  Drag  of  a sigmoid  overloaded  with  meconium 
acting  as  a valve. 

7.  Partial  atresia  of  anal  canal,  rectum,  or  sig- 
moid. 

8.  Spasm  of  anal  sphincter  due  to  fissure,  ulcer, 
or  other  cause.  (Fenwick,  Kastner,  Bensaude, 
Hurst ) 

INFLAMMATORY  CAUSES 

1.  Infective  or  inflammatory  process  involving 
the  colon  primarily.  (Walker  and  Griffiths) 
DERANGED  NERVOUS  MECHANISM 

1.  Abnormality  in  sympathetic  innervation  of 
longitudinal  muscle  fibers  of  colon.  (Formad) 

2.  Neuromuscular  segmental  defect  in  colon  or 
paraysis  of  a gut  segment.  (Hawkins) 

3.  Hyperactivity  of  sympathetic  innervation  of 
distal  colon,  relief  by  lumbar  sympathetic, 
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ramisectomy.  (Wade  and  Royal) 

4.  Hypoactivity  of  sacral  parasympathetic  in- 
nervation to  distal  colon. 

a.  Anal  achalasia  (Hurst,  Wade,  Lehmann, 
Gask,  Ross  and  Fraser) 

b.  Achalasia  of  musculature  at  rectosigmoid. 
( Martin  and  Burden ) 

c.  Degenerative  changes  in  Auerbach’s  plex- 
us-(Cameron  and  Kernohan) 

d.  Disease  of  sacral  autonomic  fibers  (Ishi- 
kawa ) . 

e.  Vitamin  Bi  deficiency  as  cause  of  achalasia 
(Etzel). 

f.  Lack  of  propulsive  motility  of  distal  colon. 

g.  Abnormality  in  form  or  numbers  of  cells 
of  myenteric  plexia  (Dalla  Valle,  Robert- 
son and  Kernoian,  Tiffin  Chandler  and 
Faber,  Zuelzer  and  Wilson). 

During  recent  years  the  students  of  this  dis- 
ease have  suggested  theories  that  some  type  of 
deficiency  of  the  nerve  supply  of  the  bowel  is 
responsible  for  primary  megacolon.  ( 10,30,38,43 ) . 
These  theories  are  supported  by  adequate  micro- 
scopic pathological  findings.  Beginning  with  the 
work  of  Dalla  Valle  (10)  in  1920,  and  supported 
by  the  findings  of  other  workers,  the  myenteric 
plexuses  have  been  found  to  be  at  fault.  In 
many  cases  there  has  been  an  agenesia  and  in 
others  there  is  a marked  diminution  in  the  num- 
ber of  ganglion  cells  of  the  myenteric  plexuses. 
In  the  normal  colon  the  myenteric  plexus  forms 
a fairly  continuous  sheet  between  the  two  layers 
of  muscle.  The  area  of  dyskinesia  in  the  myen- 
teric plexus  is  almost  absent.  In  two  of  our 
cases  no  myenteric  plexuses  occurred  in  the  area 
of  dyskinesia.  In  the  photomicrographs  accom- 
panying the  article,  Figure  Number  One  shows 
the  presence  of  myenteric  plexus  This  section 
was  removed  about  12  cm.  above  the  dyskinetic 
section.  Myenteric  plexuses  are  present  in  this 
slide.  The  second  slide,  Figure  Number  Two, 
taken  at  the  area  of  dyskinesia  shows  a complete 
absence  of  nerve  or  myenteric  plexus  cells.  The 
myenteric  plexuses,  or  the  plexuses  of  Auerbach 
and  Miessner,  are  the  terminal  ganglia  of  the 
sympathetic  nervous  system.  Sympathetic  gang- 
lia  ( 2 ) arrive  from  sells  of  the  ganglion  crest  and 
the  neural  tube,  which  at  10  mm.  migrate  distally 
along  the  nerve  roots  and  accumulate  in  the 
masses  of  the  dorsal  lateral  to  the  aorta.  In  the 
region  of  the  trunk  these  paired  segmental  clus- 
ters unite  from  segment  to  segment  to  form  a 


FIGURE  1 A. 

X 1000.  Showing  myenteric  plexus  f'bers  normal  in  structure 
and  amount  taken  12  cm.  above  area  of  dyskinesia. 


FIGURE  1 B. 

X 1000.  Taken  through  area  of  dyskinesia  of  same  case 
shows  an  absence  of  all  nerve  elements. 
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longitudinal  cord  and  are  converted  into  nerve 
fibers,  thereafter  linking  the  ganglia  in  a com- 
missural manner.  The  resultant  ganglionated 
cords  are  the  sympathetic  trunks.  In  addition  to 
the  primary  gangia  of  the  paired  sympathetic 
trunks,  there  are  other  more  peripheral  ones, 
known  as  collateral  ganglia  belonging  to  the 
great  prevertebral  plexuses  such  as  the  cardiac, 
coeliac  and  hypogastric.  Still  further  distally  are 
the  terminal  ganglia  located  near  or  even  within 
the  structures  they  innervate.  This  is  the  group 
that  includes  the  coeliac  and  the  cardiac  ganglia 
as  well  as  the  ganglion  masses  of  the  myenteric 
and  submucous  plexuses.  It  is  readily  seen  many 
areas  exist  where  arrest  or  maldevelopment  of 
the  plexuses  may  occur.  The  pathological  phy- 
siology of  primary  megacolon  was  demonstrated 
very  adequately  by  Swenson  (37),  Rhinelander 
and  Diamond,  by  the  use  of  ink-writing  kine- 
matographs  with  ballons  on  the  ends  of  their 
catheters.  These  workers  demonstrated  that  the 
propulsive  effort  in  the  recto-sigmoid  area,  or 
the  area  of  dyskinesia,  was  flat  or  absent  com- 
pared to  the  descending  or  transverse  colon  in 
patients  suffering  with  primary  megacolon.  In 
their  control  cases,  children  who  had  colostomies 
for  other  various  reasons  exclusive  of  megacolon, 
the  peristalic  propulsive  effort  was  seen  in  all 
three  areas  studied. 

Severe  constipation  and  obstipation  are  the 
presenting  complaints.  Distention,  audible  and 
visible  peristalsis,  cramps  and  vomiting  occur  in 
varying  degrees.  Large  fecal  impactions  are 
frequently  present  in  the  left  side  of  the  colon, 
whereas  the  rectal  ampulla  always  remains 
empty.  Hirschsprung  ( 18)  commented  specific- 
ally on  this  finging  in  his  paper.  The  signs  and 
symptoms  of  primary  megacolon  are  those  which 
ordinarily  follow  low,  chronic,  partial  colonic  ob- 
struction. If  the  patient  presents  a pot-belly 
statue,  a diagnosis  of  this  disease  is  usually  estab- 
lished by  means  of  x-ray  study.  However,  a 
special  technique  ( 36 ) must  be  used.  The  tech- 
nique recommended  consists  of  a slow  instilla- 
tion of  barium  enema  under  fluoroscopic  obser- 
vation until  the  lowest  portion  of  the  dilated 
bowel  can  be  seen.  The  flow  of  barium  is  then 
stopped  and  the  bowel  manipulated  through  the 
abdominal  wall  with  the  patient  under  the  fluor- 
oscope.  The  area  of  spasm  can  then  be  demon- 
strated without  being  obscurred  by  the  over- 
lying  filled  and  dilated  sigmoid.  By  this  method 


the  picture  of  a functional  obstruction  produced 
by  dyskinesia  of  the  rectum  or  recto-sigmoid  can 
usually  be  seen.  The  barium  must  be  allowed 
to  enter  slowly  and  in  small  quantities.  It  is 
essential  to  examine  the  patient  in  the  oblique 
projection  because  if  this  is  not  done  the  appear- 
ance produced  is  that  which  is  so  familiar  in 
much  of  the  literature,  a colon  which  appears 
dilated  to  the  anus.  However,  with  the  oblique 
projection  a portion  of  the  rectum  or  the  recto- 
sigmoid up  to  10  cm.  in  length  can  be  visualized 
and  is  consistently  less  than  normal  in  character. 
Contour  is  frequently  irregular  and  often  tur- 
bulent and  purposeless  peristalic  activity  may  be 
seen.  Occasionally  there  may  be  reversed  peris- 
talsis so  that  the  barium  may  be  carried  sep- 
halad  into  the  sigmoid,  but  more  frequently 
no  peristalic  activity  can  be  seen. 

As  in  all  controversial  subjects  there  is  a con- 
siderable difference  of  opinion  as  to  the  treat- 
ment of  primary  megacolon.  The  methods  of 
therapy  employed  at  the  present  time  may  be 
divided  into  three  groupings:  (1)  Attempt  sto 
control  the  disease  by  medical  management; 
( 20,  22,  24 ) . ( 2 ) Surgical  treatment  consisting 
of  resection  of  all  or  parts  of  the  dilated  and 
hypertrophied  colon;  (4,  7,  9,  12,  13,  16,  17,  23, 
26,  35,  36,  37).  (3)  Section  of  the  sympathetic 

pathways  to  all  or  part  of  the  colon.  (1,  5,  14, 
28,  32,  33).  The  medical  treatment  consists  of 
special  diets,  laxatives  and  enemas,  and  various 
drugs  that  influence  intestinal  motility.  Success 
has  been  reported  with  such  drugs  as  Mecholyl 
Bromide,  which  tends  to  increase  intestinal 
peristalsis.  Equally  good  reports  have  been  re- 
ported with  Syntropan.  These  drugs  presum- 
ably have  opposite  effects;  the  former  being  a 
parasympathomimetic  and  the  latter  a parasym- 
pathetic depressant  drug.  Mild  cases  of  pri- 
mary megacolon  may  be  controlled  medically 
for  a long  period  of  time,  but  in  a severe  form 
these  measures  always  fail.  The  method  of  sur- 
gical management  has  been  stated  above  con- 
sists of  the  resection  of  all  of  the  dilated  and 
hypertrophied  bowel  or  parts  thereof.  This  pro- 
cedure is  based  on  the  theory  that  the  seat  of 
the  disease  is  the  enlarged  portion  of  the  colon. 
Resection  in  these  cases  is  always  followed  by  a 
recurrence  proximal  to  the  line  of  resection.  A 
total  colectomy  with  an  ileo-sigmoidostomy  is 
advocated  by  many  surgeons,  even  though  only 
a portion  of  the  colon  seems  to  be  involved. 
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However,  after  the  removal  of  the  entire  colon, 
the  ileum  has  been  seen  to  undergo  dilatation 
and  a hypertrophy  with  a recurrence  of  the 
symptoms.  The  other  surgical  approach  to  the 
treatment  of  primary  megacolon  is  a treatment 
of  surgical  interruption  of  the  parasympathetic 
pathways  to  all  or  part  of  the  colon.  This  ap- 
proach is  originally  described  by  Wade  and 
Royal  (40).  Scott  and  Morton  (32)  in  1930 
describe  dthe  effect  of  spinal  anesthesia  on  pa- 
tients with  megacolon.  Many  workers  believe 
that  evacuation  following  the  use  of  spinal  anes- 
thesia is  an  indication  for  lumbar  sympathec- 
tomy (31).  It  is  obvious  however,  that  a sym- 
pathectomy does  not  reproduce  a physiological 
effect  of  spinal  anesthesia.  Unilateral  or  bilateral 
lumbar  sympathectomy,  presacral,  periaortic  and 
inferior  mesenteric  chain  resections  have  all  been 
tried  combined  with  splanchnicectomy.  The 
follow  up  on  these  cases  in  which  this  type  of 
operation  has  been  used  has  demonstrated  that 
the  results  are  far  from  satisfactory.  In  1948 
Swenson  (35)  and  his  co-workers  presented  evi- 
dence supporting  their  contention  that  primary 
megacolon  was  due  to  the  malfunction  of  the 
rectal  sigmoid  that  results  in  partial  colonic  ob- 
struction. This  obstruction  accounts  for  the 
dilatation  and  hypertrophy  of  the  colon  which 
retains  its  peristalic  function.  Swenson  and  Bill 
(35)  devised  an  operation  which  has  been  used 
by  them  some  35  times  with  a high  degree  of 
success.  The  technique  is  here  described: 
TECHNIQUE  OF  THE  PULL-THROUGH 
OPERATION 

The  first  part  of  the  operation  is  performed 
the  same  as  the  combined  abdominal  perineal 
resection.  The  sigmoid  and  rectum  are  freed 
from  all  attachments  in  the  pelvis  down  to  the 
levator  ani  muscle.  The  bowel  is  then  divided 
proximal  to  the  abnormal  portion  and  both  ends 
are  closed  with  a continuous  catgut  suture.  The 
distal  end  is  then  pulled  out  through  the  anus. 
The  mucosal  surface  which  is  now  presenting 
and  the  peritoneum  are  then  carefully  scrubbed 
and  prepared  with  mercresin  scrubs.  Drapes  are 
placed  and  the  bowel  is  opened  transversally 
2%  cm.  from  the  anal  skin  margin  and  the  proxi- 
may  bowel  is  then  pulled  down  through  this 
opening.  The  anastomosis  is  made,  using  first  a 
row  of  black  cotton  Lembert  sutures  through  the 
muscular  coats  of  the  two  segments  of  the 
bowel.  Up  to  this  point  the  procedure  has  been 


relatively  aseptic.  The  proximal  bowel  is  then 
opened  and  the  mucosa  of  the  two  ends  are 
approximated  with  continuous  chromic  catgut 
suture.  The  anastomosed  bowel  is  then  pushed 
back  through  the  anus  and  the  suture  line  as- 
sumes a position  of  about  2%  cm.  above  the  anal 
skin  margin.  The  abdomen  is  then  closed  in 
layers. 

Figure  Number  Two  illustrates  the  various 
steps  in  the  pull-through  operation. 

Swenson  (37)  reported  the  use  of  this  tech- 
nique in  34  patients,  with  one  post-operative 
death  and  what  appears  to  be  a complete  cure 
in  the  remaining  33  patients. 

Our  series  consists  of  only  9 cases  and  reflect 
the  results  of  Swenson’s  (37)  work.  It  is  true 
that  the  oldest  case  is  four  years  post-operative 
and  the  balance  less,  perhaps  too  soon  to  ac- 
curately evaluate  the  results.  However,  these 
children  seem  to  be  normal. 


FIGURE.  2.  Essential  Steps  of  Pull-Through  Operation. 

A.  Bowel  is  delivered  and  clamps  applied  well  above  area  of 
dyskinesia. 
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B.  Bowel  transected  for  emptying  of  impacted  contents. 


D.  The  distal  segment  is  drawn  through  the  anus.  The  mucous 
membrane  is  now  on  the  outer  surface  of  the  bowel. 


C.  Distal  and  proximal  ends  closed  with  sutures.  Note  the  dif- 
ference in  size.  The  smaller  end  represents  the  area  of  E.  The  distal  segment  is  being  opened, 
dyskinesia. 
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H.  Anastomotic  line  being  replaced  in  anus. 
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F.  The  proximal  segment  is  being  drawn  through  the  opening 
in  the  distal  segment. 


G.  Anastomosis  is  completed.  Patency  being  checked. 
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HYPERVITAMINOSIS  A 
Study  Of  An  Unusual  Case 

ARNOLD  L.  KANE,  M.D. 
Phoenix, 


Increasing  attention  is  now  being  paid  to  the 
syndrome  of  hypervitaminosis  A,  which  was 
first  described  clinically  in  1944.  ( 1 ) The  follow- 
ing case  is  reported  because  it  differs  in  a num- 
ber of  aspects  from  any  case  previously  des- 
cribed in  the  literature,  and  will  contribute  more 
information  on  the  varying  clinical  facets  which 
this  syndrome  may  present. 

REPORT  OF  A CASE 

N.  S.,  an  8 year  old  white  male,  was  first  seen 
on  March  25,  1950,  for  a routine  check-up.  It 
was  felt  that  the  patient  had  endured  more  than 
a normal  number  of  upper  respiratory  infections. 
His  past  history  was  not  remarkable. 

Examination  at  that  time  was  essentially  nor- 
mal except  for  hypertrophied  tonsils.  The  pa- 
tients was  referred  to  an  otolaryngologist,  and  a 
tonsillectomy  performed  in  April,  1950.  Re- 
covery was  uneventful. 

The  patient  was  next  seen  on  July  28,  1951, 
at  which  time  the  presenting  complaints  were 
pains  in  the  calves  and  thighs,  and  a mild  skin 
rash  of  one  month’s  duration.  The  leg  pains 
had  actually  been  present  since  infancy  and  oc- 
curred mostly  after  arduous  exercise,  or  at  night 
when  the  boy  first  laid  down  before  going  to 
sleep.  They  seemed  to  have  increased  in  fre- 
quency in  recent  months.  The  skin  rash  con- 
sisted of  scattered,  discrete,  macular  lesions  on 
the  face,  neck,  and  interscapular  area  which  were 
quite  pruritic. 

Physical  examination  at  this  time  was  not 
remarkable  except  for:  (1)  the  skin  lesions  as 
described  above  which  were  excoriated;  (2)  a 
faint  aortic  systotic  murmur  heard  only  in  the 
upright  potion  and  more  prominently  on  ex- 
piration; (3)  a palpable  non-tender  liver  dis- 
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tinctly  enlarged  2 finger  breadths  below  the 
right  costal  margin.  The  hepatomegaly  had  not 
been  present  in  March,  1950. 

The  child’s  mother,  a registered  nurse,  was 
questioned  concerning  the  boy’s  ingestion  of 
medication.  He  had  received  ten  drops  of 
01eumpercomorph(R)  daily  until  the  age  of  one 
year,  then  1 teaspoon  of  Homicebrin<R>  daily 
until  4 years  of  age,  and  one  Vigraine(R)  capsule 
daily  until  one  year  previously.  At  this  time  his 
mother  decided  that  he  needed  more  vitamins, 
and  on  her  own  initiative  commenced  adminis- 
tering Theragran(R)  capsules  twice  daily.  If  he 
seems  a bit  more  listless  than  usual,  he  would 
receive  one  or  two  additional  Theragran<R)  cap- 
sules that  day.  Each  Theragran<R>  capusule  con- 
tains 25,000  units  of  Vitamin  A;  thus  50,000  to 
100,000  units  of  Vitamin  A were  administered 
daily  for  a period  of  one  year.  In  addition  the 
boy  consumed  quite  a bit  of  milk,  butter  and 
green  or  yellow  vegetables. 

Radiological  examination  of  the  pelvis,  fore- 
arm, femurs,  tibiae,  and  fibulae  were  normal. 

Laboratory  Data:  On  August  3rd  the  red 
blood  count  was  4.5  millions  per  cubic  millimeter 
the  hemoglobin  was  11.5  gm.  %;  the  white  blood 
count  was  6,000  per  cu.  m.m.,  differential  count 
was  segmenters  31%,  lymphoctyes  65%,  mono- 
cytes 2%,  and  eosinophiles  2%;  the  Urinalysis 
was  normal. 

Liver  profile  studies  were  performed  on  Aug- 
ust 2nd,  3rd,  and  6th  showing  the  following 
results:  the  bromsulfalein  test,  no  dye  was 
retained;  the  cephalin  flocculation  was  0,  and 
1 plus  in  48  hours  (within  normal  limits  for  this 
laboratory);  the  thymol  turbidity  showed  1.2 
units;  the  prothrombin  time  was  15  seconds  and 
100%  of  normal;  the  Wintrobe  sedimentation 
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rate  was  8 mm.  in  1 hour;  a direct  Vanden- 
bergh  was  negative;  the  indirect  Vandenbergh 
—0.1  mg.  bilirubin/ lOOcc;  the  serum  cholesterol 
was  245  mg.  %;  the  total  protein  was  5.61  gm. 
% with  serum  algumin  3.16  gm.  % and  the  serum 
globulin  was  2.45  gm.  %;  the  A/G  Ratio  was 
1.3:1;  the  icterus  index  was  10  units;  and  the 
lipochrome  index  was  5 units. 

Clinical  Course— The  blood  serum  was  carrot- 
colored.  The  Theragran(R)  capsules  were  dis- 
ocntinued  on  August  6th,  and  on  August  11th  a 
fasting  Vitamin  A blood  level  was  124  meg  %.0° 
He  was  then  placed  on  a Vitamin  A-free  and 
low  carotene  diet.  On  August  28th,  a Vitamin 
A toleranc  etest  was  performed.  His  fasting 
Blood  Vitamin  A level  had  by  this  time  fallen  to 
31  meg.  %.  After  a test  dose  of  75,000  units  of 
Vitamin  A acetate  was  administered  by  mouth, 
his  blood  level  at  three  hours  was  57.5  meg  %, 


at  6 hours  80  meg  %,  and  at  9 hours  it  was 
40  meg  %.*** 

On  September  12th,  his  liver  had  receded  in 
size  until  it  was  palpable  only  one  half  finger 
breadth  below  the  costal  margin,  and  the  ex- 
coriated skin  lesions  had  rapidly  disappeared 
without  specific  treatment.  He  was  free  of 
these  lesions  for  the  first  time  in  two  months. 
The  myalgia  of  his  thighs  persisted  unchanged, 
however,  and  probably  has  no  relationship  to 
hypervitaminosis  A. 

COMMENT 

At  the  time  of  preparation  of  this  report  only 
17  cases  had  been  reported  in  American  litera- 
ture to  my  knowledge.  This  case  is  distinctive 
in  a number  of  respects: 

1.  AGE.— All  previous  reported  cases  have  oc- 
curred in  infants  or  young  children  (the  oldest 
being  37  months),  with  the  exception  of  a 44 


Time  (in  hours) 


Fig.  Vitamin  A Tolerance  Curve. 
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year  old  woman  reported  by  Sulzberger  and 
Lazar. (2)  This  is  the  first  instance  reported  in 
an  older  child. 

2.  DOSAGE.— The  daily  dosage  of  Vitamin  A 
administered  in  this  case  is  more  moderate 
than  that  reported  in  most  cases,  probably 
averaging  no  more  than  100,000  units  daily  ( plus 
a moderate  amount  of  ingested  carotenes).  The 
daily  dosage  in  most  other  reports  averaged 
200,000  to  600,000  or  more  units  of  Vitamin  A 
daily. 

3.  SKELETAL  CHANGES.— Like  the  case  of 
Sulzberger  and  Lazar (2)  in  the  adult,  this  boy 
exhibited  no  abnormal  roetgenological  findings. 
This  is  in  contrast  to  the  other  cases,  wherein 
cortical  exostoses  and  periostitis  were  almost 
always  found.  This  is  probably  due  to  the 
fact  that  the  more  mature  stage  of  bone  growth 
in  the  older  child  makes  the  skeleton  less  sus- 
ceptible to  toxis  stimulation  by  excessive  amounts 
of  Vitamin  A than  that  of  an  infant  or  a young 
child.  In  this  respect  an  analogy  might  be 
drawn  to  the  far  less  drastic  skeletal  changes 
seen  in  the  older  child  than  in  the  young  chil- 
dren in  the  hypovitaminoses— scurvy  and  rickets. 
The  more  moderate  Vitamin  A dosage  in  this 
case  might  also  be  a factor. 

4.  CAROTENEMIA.— This  boy  had  both  hy- 
pervitaminosis  A and  moderate  carotenemia.  The 
carotenemia  is  of  no  significance  clinically,  for 
moderate  carotenemia  produces  no  symptoma- 
tology. ( 1 ) Some  of  the  previously  reported 
cases  of  hypervitaminosis  A have  exhibited  caro- 
tenemia, but  a number  have  not. (3) 

5.  HEPATOMEGALY.— As  in  the  majority  of 
cases  which  have  been  reported,  hepatomegaly 
was  a prominent  finding  in  this  case.  This  is 
noteworthy  because  hepatomegaly  was  not  pre- 
sent in  the  adult  case  mentioned  above. (2)  The 
enlarged  liver  rapidly  diminished  in  size  on  re- 
moval of  excessive  ingestion  of  Vitamin  A.  Un- 
fortunately no  biopsy  specimen  of  these  enlarged 
livers  has  ever  been  reported. 

6.  LIVER  FUNCTIONS.— With  widespread 
indiscriminate  use  of  potent  vitamin  prepara- 
tions in  vogue  at  the  present  time,  one  would 
expect  vastly  greater  incidence  of  this  syndrome 
than  would  be  evident  from  the  paucity  of  re- 
ported cases.  The  explanation  for  this  is  two- 
fold: lack  of  recognition  of  many  of  these  cases, 
and  an  individual  intolerance  to  Vitamin  A by 


those  children  who  develop  the  syndrome.  The 
capacity  of  the  liver  to  store  Vitamin  A in  normal 
individuals  in  enormous  and  thus  the  body’s  tol- 
erance to  Vitamin  A is  great.  It  is  thought, 
however,  that  the  Vitamin  A hepatic  storage 
mechanism  in  these  individuals  is  impaired.  This 
is  aptly  illustrated  by  the  brother  of  this  patient, 
6 years  of  age,  who  ngested  the  same  dosage  of 
Theragran(R>  capsules  over  the  same  length  of 
time,  and  yet  failed  to  develop  hepatomegaly 
or  any  signs  of  hypervitaminosis  A. 

Nevertheless,  in  this  case,  as  in  all  others 
previously  reported  in  which  the  liver  studies 
have  been  performed,  no  consistent  damage  to 
any  specific  hepatic  function  has  been  demon- 
strated. )3)  Sulzberger  and  Lazar(2)  postul- 
ated hypoprothrombinemia  in  their  adult  case, 
but  did  not  report  a prothrombin  determina- 
tion. In  this  case  the  prothrombin  time  was 
normal. 

It  has  been  suggested  that  impairment  of  the 
hepatic  Vitamin  A storage  mechanism  may  be 
demonstrated  by  performing  a Vitamin  A toler- 
ance test.  The  Vitamin  A tolerance  curve  per- 
formed on  this  patient  shows  considerable  ele- 
vation. Only  two  reports  of  Vitamin  A toler- 
ance tests  have  previously  been  presented  on 
these  patients. (3)  In  one  instance  the  curve 
was  normal,  and  in  the  other  elevated. 

SUMMARY 

1.  A case  of  hypervitaminosis  A is  reported, 
the  first  such  instance  recorded  in  an  older 
child.  The  toxicity  in  this  case  is  apparently 
milder  than  in  others  presented. 

2.  The  outstanding  features  in  this  case  were 
hepatomegaly  and  a discrete  excoriated  macular 
skin  rash.  It  is  urged  that  hypervitaminosis  A 
be  considered  in  the  differential  diagnosis  of 
hetatomegaly. 

3.  A discussion  of  distinctive  features  of  this 
case,  particularly  relative  to  hepatic  function, 
is  presented. 

832  N.  7th  Avenue  — Phoenix,  Arizona 

“Valuable  assistance  in  establishing  the  diagnosis  was  ren- 
dered by  T.  R.  Gregory,  M.D. 

““Vitamin  A blood  levels  were  performed  by  Laboratories  of 
Harold  Wood,  M.D.  and  Good  Samaritan  Hospital,  Phoenix, 
Arizona. 

“““The  Vitamin  A determinations  were  performed  according 
to  the  method  of  Dann  and  Evelynn.  The  normal  range  for 
this  method  is  15-60  mcg%. 
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PHYSIOLOGY  OF  MENSTRUATION 

ROBERT  W.  LEMIRE,  M.D. 

Tucson,  Arizona 


Menstruation  is  the  termination  of  a sexual 
cycle  in  which  ovulation  is  the  key  point. 
Throughout  the  animal  kingdom  there  are  im- 
potant  species  differences  in  the  mechanism  of 
the  sexual  cycle.  Some  species  ovulate  only 
upon  sexual  intercourse.  In  these  species  a ner- 
vous stimulus  from  the  vagina  and  cervix  must 
apparently  reach  the  pituitary  to  elicit  the  gona- 
dotrophic discharge  which  is  essential  to  ovula- 
tion and  corpus  luteum  formation.  In  other 
mammals  with  a seasonal  estrus,  such  as,  bats, 
climatic  conditions  (especially  length  and  in- 


tensity of  light)  presumably  play  a correspond- 
ing role.  In  animals  with  a spontaneous  sexual 
cycle,  and  these  include  the  majority  of  mam- 
mals, including  man,  the  regulation  of  the 
cyclicity  appears  to  be  dependent  upon  the 
interactions  of  the  pituitary  and  the  ovaries 
with  their  specific  hormones. 

It  is  with  this  last  group  that  we  are  con- 
cerned; and,  of  these  only  a few  of  the  mam- 
mals undergo  menstruation.  This  phenomenon 
is  limited  to  the  human  and  a few  sub-human 
primates. 
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One  can  define  mentruation  as  the  break- 
down and  shedding  of  an  endometrium.  This 
is  characterized  by  bleeding  from  the  resulting 
wound  surface.  It  is  normally  due  to  the  with- 
drawal of  ovarian  hormones  from  the  organism 
of  a female  whose  endometrium  has  been  first 
developed  by  estrogen  and  then  acted  upon  by 
progesterone. 

There  are  two  endocrine  glands  and  five  hor- 
mones which  control  the  sexual  cycle.  The 
pituitary  gland  produces  three  hormones  which 
are  designated  as:  Follicle  Stmulating  Hormone 
(FSH)  or  (Prolan  A);  and  Luteinizing  Hormone 
(LH)  or  (Prolan  B);  and  Luteotrophin. 

The  first  of  these  hormones  FSH  acts  upon 
the  ovaries— specifically,  upon  the  theca  interna 
cells  of  the  developing  Graafian  follicle.  The 
second  one,  LH,  acts  upon  the  ruptured  Graaf- 
ian follicle  and  causes  the  development  of  the 
lutein  cells  of  the  corpus  luteum  from  the  pre- 
vious theca  interna  cells  of  the  Graafian  fol- 
licle. Luteotrophin  the  third  hormone  from 
the  pituitary  may  play  a role  in  the  maintenance 
of  the  corpus  luteum. 

The  ovaries  produce  two  hormones.  The 
theca  interna  cells  of  the  Graafian  follicle  pro- 
duce estrogen;  and,  the  converted  lutein  cells 
of  the  corpus  luteum  produce  progesterone. 
Estrogen  acts  upon  the  endometrium  causing 


growth,  vascularization  and  hypertorophy,  and 
stimulates  uterine  contraction.  Progesterone 
checks  mitosis  and  growth  of  the  endometrium; 
promotes  function  of  the  glands;  and  prevents 
and  lessens  contraction  of  the  uterus. 

There  is  a fine  balance  in  the  quantity  and 
time  of  appearance  between  the  hormones  of 
the  pituitary  and  ovaries.  This  can  best  be 
followed  by  considering  briefly  the  mtabolism 
of  the  hormones  during  the  sexual  cycle.  (Fig.  1) 

(1)  Estrogenic  hormone  concentration  in 
urine  rises  from  a low  after  the  menses  to  a peak 
at  about  the  time  of  ovulation.  This  is  fol- 
lowed by  a slight  decline;  and,  subsequently,  by 
a second  premenstrual  rise.  During  the  menses, 
the  urinary  elimination  of  the  estrogens  is  hardly 
detectable. 

(2)  Pregnandiol  excretion  (indication  of  pro- 
gesterone formation)  is  negligible  during  the 
entire  follicular  phase,  but  rises  gradually  after 
ovulation  to  a peak  at  the  middle  of  the  luteal 
phase.  It  falls  to  a low  level  a few  days  prior 
to  menstruation. 

(3)  Gonadotrophins  are  only  present  in  neg- 
ligible amounts  ^during  the  entire  cycle  except 
at  ovulation  time. 

(4)  Testoids,  17K  steroids,  and  corticoids  re- 
main at  about  the  same  level  during  the  entire 
cycle. 


Fig.  2.  Line  drawings  showing  location  of  endometrial  plands  and  arterioles  seen  in  sections  of  the 
endometrial  rhesus  monkeys.  (1)  first  day  of  menstruation;  (2)  second  day  of  menstruation;  (3),  (4)  and 
(5)  early  and  late  proliferative  stage;  (6)  midsecretory  phase;  (7)  Premenstrual  endometrium. 
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Concerning  corticoid  activity  Smith  reports  a 
drop  in  the  serum  diastase  premenstrually  and 
it  is  thought  that  this  reflects  increased  adrenal 
activity.  Davis  reports  that  there  is  a consistent 
fall  in  the  circulating  eosinophils  at  ovulation; 
and,  that  the  counts  remain  lower  during  the 
luteal  phase  in  comparison  to  the  follicular 
phase.  Whether  these  truly  reflect  increased 
adrenal  activity  still  awaits  clarification. 

It  is  seen  that  estrogen  is  present  through- 
out the  cycle;  and,  progesterone,  only  during 
the  last  half  of  the  cycle.  These  two  hormones 
act  upon  the  endometrium  of  the  uterus  result- 
ing in  specific  histological  changes.  The  sexual 
cycle  can,  therefore,  be  divided  into  various 
phases  depending  upon  the  histological  picture 
of  the  endometrium.  (Fig.  2)  The  usual  divi- 
sion given  is: 

( 1 ) Follicular  phase 

The  glands  are  convoluted  and  corkscrew- 
many  mitotic  figures.  The  stroma  is  dense. 
The  height  of  the  endometrium  is  1 mm.  thick. 

(2)  Early  luteal  phase  (secretory  endome- 
trium ) 

The  glands  are  convoluted  and  corkscrew- 
like in  appearance.  The  height  of  the  mucosa 
is  increased.  The  stroma  is  deciduous. 

(3)  Late  luteal  phase  (premenstrual  endome- 
trium ) 

Glands  are  highly  developed  and  convol- 
uted. Height  of  the  endometrium  reaches  the 
maximum  of  5 nnns.  Some  24  to  48  hours 
before  menstruation  takes  place,  there  is  a 
regression  of  the  endometrium  and  the  height 
is  decreased  to  approximately  3 to  4 mms. 

( 4 )  Menstrual  endometrium 

Only  the  basal  layer  of  the  mucosa  remains. 
The  rest  of  the  endometrium  has  desqua- 
mated. 

The  above  is  the  usual  description  given  of 
the  endometrium  during  the  menstrual  cycle. 
Due  to  recent  work  in  the  field  of  chemical  his- 
tology, the  location  and  control  of  cellular  enzy- 
mes will  soon  have  to  be  added. 

Wislocki  has  shown  that  alkaline  phosphatase 
is  encountered  irregularly  during  the  sexual  cycle 
in  the  cervical  glands  and  the  surface  epithelium 
of  the  cervix;  acid  phosphatase  is  present 


throughout  the  cycle. 

AtKinson  has  shown  that  during  the  phase 
of  endometrial  proliferation  and  the  early  secre- 
tory pnase,  alkaline  phosphatase  activity  is  great. 
During  the  late  secretory  phase,  there  is  a 
marked  reduction  in  enzyme  activity.  Premen- 
strually there  is  little  or  no  enzyme  activity.  In 
ovariectomized  mice  treated  with  various  ster- 
oid sex  hormones,  estrogen  has  been  established 
as  the  controlling  hormone.  Both  the  appear- 
ance and  quantity  of  the  enzyme  responds  to 
the  quantity  of  estrogen  administered.  These 
studies  localized  alkaline  phosphatase  in  the 
endometrium  and  established  its  hormonal  con- 
trol; however,  they  do  little  to  elucidate  its  func- 
tion in  the  physiology  of  the  uterus. 

Estrogen  has  numerous  morphological  and 
physiological  effects  on  uterine  tissue.  One  of 
the  most  striking  of  these  is  the  promotion  of 
endometrial  growth  especially  marked  during 
the  proliferative  phase  of  the  menstrual  cycle. 
Since  growth  processes  are  generally  accom- 
panied by  increased  protein  synthesis,  the  con- 
comittant increase  in  alkaline  phosphatase  sug- 
gest a functional  relationship  between  the  two. 
Similarly,  the  appearance  of  the  enzyme  and  the 
deposition  of  glycogen  with  the  disappearance 
of  the  lipoids  may  be  a significant  relationship. 

Meyer  has  shown  a direct  relationship  be- 
tween progesterone  formation  and  the  quantity 
of  succinic  dehydrogenase  and  alkaline  phos- 
phatase that  is  present  in  lutein  cells  of  the 
corpus  luteum.  He  also  shows  that  adenosine 
tryphosphatase  might  play  a role  in  the  mainten- 
ance of  lutein  cells.  All  these  enzymes  function 
ultimately  in  providing  a favorable  intrauterine 
environment. 

Since  menstruation  is  the  termination  of  a nor- 
mal sexual  cycle  in  which  fertilization  has  not 
taken  place,  it  has  been  first  necessary  to  discuss 
the  various  component  factors  which  control 
and  take  part  in  the  sexual  cycle. 

There  are  two  main  theories  regarding  the 
cause  of  menstruation.  One  based  upon  the 
vascular  pattern  of  the  endometrium.  The  other 
is  based  upon  the  fact  that  menstrual  discharge 
contains  a potent  toxin.  Both  of  these  theories 
state  that  hormonal  withdrawal  is  the  activating 
factor  percipitating  menstruation. 

First  we  will  consider  hormonal  withdrawal 
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as  the  precipitating  factor.  The  observation  that 
corpus  luteum  regression  coincided  with  men- 
struation was  largely  responsible  for  the  assump- 
tion that  menstruation  is  precipitated  by  loss 
of  some  substance  or  substances  secreted  by  this 
structure.  However,  since  both  estrogen  and 
progesterone  are  secreted  by  the  corpus  luteum, 
it  could  be  either  one  or  both  of  the  hormones. 

That  estrogen  withdrawal  was  the  cause  of 
menstruation  was  suggested  by  the  observation 
that  bleeding  followed  bilateral  oophorectomy 
when  neither  ovary  contained  an  active  corpus 
lutem.  Also  the  menstrual  bleeding  that  takes 
place  in  an  anovulatory  cycle  favors  the  estrogen 
theory,  for  here  nothing  but  estrogen  has  acted 
upon  the  endometrium. 

The  fact  that  bleeding  can  be  induced  in  a 
castrated  female  by  treatment  with  estrogen  and 
then  abruptly  letting  the  level  fall  to  the  so- 
called  bleeding  threshold,  favors  the  assumption 
that  estrogen  is  the  controlling  hormone.  How- 
ever, this  theory  has  been  questioned  for  estro- 


gen is  formed  throughout  the  cycle  and  is 
present  in  large  amounts  in  the  body  fluids.  In 
spite  of  this,  menstruation  takes  place.  Further- 
more, during  protracted  estrogen  therapy  ad- 
ministration in  the  macaque,  one  or  more  bleed- 
ing episodes  occur  despite  a constant  supply  of 
estrogen. 

The  role  of  progesterone  is  difficult  to  eval- 
ate;  for,  before  it  can  be  effective,  the  endo- 
metrium has  to  be  prepared  by  estrogen.  There 
is  a natural  antagonism  between  the  two;  for, 
estrogen  promotes  mitosis  and  progesterone  pro- 
motes function.  One  or  the  other  must  domi- 
nate the  cells. 

The  fact  that  progestrone  can  delay  bleeding 
whether  or  not  the  mucosa  has  been  subjected 
to  estrogen;  and,  that  large  doses  of  estrogen 
fail  to  delay  menstruation,  when  given  during 
the  luteal  phase,  seems  to  imply  that  proges- 
terone withdrawal  is  the  key  hormone. 

Another  point  in  support  of  the  progesterone 
theory  is  based  on  the  results  obtained  by  Wat- 


Fig.  3.  Diagrammatic  representation  of  the  vascular  pattern  of  the  human  endometrium,  according 
to  Okkels,  Schlegel  and  Dalgard. 

Legend:  VL— venous  ‘lake” 

A V A— arteriovenous  anastomosis 
VS— venous  collecting  stems 
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son  and  McHenry.  They  injected  a castrated 
monkey  with  estrogens  and  followed  this  by 
progesterone.  The  bleeding  which  followed  was 
associated  with  necrosis  which  was  limited  to 
the  epithelium  of  those  glands  fully  activated  by 
progesterone  and  to  the  stroma  surronding  them. 

The  above  observations  indicate  that  the  men- 
struation which  takes  place  in  a normal  sexual 
cycle  is  due  to  progesterone  withdrawal;  and, 
to  a lesser  extent,  estrogen  withdrawal. 

Before  considering  the  vascular  theory  of  men- 
struation, one  must  realize  that  the  amount  of 
bleeding  varies  from  the  microscopic  bleeding  of 
some  species  of  New  World  monkeys  to  the  pro- 
fuse hemorrage  of  the  human.  Unlike  the  human, 
the  species  with  microscopic  bleeding  do  not 
possess  coiled  or  spiral  arteries.  The  amount  of 
bleeding  that  takes  place  varies  with  the  vas- 
cular structure  of  the  endometrium.  This  in  turn 
being  a difference  in  species  which  has  evolved 
through  the  needs  of  the  various  organisms  in 
furnishing  a suitable  endometrial  bed  for  nida- 
tion. Thus,  in  the  human,  a bed  with  a rich 
blood  supply  is  needed  and  developed  for  the 
growth  of  the  invading  fetal  chorion.  A complex 
vascular  structure  is  furnished  and  when  fertili- 
zation does  not  take  place,  it  is  dismantelled  and 
rebuilt  for  the  next  ovulatory  period.  With  the 
dismantelling,  menstruation  takes  place. 

The  vascular  theory  of  menstruation  is  based 
on  the  fact  that  menstruation  is  fundamentally  a 
vascular  phenomenon  in  which  the  endocrines 
play  an  underlying  role.  The  anatomy  of  the 
vascular  bed,  and  the  fact  that  the  blood  ves- 
sels are  responsive  to  regulation  of  a specfic 
nature  favor  such  a theory.  A summarized  des- 
cription of  the  generally  accepted  views  of  the 
static  angiology  of  the  endometrium  follows. 
(Fig.  3). 

From  the  radial  arteries  of  the  inner  third  of 
the  myometrium,  the  endometrial  spiral  arteries 
arise.  They  pursue  a coiled  course  all  through 
the  endometrium.  They  give  off  very  few  bran- 
ches in  the  mucous  membrane  and  they  fork 
out  near  the  surface  epithelium  into  terminals 
which  in  turn  dissolve  into  capillaries  of  the 
superficial  layers.  The  outer  diameter  of  the 
spiral  arteries  is  between  50-100  microns;  their 
walls  are  from  15-30  microns  thick.  Basal  arter- 
ies are  given  off  from  the  spirals  near  the  mvo- 


endometrial  border  zone.  They  branch  out  in  a 
dichotomic  manner  and  they  supply  the  basal 
layers  of  the  endometrium. 

The  veins  from  a glandular  and  interstitial 
plexus.  In  the  functional  layer,  sinus-like  dis- 
tentions are  formed  from  which  venous  stems 
proceed  parallel  to  the  glands.  These  stems  run 
at  a certain  distance  from  a corresponding  spiral 
artery.  They  empty  their  blood  into  the  larger 
plexus  of  the  myo-endometrial  border  zone. 

A more  detailed  study  of  the  endometrial 
blood  vessels,  phase  for  phase,  during  the  com- 
plete cycle  is  given  below.  It  is  taken  from 
Hasner’s  The  Vascular  Cycle  of  the  Human 
Endometriur. 

( 1 ) Early  proliferative  phase 

In  this  phase,  the  spiral  arteries  reach  the  sur- 
face. The  arterial  wall  is  thin;  the  calibre  is  small. 
There  is  rapid  proliferation  of  glands  and  stroma. 
The  proliferation  of  the  arteries  is  less  pro- 
nounced. The  capillaries  run  parallel  with  the 
surface.  A development  of  intestitial  and  gland- 
ular capillary  networks  is  in  evidence.  The  veins, 
too,  run  parallel  with  the  surface.  They  unite 
into  venous  stems— taking  a course  at  right 
angles  with  the  surface. 

(2)  Late  proliferative  phase 

In  this  phase,  the  spiral  arteries  increase  in 
length.  They  reach  the  surface  epithelium;  and, 
here,  they  may  turn  and,  for  a short  distance,  run 
parallel  with  the  surface.  Adventitial  tissue  and 
whole  columns  are  formed  consisting  of  a coiled 
artery  with  its  surrounding  connective  tissue. 
The  capillary  bed  is  now  definitely  built  up  as 
a glandular  network.  The  important  feature  of 
this  phase  is,  however,  the  veins.  The  venous 
stems  dominate  the  picture.  Their  number  in- 
creases. The  walls  become  thicker. 

(3)  Early  secretory  phase 

In  this  phase,  spiral  arteries  increase  in  length 
and  their  terminal  branches  are  coiled  slightly. 
Lower  down  in  the  endometrium,  the  arteries 
become  intensely  coiled.  Around  the  arteries  and 
columns  of  connective  tissue,  the  stroma  assumes 
a loose  and  edematous  structure.  The  capillaries 
show  some  distention  with  resulting  stretching 
of  the  endothelium.  The  veins  are  even  more 
distended  and  larger  venous  stems  dominate 
the  picture.  There  is  a reduction  of  the  glandular 
plexus  and  a number  of  sinus  like  expansions  may 
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be  found.  These  develop  into  venous  lakes 
whose  vascular  wall  is  very  thin  because  of  the 
stretching. 

(4)  Late  secretory  phase 
In  this  phase,  the  edema  of  the  stroma  is  ex- 
tensive. The  arterial  walls  are  now  reduced  and 
their  coiling  decreases.  The  spiral  arteries  under- 
go degenerative  changes.  The  endothelial  cells 
are  swollen.  In  the  capillaries,  also,  the  endo- 
thelial elements  are  swolen.  Permeability  of  the 
capillary  wall  is  effected  because  exudation  of 
fibrin  is  observed  around  the  capillary  tubes. 
A similar  degree  of  exudation  is  found  around 


veins.  Infiltration  by  numerous  leucocytes  and 
plenty  of  blood  extravasates  are  in  evidence  in 
superficial  layers.  Venous  lakes  are  still  further 
developed. 

(5)  Menstruation 

The  spiral  arteries  during  menstruation  must 
be  considered  separately  according  to  the  state 
of  endometrial  desquamation.  In  the  desqua- 
mated parts  the  spiral  arteries  jut  out  from  the 
lacerated  surface,  but  they  are  closed  by  a small 
covering  clot.  In  the  nondesquamated  regions 
the  arteries  are  less  coiled,  their  outer  diameter 
is  reduced,  and  in  places  show  circular  con- 


Fig.  4.  Schematic  representation  of  the  relation  of  cyclic  vascular  changes  in  the  uterus  to  the  chief 
hormonal  factors  with  which  these  are  associated. 
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Fig.  5.  Schematic  representation  of  the  different  susceptibility  of  the  uterine  arteries  and  arterioles  to 
prolonged  estrogen  deprivation.  The  cross  hatched  areas  signify  fibroelastoid  hyaline  degeneration  of  elastic 
connective  tissue.  Note  that  only  the  coiled  and  radiate  arteries  are  affected  and  that  prolonged  treat- 
ment with  estrogen  is  necessary  for  restoration  of  the  elastic  tissue.  Based  on  the  work  of  Okkel  sand  Eagle. 


traction  bands.  The  capillaries  during  men- 
struation show  extreme  distention  in  the  entire 
superficial  layer.  Here,  again,  the  vascular  walls 
show  endothelial  swelling  and  degenerative  fea- 
tures. Numerous  capillaries  open  into  uterine 
cavity.  Analogous  findings  are  made  in  the 
venous  plexuses.  Here  the  vascular  walls  are 
profoundly  altered  with  necrobiotic  phenomena 
in  many  places. 

(6)  Regenerative  phase 

Characterized  by  disappearance  of  edema  in 
remaining  parts  of  the  stroma.  The  spiral  ar- 
teries have  a typical  coiled  aspect  and  they  still 
reach  the  surface.  The  adventitial  layers  are 
once  again  well  defined.  The  capillary  walls  in 
regeneration  are  well  defined.  The  endothelium 
is  budding  off  new  cell  groups.  There  is  re- 
duced capillary  congestion.  All  over  the  sur- 
face epithelium  quickly  covers  the  lesion. 

The  outstanding  point  is  the  degree  of  vas- 
cular degeneration  and  the  rapidity  of  repair 
which  takes  place  in  the  vascular  tree  of  the 
enodmetrium.  That  this  can  be  caused  by 
changes  in  equilibrium  of  the  sex  hormone  is 
suggested  by  the  work  of  Okkels  and  Engle 
which  shows  that  arteries  are  responsive  to 
estrogen  depravation.  Local  specific  metabolic 


products  have  to  be  considered  as  a causative 
factor.  (Figs.  4 and  5). 

It  has  been  observed  that  menstruation  is  pre- 
ceded by  a period  of  superficial  ischemia  of  the 
enodmetrium,  and  the  effects  of  this  ischemia 
upon  the  vessel  structure  have  to  be  considered. 

It  is  assumed  that  the  immediate  cause  of 
the  vascular  alteration  must  be  something  that 
affects  local  circulation;  and,  thereby,  leads  to 
disturbances  of  nutrition  and  oxygenation.  These 
may  be  caused  by  a local  anemia  or  by  a 
specific  metabolic  product  which  may  be  form- 
ed locally  as  a result  of  changes  in  the  rate  of 
blood  flow.  Such  local  disturbance  may  also  be 
caused  by  hormonal  disequilibrium. 

According  to  Markee,  the  regression  of  the 
endometrium  causes  increased  coiling  of  the 
spiral  arteries.  This  in  turn,  causes  increased 
resistance  to  the  flow  of  blood  with  resulting 
stasis  and  vasodilation;  thereby  causing  the  local 
ischemia  observed. 

Keiffer  reports  that  venous  hearts  with  val- 
vular and  contractile  modifications  of  venous 
walls  is  the  cause  of  the  ischemia.  Daron  states 
that  it  is  the  result  of  constriction  of  the  spiral 
arteries.  Westman  believes  that  it  is  due  to 
myometrial  activity  with  increased  contractions 
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resulting  in  stasis  and  venous  congestion.  Sch- 
legal  and  Dalgard  believe  it  to  be  due  to  the 
arterio-venous  anastomosis  with  a bypassing  of  a 
superficial  capillary  bed. 

Certain  facts  do  not  substantiate  the  assump- 
tion that  superficial  ischemia  is  the  key  factor 
in  menstruation.  One  of  these  is  the  observa- 
tion that  vasoconstrictor  substances  fail  to  in- 
duce menstruation.  The  other  is  the  failure  of 
castrated  monkeys  to  menstruate  when  receiving 
a constant  supply  of  estrogen,  despite  an  ische- 
mia of  the  entire  uterus  which  was  produced 
by  ligating  both  ligaments. 

Reynolds,  Wislocki  and  Dempsey  have  ob- 
served that  the  lymphatic  drainage  is  very  scant 
in  the  upper  layer  of  the  endometrium,  and  that 
this  leads  to  an  inability  to  properly  carry  away 
the  exudation.  This  results  in  congestion  and 
ischemia.  This  is  true  for  those  primates  which 
do  not  depend  upon  the  coiled  arteries  for  their 
menstruation.  More  work  has  to  be  done  on 
this  theory,  for  it  is  a rather  recent  observation. 

The  theory  of  menstruation  which  is  advocated 
by  the  Smiths  maintains  that  a menstrual  toxin 
causes  menstruation.  They  state  that  the  proper 
shedding  of  endometrium  takes  place  when  the 
toxin  effectively  causes  explosive  deterioration  of 
endometrium  and  occurs  only  when  estrogen  and 
progesterone  are  withdrawn.  Investigation  has 
shown  that  the  toxic  factor  is  an  atypical  euglo- 
bulin.  This  factor  is  present  in  the  blood  stream 
during  menstruation  but  not  between  menstrua- 
tion. They  maintain  that  the  menstrual  toxins 


cause  generalized  tissue  and  pronounced  vascu- 
lar damage. 

However,  Menkin  has  reported  on  a toxic 
factor  which  he  calls  “necrosin.”  Necrosin  was 
developed  by  irritating  the  peritoneum  of  dogs 
with  turpentine.  It  has  a very  close  similarity 
to  the  menstrual  toxin;  for,  serum  of  a rabbit 
immunized  against  the  menstrual  toxin  precipi- 
tates canine  “necrosin”  and  vice  versa.  Appar- 
ently, they  are  identical  protein  factors.  Thus, 
the  menstrual  toxin  is  more  likely  to  be  a non- 
specific reaction  to  necrosis— the  result  of  ne- 
crosis and  not  the  cause  of  it  in  menstruation. 

After  considering  the  physiology  of  menstrua- 
tion, two  basic  facts  stand  out:  (1)  that  estrogen 
and  progesterone  build  up  the  endometrium  (2) 
That,  with  withdrawal  of  these  hormones  all 
structural  elements  of  the  endometrium  disinte- 
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MASSACHUSETTS  GENERAL 
HOSPITAL  CASE  NO.  17492 


The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


An  American  chauffeur  of  thirty  entered  on 
April  28  in  coma,  the  history  was  given  by  the 
wife. 

On  April  25  he  “caught  cold.”  The  next  day 
he  felt  ill.  On  April  27  he  had  blurred  vision. 
After  working  only  a few  minutes  that  morning 
he  was  brought  home  and  went  to  bed.  He  com- 
plained of  headache  and  of  tingling,  first  in  the 
left  foot  and  arm,  later  in  the  whole  left  side, 
then  in  the  right  arm.  He  complained  of  severe 
pain  in  the  back,  then  became  comatose,  froth- 
ing thick  mucus  from  the  mouth  at  first.  He 
had  several  severe  chills  during  the  first  part 
of  the  night  and  was  stuporous  all  night.  His 
wife  thought  he  was  not  paralyzed.  He  moved 
his  left  leg.  In  the  morning  his  condition  was 
much  worse. 

His  father  and  mothed  both  died  of  tuber- 
culosis. There  is  no  history  of  familial  disease. 

The  past  history  is  negative  except  that  for  the 
past  six  months  he  had  slept  all  the  time  when 
not  working  or  eating,  and  had  been  unusually 
irritable  and  rude. 

Clinical  examination  showed  a desperately  sick 
man  in  extreme  respiratory  distress  and  deep 
coma.  The  skin  was  pale,  hot  and  moist.  The 
mucous  membranes  were  moderately  cyanotic. 
There  were  blisters  on  both  ankles.  There  was 
very  marked  pyorrhea  and  dental  caries.  The 
respiration  was  very  rapid.  The  chest  was  filled 
with  bubbling  rales,  with  slight  impairment  to 
percussion  and  distant  breath  sounds  at  the  left 
base.  The  heart  and  abdomen  were  normal. 
The  muscles  of  the  right  hand  showed  atrophy. 
All  the  reflexes  were  hyperactive.  There  was 


Babinski  on  the  left  and  slight  poorly  sustained 
bilateral  ankle  conus.  The  pupils  and  fundi  were 
normal. 

Urine  examination  showed  a specific  gravity  of 
1.035  and  a large  trace  of  albumin  at  one  of  two 
examinations.  Blood  examination  showed  31,800 
to  17,200  white  cells,  90  per  cent  polynuclears, 
4 per  cent  eosinophils,  hemoglobin  80  per  cent, 
reds  5,000,000  smear  normal.  The  carbon  dioxide 
combining  power  was  51  per  cent.  A Hinton 
test  was  strongly  positive. 

The  temperature  was  104.5°  to  109°,  the  pulse 
115  to  122.  The  respirations  were  37  to  35. 

X-ray  examination  showed  the  diaphragm 
normal  in  outline.  The  lung  fields  were  clear. 
There  was  some  prominence  of  the  lung  mark- 
ings. 

The  visiting  physician  noted,  “The  breathing 
suggests  laryngeal  or  tracheal  obstruction.  He 
will  develop  some  sticky  sputum  by  cough  and 
then  breathe  more  easily  for  a bit.  The  lungs 
are  resonant  throughout,  without  bronchial 
breathing  anywhere.  The  tracheal  noises  are 
transmitted  everywhere.  . . . Lumbar  puncture 
was  discussed  and  decided  against  as  in  a mori- 
bund patient  an  unjustifiable  procedure.” 

A throat  consultant  found  no  evidence  of  mem- 
brane or  follicular  spots  in  the  nose,  throat, 
pharynx  or  larynx,  here  was  a profuse  amount 
of  mucopus  brought  up  from  the  bronchi.  The 
upper  tracheal  rings  showed  reddening  only. 
There  was  no  evidence  of  tumor  or  vocal  cord 
paralysis. 

A surprising  factor  in  the  case  was  the  rapid 
and  extraordinarily  deep  respiration,  suggesting 
acidosis,  which  was  not  present. 

The  patient  went  rapidly  downhill  from  ad- 
mission. Oxygen  tent,  intravenous  glucose  and 
supportive  treatment  were  without  result.  The 
temperature  rose  steadily  to  109°.  The  patient 
died  of  respiratory  failue  on  the  afternoon  of 
admission. 

DR.  C.  B.  WARRENBURG: 

A summary  of  the  history  and  physical  of 
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case  no.  5 that  we  are  considering  today  is  as 
follows. 

An  American  chauffer,  age  30,  entered  the 
hospital  one  morning  in  coma  and  died  that 
afternoon.  He  had  been  ill  only  3 days.  His 
illness  began  with  a cold.  The  following  day 
he  felt  rather  sick  and  the  second  day  of  his  ill- 
ness, he  noticed  blurring  of  vision,  and  after 
working  only  a few  minutes,  he  was  brought 
home  and  put  to  bed.  His  complaints  then  were 
headache,  tingling  in  the  left  foot,  left  arm  and 
later  in  the  whole  left  side,  and  then  in  the  right 
arm.  He  complained  of  severe  pain  in  the  back, 
and  then  became  unconscious;  frothing  thick 
mucous  from  the  mouth.  He  had  several  chills 
during  the  first  part  of  that  night  and  was  stu- 
porous all  night  long.  His  wife  thought  he  was 
not  paralyzed  because  he  moved  his  left  leg.  The 
morning  of  the  day  of  admission  he  was  much 
worse. 

His  mother  and  father  both  died  of  tubercu- 
losis. 

The  patient’s  past  history  is  negative  except 
that  for  the  past  6 months  he  has  slept  all  the 
time  when  not  working  or  eating  and  has  been 
unusually  irritable  and  rude. 

Examination  of  the  patient  revealed  a desper- 
ately sick  man  in  extreme  respiratory  distress 
and  a deep  coma.  The  skin  was  pale,  hot  and 
moist.  The  mucous  membranes  were  moder- 
ately cyanotic.  There  were  blisters  on  both 
ankles.  The  respiration  was  very  rapid  and  the 
chest  was  filled  with  bubbling  rales  and  there 
were  distant  breath  sounds  at  the  left  base.  The 
heart  and  abdomen  were  negative.  The  muscles 
of  the  right  hand  showed  atrophy.  All  reflexes 
were  hyperactive.  There  was  a positive  Babin- 
ski  on  the  left  and  a slight,  poorly  sustained  bi- 
lateral ankleclonus.  The  pupils  and  fundi  were 
normal. 

The  urine  showed  a specific  gravity  of  1.035 
and  a large  trace  of  albumin  on  one  examination. 
The  blood  showed  31,800  to  17,200  while  cells; 
90%  polys;  4%  eosinophiles;  Hb  80%  with  5,- 
000,000  reds.  The  smear  was  normal.  The  COo 
combining  power  was  51%.  A Hinton  test  was 
strongly  poistive.  The  temperature  was  104.5 
to  109.  The  pulse,  115  to  122.  The  respirations 
were  37  to  35. 

X-ray  examination  showed  the  diaphragm  nor- 


mal in  outline.  The  lung  fields  were  clear.  There 
was  some  prominence  in  lung  markings. 

The  patient  would  develop  sticky  sputum  and 
after  coughing  would  be  able  to  breathe  more 
easily  for  a short  while.  The  suggestion  of 
tracheal  obstruction  was  present.  The  lungs 
were  resonant  throughout  without  bronchial 
breathing  anywhere.  The  tracheal  noises  were 
transmitted  everywhere.  Lumbar  puncture  was 
discussed  and  decided  against,  as  in  a moribund 
patient  an  unjustifiable  procedure.  A throat  con- 
sultant found  no  evidence  of  membrane  or  folli- 
cular spots  in  the  nose,  throat,  pharynx  or  larynx. 
There  was  a profuse  amount  of  mucopus  brought 
up  from  the  bronchi.  The  upper  tracheal  rings 
showed  reddening  only.  There  was  no  evidence 
of  tumor  or  vocal  cord  paralysis. 

A surprising  factor  in  the  case  was  the  rapid 
and  extraordinary  deep  respiration  suggesting 
acidosis  which  was  not  present. 

The  patient  went  rapidly  down  hill  from  ad- 
mission. Oxygen  tent,  intravenous  glucose,  and 
supportive  treatment  were  without  results.  The 
temperature  rose  steadily  to  109°  and  the  patient 
died  of  respiratory  failure  on  the  afternoon  of 
admission. 

This  patient  obviously  had  an  acute  fulminat- 
ing infection  of  some  sort  and  the  brain  and 
its  meninges  are  apparently  the  seat  of  the  in- 
fection. Some  of  the  prominent  symptoms  in 
this  case  point  to  the  chest  and  it  is  noted  that 
large  amounts  of  muco-pus  are  brought  up.  In 
one  part  of  the  protocol,  it  is  noted  that  moist 
rales  are  present  everywhere.  Later  on  exam- 
ination of  the  chest  reveal  no  moist  rales  accord- 
ing to  the  protocol.  Oddly  enough,  x-ray  of  the 
chest  revealed  no  abnormalities.  It  is  under- 
standable, however,  that  with  respiratory  rate  of 
35  or  more  a proper  x-ray  of  the  chest  may  be 
well  nigh  impossible. 

The  patient’s  illness  began  with  an  acute  upper 
respiratory  infection  and  rapidly  developed  into 
a fatal  illness.  The  symptoms  and  findings  with 
a few  exceptions  are  classical  for  a Waterhouse- 
Friederickson  Syndrome.  However,  those  few 
exceptions  make  such  a diagnosis  questionable. 
The  exceptions  are,  first,  the  temperature  rise 
as  high  as  109  is  unusual  in  a fulminating  men- 
ingo-coccemia,  and  second,  the  absense  of  rash 
which  is  very  characteristic  of  this  disease.  But 
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the  rapid  onset  with  cold,  the  coma,  the  char- 
acteristic blood  count,  and  the  fatal  ending  make 
it  necessary  to  give  such  a diagnosis  considera- 
tion. 

A tuberculous  meningitis  may  under  rare  cir- 
cumstances present  a picture  similar  to  this 
patient.  However,  the  only  suggestion  of  tuber- 
culosis is  that  both  parents  died  of  the  condi- 
tion, and  there  is  no  evidence  that  our  patient 
ever  had  the  disease.  We  must  consider  the 
fact  that  the  history  in  this  case,  however,  is 
probably  extremely  unreliable  because  the  pa- 
tient was  unable  to  present  any  of  it  himself  due 
to  his  coma.  All  material  in  this  protocol  was 
obtained  from  the  history  as  given  by  the  wife. 

The  patient  had  a strongly  positive  Hinton 
test  and  although  this  may  be  the  so  called  “red 
herring”  because  people  can  die  of  other  things 
while  having  syphilis,  it  is  also  true  that  syphilis 
can  mimic  any  other  disease.  It  is  felt  that  if 
a spinal  fluid  test  had  been  run,  the  diagnosis 
would  be  clear  in  this  case  and  it  is  difficult 
to  understand  why  a spinal  tap  was  not  done, 
even  though  the  patient  was  moribund.  Because 
the  symptoms  were  obviously  meningeal  a spinal 
tap  with  the  release  of  increased  spinal  fluid 
pressure  may  very  well  have  improved  the  pa- 
tient’s condition,  at  least  temporarily. 

In  considering  this  patient’s  past  history,  we 
find  one  very  important  fact,  namely,  that  for 
the  past  6 months,  this  patient  has  had  personal- 
ity changes  and  somnolence  to  an  extreme  de- 
gree. These  are  suggestive  of  chornic  brain  de- 
generation. On  physical  examination,  atrophy 
of  the  muscles  of  the  right  hand  were  found. 
This  also  suggests  chronic  central  nervous  system 
involvement.  I am  sure  that  if  this  patient 
could  have  given  a clear,  lucid  history  himself, 
the  diagnosis  would  be  far  more  obvious  than  it 
is  at  the  present  moment. 

Meningovascular  neurosyphilis  is  an  involve- 
ment of  the  membranes  and  the  vessels  of  the 
nervous  system  by  the  treponema  pallidum  with 
or  without  secondary  involvement  of  the  ner- 
vous parenchyma.  The  symptoms  of  this  dis- 
ease vary  greatly  according  to  the  location  and 
extent  of  the  lesion,  the  relative  severity  of  the 
meningeal  and  vascular  changes,  and  the  extent 
of  the  pathological  process. 

In  a period  beginning  6 months  to  a year  after 


the  primary  stage,  severe  meningovascular  dis- 
asters including  meningoencephalisis  occur  with 
relative  frequency.  The  meningitis  may  be  either 
cerebral  or  spinal.  A palsy  of  one  or  more 
of  the  cerebral  nerves  may  develop  which  is 
fleeting  and  disappear  in  a few  days  or  may  be 
permanent.  Headache,  dizziness,  and  visual 
and  auditory  symptoms  are  often  noted.  The 
vascular  disorders  of  this  condition  are  the  most 
dreaded  complication  of  the  early  period.  Throm- 
bosis of  one  of  the  large  meningeal  or  cerebral 
vessels  is  not  infrequent.  The  sylvian  and  leni- 
culostriate  arteries  are  particularly  susceptible  to 
this  lesion.  This  results  in  a hemiplegia.  These 
apoplectic  conditions  often  come  without  warn- 
ing or  on  the  contrary,  the  patient  may  awake 
after  a few  days  of  headache  and  dizziness  to 
find  himself  paralyzed.  The  paralysis  is  the  re- 
sult of  a destruction  of  brain  tissue  due  to  shut- 
ting off  of  blood  supply.  Although  this  condi- 
tion usually  develops  during  the  first  5-7  years 
after  infection,  the  syphilitic  patient  is  suscep- 
tible to  such  manifestations  of  meningovascular 
syphilis  throughout  life.  Although  the  prognosis 
of  this  condition  is  better  than  that  of  any  of 
the  other  types  of  the  disease,  no  general  state- 
ment can  be  made  because  there  are  so  many 
different  manifestations  of  the  condition  and 
the  changes  vary  so  greatly  in  the  different 
stages. 

It  is  our  feeling  that  this  patient  had  a chronic 
meningovascular  neurosyphilis  with  a break- 
down of  some  sort  that  gave  the  acute  fulmin- 
ating meningitis  that  ended  in  his  death  within 
•3  days.  The  rupture  of  an  aneurysm  of  one  of 
the  cerebral  vessels  is  a very  distinct  probability 
and  would  fit  in  with  this  picture  as  presented. 
But  in  addition,  the  pathological  examination  of 
the  brain  must  undoubtedly  show  evidence  of 
chronic  brain  damage.  The  second  diagnosis  is 
acute  fulminating  meningococcemia  or  the 
Waterhouse-Friederickson  Syndrome. 

CLINICAL  DISCUSSION 

By  Maurice  Fremont-Smith,  M.D.,  Tracy  B. 

Mallory,  M.D.  and  Arvid  Lindau,  M.D. 

Notes  on  History 

Dr.  Fremont-Smith:  Pneumonia  sometimes  has 
an  onset  of  extreme  rapidity,  so  that  the  patient 
is  well  in  the  morning  and  by  night  is  in  coma. 
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I suppose  it  is  quite  possible  that  the  coma  is 
due  to  a sudden  increase  in  intracranial  pres- 
sure, i.e.,  meningismus.  I do  not  know  whether 
it  is  always  due  to  that  or  not.  It  may  also  be 
due  to  the  toxin  of  pneumonia. 

The  blurred  vision  that  came  on  the  day  be- 
fore he  was  taken  here  is  of  course  a very  im- 
portant symptom.  We  associate  it  with  nephritis 
or  with  increased  intracranial  pressure. 

Of  course  we  may  be  dealing  with  a cerebral 
accident;  the  sudden  onset  and  the  blurred 
vision  make  one  think  of  that  possibility.  There 
we  have  tingling  and  numbness,  first  in  the  left 
foot  and  arm,  later  on  the  whole  left  side,  which 
makes  one  think  of  a right  cerebral  lesion  be- 
hind the  motor  area  in  the  sensory  area.  We 
find  it  later  in  the  right  arm.  That  gives  us  a 
good  deal  about  localization.  It  requires  a 
hemorrhage  that  is  very  large  to  involve  both 
those  areas.  Of  course  we  are  dealing  with  the 
brain.  We  know  we  are  not  dealing  with  cord 
alone  because  he  has  cerebral  symptoms.  A 
lesion  on  one  side  of  the  brain  is  compatible  with 
life.  Where  we  have  disturbances  of  both  sides 
it  implies  that  the  lesion  extends  over  the  brain 
from  one  side  to  the  other.  Usually  under  those 
conditions  the  hemorrhage  is  so  great  that  it 
causes  death.  Consequently  we  hesitate  to  say 
cerebral  hemorrhage  here.  If  this  is  a vascular 
accident  it  is  more  likely  to  be  thrombosis,  al- 
though there  again  we  have  the  same  difficulty. 
The  thrombosis  must  be  a very  large  one.  We 
will  ask  Dr.  Mallory  whether  thrombosis  could 
involve  the  sensory  areas  on  both  sides. 

Dr.  Mallory:  It  hardly  seems  possible. 

Dr.  Fremont-Smith:  This  man  is  thirty  years 

old.  He  is  very  young  for  either  hemorrhage  or 
thrombosis.  So  I am  so  far  quite  in  the  dark. 

He  had  severe  pain  in  his  back,  besides  the 
other  symptoms.  Perhaps  the  best  way  to  put 
that  all  together  is  to  conceive  of  a meningitis 
of  sudden  onset  with  increased  intracranial  pres- 
sure, with  blurring  of  vision,  with  involvement 
of  the  cortex  of  the  sensory  area.  Yet  of  course 
with  meningitis  headache  is  usually  far  more 
prominent  than  backache.  In  mild  meningitis 
such  as  we  see  in  poliomyeltis  sometmes  the 
patient  has  more  back  pain  than  head  pain. 

The  frothing  of  mucus  might  imply  that  the 


ninth  and  tenth  nerves  were  involved  or  it 
might  be  due  to  difficult  in  swallowing  mucus 
resulting  from  the  fact  that  he  was  so  comatose 
that  normal  stimulus  to  deglutition  was  not  effec- 
tive. 

This  whole  picture  of  the  present  illness  could 
come  from  another  type  of  vascular  accident, 
that  is  subarachnoid  hemorrhage.  Subarach- 
noid hemorrhage  comes  on  in  early  youth,  even 
at  the  age  of  fifteen.  The  onset  is  very  sudden 
usually,  more  sudden  than  in  this  case,  although 
I suppose  one  could  conceive  of  a small  leak. 
Almost  always  subarachnoid  hemorrhage  begins 
with  severe  headache  and  stiff  neck;  later  if  the 
hemorrhage  is  large  enough  there  are  signs  of 
increased  pressure  resulting  in  coma,  sometimes 
death— and  sometimes  recovery. 

There  is  one  thing  I have  learned  through  per- 
sonal experience  and  that  is  that  one  has  to  be 
very  careful  in  draining  the  spinal  canal  in  sub- 
arachnoid hemorrhage.  One  does  a lumbar 
puncture  and  finds  bloody  fluid  with  increased 
pressure  . One  should  lower  the  pressure,  but 
not  too  much.  A very  good  rule  is  to  bring  it 
down  one-half,  and  six  hours  later  bring  it  down 
one-half  what  it  was  the  second  time. 

His  father  and  mother  both  died  of  tubercu- 
losis. Could  this  be  tuberculosis.  No  tubercu- 
lous meningitis  begins  as  suddenly  as  this.  The 
characteristic  onset  is  very  slow.  In  a child 
there  is  usually  lack  of  appetite,  some  head- 
ache and  change  in  character.  The  child  is 
not  very  sick  at  first.  Then  gradually  over  a 
period  of  days  or  a week  or  two  the  picture 
becomes  more  definite.  This  is  not  the  picture 
of  tuberculous  meningitis,  and  I cannot  think  of 
any  other  form  of  tuberculosis  which  this  could 
be.  Could  he  be  suffering  from  one  of  the  other 
causes  of  coma?  We  have  spoken  of  nephritis. 
That  still  has  to  be  kept  under  consideration. 
Could  it  be  diabetic  coma?  I do  not  know 
of  any  facts  on  which  to  base  the  diagnosis.  In 
diabetic  coma  pain,  headache  and  blurring  of 
vision  are  not  characteristic.  I should  say  they 
do  not  occur. 

For  the  past  six  months  the  patient  had  slept 
all  the  time  when  not  eating  and  had  been 
unusually  irritable  and  rude.  That  gives  us  a 
hint.  Evidently  this  trouble  did  not  start  three 
days  before  admission;  it  started  six  months  ago. 
We  can  very  easily  fit  that  in  which  the  present 
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picture,  supposing  he  had  a tumor,  and  sup- 
posing that  was  growing  very  slowly  and  giving 
very  little  evidence  of  its  presence.  We  all 
know  that  a tumor  can  grow  to  large  dimensions 
in  a silent  part  of  the  brain  causing  no  symp- 
toms. The  first  symptom  may  be  a sudden  at- 
tack of  convulsions.  When  we  see  a patient 
with  sudden  onset  of  convulsions  one  of  the 
things  to  think  of  is  brain  tumor.  Or  there 
may  be  a period  of  rapidly  increasing  coma. 
What  happens  under  those  circumstances?  Either 
there  is  hemorrhage  into  the  tumor  or  the  tumor 
presses  on  some  area  which  prevents  the  normal 
flow  of  spinal  fluid,  resulting  in  sudden  increase 
in  intracranial  pressure.  This  is  not  an  acute 
meningitis.  I may  very  well  be  a picture  of 
tumor  with  sudden  hemorrhage  or  blocking. 

I should  like  to  know  more  about  his  respira- 
tions, whether  they  were  Cheyne-Stokes  in  char- 
acter or  whether  they  were-  very  deep  and  full 
such  as  on  might  find  in  acidosis. 

The  skin  was  hot  and  moist.  The  skin  in 
diabetic  coma  is  dry.  The  skin  of  an  insulin 
shock  patient  is  wet. 

Those  blisters  on  both  ankles  mean  nothing 
to  me.  Has  anybody  any  suggestions? 

A Student:  Perhaps  he  had  had  mustard  plas- 
ters. 

Dr.  Fremont-Smith:  Marked  pyorrhea  and 

dental  caries  mean  nothing  in  connection  with 
this,  and  very  little  anyway,  because  one  finds 
so  many  people  who  have  them. 

One  would  not  expect  very  rapid  respiration 
with  increased  intracranial  pressure.  That  makes 
us  think  again  of  pneumonia.  When  we  get 
pneumonia  with  extremely  rapid  respiration  and 
air  hunger  we  can  give  a poor  prognosis.  I have 
gone  out  to  get  a nurse  for  a patient  breathing 
that  way  and  have  come  back  to  find  him  dead. 

The  bubbling  rales  in  the  chest,  percussion 
impairment  and  distant  breath  sounds  at  the 
left  base  may  mean  something  or  they  may  mean 
very  little. 

“The  muscles  of  the  right  hand  showed 
atrophy”.  I wonder  if  he  was  left-handed.  I 
do  not  see  how  we  can  fit  that  in  with  any 
condition  we  are  considering.  Atrophy,  if  it  is 
due  to  a central  nervous  system  lesion,  is  due 
to  a lesion  of  the  peripheral  neurons,  to  a lesion 


in  the  anterior  horn  cell  or  peripheral  nerve. 
If  this  is  a lesion  of  the  head  there  is  no  possible 
place  in  the  brain  cortex  or  in  the  internal  cap- 
sule or  anywhere  above  the  anterior  horn  cells 
that  can  give  atrophy.  Syringomyelia  hits  the 
anterior  horn  cell  by  pressure  from  the  inside 
of  the  cord,  so  that  we  get  atrophy  because  the 
anterior  horn  cells  are  thrown  out.  We  get  the 
same  thing  in  poliomyelitis  and  in  amyotrophic 
lateral  sclerosis.  We  are  far  above  the  anterior 
horn  cells  if  we  are  dealing  with  a brain  lesion. 
That  atrophy  is  also  unexpained. 

Of  course  we  should  not  expect  hyperactive 
reflexes  with  atrophy.  If  hyperactive  reflexes 
are  due  to  a central  nervous  system  lesion  and 
not  to  strychnine  poisoning  or  other  toxin  or 
simply  to  the  nervous  make-up,  they  must  be 
due  to  something  above  the  anterior  horn  cells. 
We  must  postulate  a lesion  in  the  cortex,  intimal 
capsule  or  pyramidal  tract.  So  those  two  things, 
atrophy  and  increased  reflexes,  do  not  go  to- 
gether. 

With  the  slight  poorly  sustained  bilateral  ankle 
clonus  we  have  another  reason  for  feeling  that 
there  is  an  injury  to  the  pyramidal  tract.  Where 
is  it?  It  cannot  be  in  the  cord  alone  because 
then  we  should  have  no  cerebral  symptoms.  If 
it  were  in  the  cord  one  might  easily  have  bi- 
lateral symptoms.  A little  compression  in  the 
cord  can  give  bilateral  symptoms,  but  in  the 
head  it  is  more  difficult  to  get  them.  If  we 
assume  it  is  in  the  head  we  have  evidence  that 
it  is  chiefly  on  the  right  side  because  of  the 
tingling  of  the  left  foot  and  arm.  Why  the 
fundi  were  negative  it  is  hard  to  say  if  you  as- 
sume increased  pressure  except  that  where  there 
is  increased  intracranial  pressure  it  takes  time, 
sometimes  a number  of  hours  and  sometimes  a 
few  days,  before  the  disks  become  choked. 

The  specific  gravity  of  the  urine  was  1.035. 
He  probably  had  not  been  drinking  much  water 
during  the  last  twenty-four  hours.  At  one  exam- 
ination there  was  a large  trace  of  albumin;  at 
the  other  examination  there  was  no  albumin. 
I do  not  think  we  have  to  explain  that  on  the 
basis  of  a kidney  lesion.  We  get  albumin  often 
without  any  kidney  lesion. 

I do  not  know  whether  or  not  to  place  any 
reliance  on  the  strongly  positive  Hinton  test. 
I should  like  to.  If  we  can  it  brings  up  one 
other  possibility,  that  is  an  acute  luetic  menin- 
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gitis.  Of  course  it  would  strengthen  our  feel- 
ing that  he  may  have  had  a subarachnoid  hem- 
orrhage, although  most  subarachnoid  hemorr- 
hages are  not  luetic,  not  caused  by  luetic  an- 
eurysms. Has  he  luetic  meningitis?  The  acute 
part  of  the  disease  is  very  acute  for  this  disease. 
Of  course  the  lumbar  puncture  is  going  to  help 
us  and  I think  it  is  fair  to  wait  for  that.  Has  any 
one  of  you  looked  up  the  clinical  course  of 
luetic  meningitis? 

I am  going  to  base  my  diagnosis  simply  on 
the  past  history.  We  do  not  know  whether  the 
history  is  correct  or  not,  but  if  it  is  true  that 
he  has  been  changing  in  character  and  has  slept 
all  the  time  when  not  working,  that  must  mean 
something.  I am  going  to  say  brain  tumor. 

CLINICAL  DIAGNOSIS 
(From  Hospital  Record) 

Pyrexia  of  unknown  origin. 

Brain  abscess. 

DR.  MAURICE  FREMONT-SMITH’S 
DIAGNOSIS 

Brain  tumor. 

ANATOMIC  DIAGNOSIS 

Luetic  meningitis  and  encephalitis. 

Acute  influenzal  pneumonia. 

PATHOLOGICAL  DISCUSSION 

Dr.  Mallory:  I am  not  quite  sure  I know 

the  whole  story  of  this  case. 

We  found  two  definite  and  I think  entirely 
independent  lesions.  One  of  them  was  a chronic 
type  of  infection  of  the  meninges  and  brain 
substances  with  a good  deal  of  perivascular  in- 
filtration of  plasma  cells  pretty  well  scattered 
throughout  the  brain  substance.  Lesions  of  the 
same  type  were  found  in  the  meninges  as  well, 
though  here  we  found  some  scattered  poly- 
nuclears  also.  There  was,  however,  no  true 
acute  meningitis. 

The  other  striking  feature  of  the  case  was 
the  lungs.  All  five  lobes  of  both  lungs  were 
greatly  enlarged,  extremely  edematous  and 
hemorrhagic.  No  lobe  was  entirely  consolidated 
and  yet  no  lobe  was  of  normal  consistency.  A 
great  many  alveoli  appeared  in  gross  to  con- 
tain a hemorrhagic,  very  thin  fluid  exudate.  On 


gross  examination  I did  not  feel  sure  whether 
it  was  pneumonia  or  not.  When  it  came  to 
microscopic  examination  we  found  that  through- 
out the  lung  there  was  a hemorrhagic  and  serous 
exudate  in  the  alveoli;  almost  no  leukocytes,  no 
fibrin.  The  alveolar  walls  showed  a pecuiar 
hyalin  necrosis  which  is  very  characteristic  of 
and  I think  probably  pathognomonic  of  the  so 
called  influenzal  pneumonia.  This  man  died 
last  April.  During  a period  of  four  weeks  then 
we  had  five  cases  with  this  same  type  of  pneu- 
monia. There  were  no  cases  in  the  preceding 
twelve  months  and  there  have  been  none  since. 
Clinically  there  was  typical  influenza  in  the 
city  at  that  time. 

Cultures  from  the  lung  showed  non-hemolytic 
streptococcus  and  no  influenza  bacilli.  I had 
expected  that  we  should  at  least  find  a hemolytic 
streptococcus. 

Blood  cultures  and  cultures  from  the  meninges 
were  negative.  Dr.  Kubik  felt  that  the  brain 
lesions  were  probably  those  of  a chronic,  slowly 
progressive  luetic  meningitis.  They  certainly 
antedated  by  weeks  or  months  the  acute  pul- 
monary elsions. 

I think  we  have  to  make  two  diagnoses,  luetic 
meningitis  and  encephalitis  with  acute  influenzal 
pneumonia  as  the  terminal  event. 

Dr.  Fremont-Smth:  It  is  interesting  that  the 

x-rays  showed  nothing  at  all  in  the  lungs. 

Dr.  Mallory:  I should  expect  that  from  the 

appearance  of  the  lungs  at  autopsy.  Every  lobe 
was  involved  and  yet  no  area  was  really  con- 
solidated. There  was  none  of  the  thick  fibrin 
and  leukocytic  infiltration  one  gets  in  pneumo- 
coccus pneumonia. 

A Student:  Was  there  any  lesion  in  the  brain 
that  would  account  for  the  high  temperature? 

Dr.  Mallory:  No  single  definite  lesion  cer- 

tainly. I should  be  a little  inclined  to  connect 
the  temperature  with  his  influenzal  pneumonia 
rather  than  with  the  meningitis,  which  was  ap- 
parently a chronic  affair  and  had  not  really 
troubled  him  much  until  this  last  illness.  One 
very  atypica  thing  about  it  was  his  white  cell 
count,  if  it  really  was  influenzal  pneumonia.  A 
white  cell  count  of  30,000  is  very  unusual. 

Dr.  Fremont-Smith:  What  would  lumbar 

puncture  have  shown  if  it  had  been  done? 
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Dr.  Mallory:  I think  it  would  have  shown  a 

few  lymphocytes.  There  was  very  little  exudate 
in  the  subarachnoid  space,  none  in  gross,  only 
on  microscopic  examination. 

Dr.  Lindau:  I wonder  if  there  were  any 

hemorrhagic  lesions.  That  is  most  usual  in  in- 
fluenzal encephalitis.  We  have  hemorrhagic 
lesions  giving  the  well-known  and  easily  recog- 
nized picture  of  purpura  cerebri  at  postmortem. 
In  certain  epidemics  as  many  as  30  per  cent  of 
the  cases  have  been  complicated  with  encepha- 
litis (Schmorl).  That  is  much  more  common 
complication  than  meningitis.  About  six  months 
ago  I had  a section  on  one  case  in  which  the 
patient  died  so  suddenly  that  we  suspected  he 
had  been  poisoned.  I found  hemorrhagic  en- 
cephalitis and  influenza  too.  There  were  only 
slight  changes  in  the  lungs.  There  is  no  cor- 
respondence between  the  changes  in  the  lungs 
and  those  in  the  brain,  because  often  I think  the 
infection  is  so  heavy  and  virulent  that  it  does 
not  stop  in  the  lungs  but  we  immediately  get 
brain  changes  and  the  patient  dies  in  a few 
days. 

STATEMENT  ON  COMPULSORY 
HEALTH  INSURANCE  BY  GOVERNOR 
EARL  WARREN  OF  CALIFORNIA 

Governor  Earl  Warren  of  California,  speak- 
ing on  a CBS  radio  broadcast  on  November  4th, 
again  advocated  the  enactment  of  a system  of 
Compulsory  Health  Insurance. 

Warren,  three  times  defeated  in  efforts  to  in- 
augurate such  a system  in  California,  made  it 
clear  that  he  now  favors  a system  of  Govern- 
ment-directed Medical  Care  for  all  the  Amer- 
ican people. 

The  Governor  denied  that  his  program  was 
Socialized  Medicine,  but  the  plan  he  has  advo- 
cated in  California  closely  parallels  the  program 
of  Socialized  Medicine  advocated  by  President 
Truman  and  Federal  Security  Administrator 
Oscar  Ewing. 

The  full  text  of  Governor  Warren’s  statement 
follows: 

“It  is  not  sufficient  to  say  that  America  has 
developed  the  finest  medical  care  in  the  world, 
even  though  this  is  true.  We  still  must  find  a 
way  to  make  it  accessible  to  all  of  our  people. 

“The  well-to-do  can  pay  for  good  medical  care ; 
the  indigent  receive  it  from  public  agencies  and 
through  the  charitable  work  of  the  doctor;  but 
the  self-reliant  ivorker,  the  man  in  the  average 


or  lower  income  bracket  who  contributes  so 
much  to  building  our  country,  and  whose  great- 
est ambition  and  hope  is  to  raise  a good  Amer- 
ican family,  cannot  bear  the  financial  catastrophe 
of  serious  illness. 

“I  have  advocated  for  California  a program 
of  pre-paid  medical  care  as  a possible  solution. 
The  proposal  has  been  called  socialized  medi- 
cine by  some  who  are  opposed  to  it.  It  even 
has  been  given  the  ugly  name  of  communism  by 
others.  It  is  neither.  Nor  is  it  statism  as  prac- 
tised in  Germany  or  socialism  as  practised  in 
England. 

“I  have  never  been  and  am  not  now  in  favor 
of  socialized  medicine.  I do  not  believe  in  so- 
cialism, but  I do  believe  in  social  progress,  which 
has  been  the  hallmark  and  the  glory  of  the 
American  nation  from  its  beginning. 

“I  am  convinced  we  will  enter  upon  a new 
era  of  progress  in  the  cause  of  health  when  we 
make  it  possible  for  every  one  of  our  people  to 
protect  himself  and  his  family  from  the  economic 
disaster  of  backbreaking  hospital  and  medical 
bills. 

“I  believe  it  is  the  responsibility  of  the  states 
to  undertake  to  help  doctors,  hospitals  and  the 
public  they  serve  in  the  solution  of  what,  up  to 
the  present  time,  has  been  an  insoluble  prob- 
lem. I have  never  held  out  my  proposal  as  the 
only  solution.  It  is  my  proposal  until  someone 
offers  a better  one. 

“I  am  firmly  of  the  belief,  however,  that  our 
American  system  is  sufficiently  adaptable  to 
make  possible  the  solution  of  the  problem  of 
medical  care  without  doing  violence  to  the 
political,  economic  or  professional  concept  of  all 
the  people  who  are  sincerely  interested  in  the 
problem.” 
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incre 

"improves 


oral 

parenteral 

rectal  dosage  forms 

Indicated  in: 

Dyspnea  of  Congestive  Heart  Failure  / 
Bronchial  Asthma 
Status  Asthmaticus^^* — * 

Pulmonary  Edema 

Control  of  Cheyne-Sfokes  Respiration 
Also  of  value  as:  Peripheral  Vasodilator2 


SEARLE 


1.  Kissin,  M.;  Stein,  J.  J.,  and  Adelman,  R.  J.:  Angiology  2:217  (June)  1957* 

2.  Rickies,  J.  A.  J.  Florida  M.A.  38:263 

(Oct.)  1951. 

*Contains  at  least  80%  of  anhydrous  theophylline. 
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FROM  SECRETARY  LULL  S LETTER 

A survey  conducted  by  the  New  York  Times  a 
few  days  ago  showed  the  great  expansion  pro- 
gram in  the  history  of  medical  education,  to  cost 
$250,000,000,  is  now  underway  in  this  country. 

The  Times  surveyed  80  medical  colleges  and 
48  state  commissioners  of  education  through 
questionnaires. 

According  to  the  survey,  medical  colleges  will 
spend,  within  the  next  few  years,  $50,000,000 
for  laboratories,  $30,000,000  for  classrooms  and 
$20,000,000  for  dormitories.  Another  $100,- 
000,000  is  earmarked  for  research  and  special 
projects.  In  addition,  the  immediate  cost  for 
establishing  new  medical  institutions  will  run 
above  $50,000,000,  making  an  over-all  expansion 
program  of  a quarter  of  a billion  dollars. 

“To  meet  the  increasing  demands  for  more 
physicians  and  medically-trained  men,”  the 
Times  said,  “at  least  10  states  have  taken  steps 
to  build  new  medical  schools  or  expand  their 
two-year  basic  science  schools  into  four-year 
institutions. 

“In  the  current  academic  year— 1951-52— the 
medical  colleges  admitted  the  largest  freshman 
classes  in  recent  history,  a total  of  7,381  . . . 
Despite  the  expansions  now  taking  place,  large 
numbers  of  qualified  applicants  are  unable  to 
gain  admittance  to  any  medical  college  in  this 
country.  Many  of  them  seek  places  in  foreign 
institutions.  The  records  indicate  that  20,000 
individuals  applied  for  admission  to  American 
medcal  schools  for  the  current  college  year.  As 
many  of  them  applied  to  more  than  one  insti- 
tution, the  total  number  of  applications  was  more 
than  70,000,  or  an  average  of  3.5  a student.” 

A.M.A.  NEWS  NOTES 


NOTE  TO  EDITORS: 

AMA  News  Notes  makes  its  premiere  bow 
this  month.  This  new  monthly  publication 
will  carry  up-to-date  stories  on  what’s  going 
on  around  your  AMA. 


President’s  Health  Commission  Requests  AMA 
Cooperation— A request  for  “cooperation”  on  the 
part  of  the  American  Medical  Association  in 
making  various  health  and  medical  care  statis- 
tics available  to  the  President’s  Commission  on 
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the  Health  Needs  of  the  Nation  was  approved 
by  the  Board  of  Trustees. 

Dr.  George  F.  Lull,  Secretary  and  General 
Manager,  officially  replied  to  the  Commission, 
saying:  “It  has  long  been  the  policy  of  the 
American  Medical  Association  to  permit  all  sur- 
vey and  study  groups  to  have  access  to  the 
medical  data  in  its  possession.  The  Board’s  ac- 
tion, however,  should  not  be  construed  as  im- 
plying approval  of  the  Commission  or  its  pro- 
jected program  which  we  believe  to  be  of  poli- 
tical intent.” 

Gundersen  Elected  To  Hospital  Rating  Post- 
Dr.  Gunnar  Gundersen  of  Wisconsin,  a member 
of  the  AMA  Board  of  Trustees,  recently  was 
elected  chairman  of  the  Joint  Commission  on 
Accreditation  of  Hospitals.  The  Commission 
recently  selected  Edwin  L.  Crosby,  M.D.,  as 
Director. 

California  Group  Plugs  PR  Plaque— Pushing 
PR  in  its  territory,  the  California  Medical  Asso- 
ciation is  attempting  to  lick  the  problems  of 
patient-doctor  misunderstanding  at  the  grass 
roots.  In  a mailing  to  all  its  members,  the  Cali- 
fornia Medical  Association  is  offering  to  provide 
every  physician  in  its  organization  with  a plaque, 
“To  All  My  Patients,”  for  display  in  his  office. 
This  plaque,  designed  by  the  AMA,  urges  pa- 
tients to  feel  free  to  talk  over  questions  regard- 
ing professional  services  and  fees.  Although 
the  AMA  is  selling  the  plaque  at  one  dollar  a 
copy,  the  California  society  is  underwriting  the 
cost  for  its  own  members  in  an  effort  to  gain 
wide  circulation  of  the  plaque.  So  far,  more 
than  5,000  of  California’s  16,000  physicians  have 
requested  plaques. 

(Continued  on  Page  58) 


Our  members  are  dairymen  whose  busi- 
ness is  supplying  good  milk  for 

(/JE&STEK& 

milk  and  milk  products. 

We  are  aware  of  the  importance  of  good 
milk  to  good  health  and  of  our  obligation 
to  supply  a product  which  will  merit  your 
confidence. 

ARIZONA  MILK  PRODUCERS 

422  Heard  Building  Phone  3-0893 
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From  among  all  antibiotics, 
Obstetricians  and  Gynecologists  often  choose 


AUREOMYCIN 


Hydrochloride  Crystalline 


Because 

Aureomycin  diffuses  so  rapidly  that  it  becomes 
available  immediately  to  all  the  tissues  in  and 
about  the  pelvis. 

Aureomycin  readily  passes  into  the  blood 
stream,  and  through  the  placenta  into  the  fetal 
circulation. 

Aureomycin  may  be  given  by  the  oral,  or  in 
an  emergency  by  the  intravenous,  route. 


Aureomycin  has  been  reported  clinically  ef- 
fective when  used  systemically  against  suscep- 
tible organisms  in  many  gynecologic  and  ob- 
stetrical infections,  including: 

Parenteral  and  Post-partum  Infectious  Complica- 
tions Mastitis  • Thrombophlebitis  • Pyelitis 
of  Pregnancy  • Staphylococcal  Infection  in  the 
Newborn 


Throughout  the  world,  as  in  the  United  States,  aureomycin  is  recognized 
as  a broad-spectrum  antibiotic  of  established  effectiveness. 


Capsules:  50  mg. — Bottles  of  25  and  100;  250  mg. — Bottles  of  16  and  100. 

Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 

LEDERLE  LABORATORIES  DIVISION  American Gfxmwnid compavc  30  Rockefeller  Plaza.  New  York  20,  N.  Y. 
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A GOOD  DOCTOR  IS  A GOOD  CITIZEN 

THE  PHYSICIAN  WHO  CONSISTENTLY  FAILS  TO  ATTEND  HOS- 
PITAL STAFF  MEETINGS,  OR  WHO  TAKES  NO  ACTIVE  PART  IN  THE 
AFFAIRS  OF  HIS  MEDICAL  SOCIETY,  IS  HARDLY  IN  A GOOD  POSI- 
TION TO  CRITICIZE  EITHER  THE  HOSPITAL  OR  THE  MEDICAL  SO- 
CIETY. BY  FAILING  TO  MAKE  HIS  VOICE  HEARD,  HE  MUST  SHARE 
THE  BLAME  FOR  ANY  FAULTS,  FAILURES  OR  DEFICIENCIES. 


LIKEWISE,  THE  PHYSICIAN  WHO  FAILS  TO  REGISTER  AND  VOTE 
IS  NOT  IN  A GOOD  POSITION  TO  COMPLAIN  ABOUT  CORRUPTION, 
TAXES  OR  GOVERNMENTAL  POLICIES  WHICH  HE  FINDS  OBNOXI- 
OUS. BY  FAILING  TO  FULFILL  ONE  OF  THE  VITAL  DUTIES  OF  CITI- 
ZENSHIP, HE  MUST  SHARE  THE  BLAME  FOR  ANY  BLACK  SPOTS  IN 
THE  AFFAIRS  OF  THE  COMMUNITY,  THE  STATE  OR  THE  NATION. 


THE  RIGHT  TO  REGISTER  AND  VOTE,  WHICH  IS  BOTH  A PRIVI- 
LEGE AND  A DUTY  IN  A NATION  OF  FREE  MEN,  WAS  NEVER  MORE 
IMPORTANT  THAN  IT  IS  RIGHT  NOW.  FUNDAMENTAL  ISSUES 
WHICH  TRANSCEND  THE  USUAL  PARTY  POLITICS,  AND  WHICH  WILL 
AFFECT  THE  FUTURE  OF  EVERY  AMERICAN,  CALL  FOR  A CLEAR- 
CUT  DECISION  BY  THE  ENTIRE  VOTING  POPULATION.  BE  SURE 
THAT  YOU  PLAY  YOUR  RIGHTFUL  PART  IN  THAT  HISTORIC  AMER- 
ICAN DECISION. 


TO  BE  A GOOD  DOCTOR  - FIRST  BE  A GOOD  CITIZEN.  REGISTER 
AND  THEN  VOTE.  AND  OF  EQUAL  IMPORTANCE,  SEE  THAT  YOUR 
FAMILY  DOES  LIKEWISE. 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION.  (See  MEDICAL  WRITING  by  Morris  Fish- 
bein.) 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Submit  manuscript  typewritten  and  double-spaced. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


POLICIES  AND  PROCEDURES 
ADOPTED  BY  THE  DEPARTMENT  OF 
DEFENSE  IN  IMPLEMENTING 
PUBLIC  LAW  779,  81st  CONGRESS 

At  the  outbreak  of  the  Korean  incident,  the 
only  source  of  physicians  and  dentists  available 
to  the  military  services,  other  than  those  already 
on  duty,  was  the  reserve  components.  At  that 
time  the  rolls  of  the  active  and  inactive  reserve 


components  of  the  Army  could  not  supply 
sufficient  medical  and  dental  officers,  particularly 
in  the  junior  grades.  Only  a very  small  number 
of  medical  and  dental  ASTF  participants  had 
enrolled  in  the  Army  Reserve.  The  Navy,  on 
the  other  hand,  was  in  a much  better  position 
because  the  majority  of  the  medical  and  dental 
participants  in  the  V-12  Program  were  members 
of  the  Naval  Reserve.  The  Air  Force  was  in  a 
position  similar  to  that  of  the  Army,  with  the 
expection  that  it  was  not  an  independent  de- 
partment during  World  War  II  and,  therefore, 
had  not  sponsored  an  educational  program. 

To  insure  an  adequate  number  of  physicians 
and  dentists  to  meet  military  requirements.  Pub- 
lic Law  779  (the  Doctor  Draft  Act)  was  enact- 
ed. Under  its  provisions  members  of  reserve 
components  were  specifically  exempted  from 
registration  by  the  following: 

“Section  4i(l)  . . . No  such  person  who  is 
a member  of  a reserve  component  of  the 
Armed  Forces  shall,  as  long  as  he  remains  a 
member  thereof,  be  liable  for  registration  and 
induction  under  this  subsection,  but  nothing 
in  this  subsection  shall  be  construed  to  affect 
the  authority  of  the  President  under  any  other 
provision  of  law  to  call  to  active  duty  mem- 
bers and  units  of  the  Reserve  Components/' 
The  effect  of  relieving  members  of  reserve 
components  from  the  obligation  to  register 
exempted  all  participants  of  the  Navy  V-12  Pro- 
gram, who  were  members  of  the  Navy  reserve 
component.  This  comprised  a large  group  of 
physicians  and  dentists  who  would  have  been 
members  of  the  Priority  I group  if  they  had  not 
been  so  exempted.  Further,  in  the  Section 
quoted,  specific  authorization  to  call  reserve 
personnel  to  active  duty  is  reaffirmed  and  this  is 
interpreted  as  indicating  the  intent  of  Congress 
that  members  of  reserve  components  be  so  util- 
ized at  the  discretion  of  the  President. 

Extensive  and  earnest  study  was  given  to  the 
most  equitable  and  satisfactory  method  of  bring- 
ing physicians  and  dentists  to  active  duty  from 
the  increased  sources  that  became  available 
after  the  enactment  of  Public  Law  779.  It  was 
believed,  and  it  still  is  believed,  that  the  inter- 
ests of  all  concerned  are  best  served  by  the 
program  which  was  adopted  and  which  has  been 
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followed.  It  consists  of  assigning  a priority 
classification,  paralleling  that  of  Selective  Serv- 
ice, to  all  reserve  medical  and  dental  officers 
which  they  would  have  had  under  Selective 
Service  had  they  not  been  exempt  from  regis- 
tration and  then  calling  them  to  active  duty  in 
accordance  therewith.  Thus,  Priority  I type  re- 
serves which  includes  Priority  I registrants  who 
have  indicated  a willingness  to  accept  commis- 
sions are  called  up  before  Priority  II’s  are  called. 
It  permits  the  Navy  to  utilize  its  reserves  who 
were  obligated  to  serve  and  it  insures  that  the 
Army  and  the  Air  Force  will  have  sufficient  per- 
sonnel. It  also  has  the  advantage  of  reducing 
to  a minimum  the  necessity  of  actually  drafting 
doctors  by  affording  those  who  are  vulnerable 
the  opportunity  of  accepting  commissions  rather 
than  having  to  face  the  stigma  of  being  inducted 
involuntarily. 

As  the  plan  has  operated,  the  Navy  up  to  the 
present  time  has  filled  its  requirements  from  its 
reserve  components.  The  Air  Force,  with  few 
exceptions,  has  had  a sufficient  number  of  re- 
quests for  commissions  and  voluntary  applica- 
tions for  extended  active  duty  from  Priority  I 
registrants  to  meet  its  needs.  Except  for  one 
month,  July  1951,  the  Armed  Forces  has  been 
able  to  fill  its  requirements  for  physicians  by  in- 
voluntarily ordering  to  duty  Priority  I registrants 
who  have  indicated  a willingness  to  accept  com- 
missions. 

You  are  well  aware  of  the  advantages  to  the 
interests  of  the  national  welfare  in  having  the 
local  and  State  Advisory  Committees  of  the 
Selective  Service  System  advise  the  military  de- 
partments on  the  essentiality  of  reserves  destined 
for  calls  to  duty.  This  arrangement  has  proved 
its  merit  and  the  departments  have  cooperated 
with  it  in  a satisfactory  manner  even  though 
the  obligation  to  do  so  in  the  cases  of  reserve 
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personnel  is  not  prescribed  under  the  provisions 
of  Public  Law  779. 

It  is  true  that  there  are  some  recalcitrant 
Priority  I registrants  who  refuse  to  accept  com- 
missions and  are  escaping  duty  as  long  as  a 
sufficient  number  to  meet  the  requirement  do 
volunteer.  Their  number,  however,  is  relatively 
small.  According  to  Selective  Service  statistics 
for  January  31,  1952,  of  an  original  10,785  Prior- 
ity I living  registrant  physicians,  1,094  remain 
immediately  available;  and  of  an  original  3,928 
Priority  I registrant  dentists,  620  remain  imme- 
diately available.  Since  January  31,  1952,  the 
available  Priority  I dentist  pool  has  been  reduced 
by  the  induction  calls  for  335  dentists  in  April 
1952  and  175  dentists  in  May  1952. 

When  all  Priority  I type  reserves  have  been 
called  to  active  duty,  or  deferred  for  acceptable 
reasons,  the  Selective  Service  System  will  be  re- 
quested to  bring  the  remaining  Priority  I regis- 
trants into  service  before  any  Priority  II  type  re- 
serves are  called  up.  It  is  anticipated  that  this 
will  occur  within  the  next  six  months;  hence,  the 
recalcitrant  ones  are  only  delaying  their  service 
until  all  the  Priority  I registrants  who  have  ac- 
cepted commissions  are  called  up.  It  is  a matter 
of  opinion  whether  this  is  to  their  advantage.  If 
the  military  emergency  should  cease  to  exist  be- 
fore they  are  inducted,  they  will  have  escaped 
military  duty.  On  the  other  hand,  if  the  emer- 
gency continues,  they  will  be  forced  to  come  into 
service  at  a later  date  and  will  have  to  serve 
after  their  more  willing  contemporaries  are  re- 
turned to  civilian  life  and  become  reestablished 
in  their  practices. 

It  has  been  the  desire  of  the  Department  of 
Defense  to  comply  with  the  intent  of  Public 
this  has  been  done  to  the  best  interests  of  the 
Law  779.  It  is  believed  that  as  far  as  practicable 
individuals  and  of  the  Armed  Forces. 


FOR  SALE 

TUCSON  BRACE  SHOP 

Attractive  Offices  and  Home,  are  marks 

Orthopedic  Appliances 

of  distinction  and  indicative  of  ability. 

Braces,  Limbs,  Belts,  Trusses 
Arch  Supports  and  Repairing 

DOCTOR  SEE  THIS  PROPERTY 

39  West  McDowell  Road 

Phone  3-4581  805  E.  Broadway 

L.  L.  STEWARD  REALTOR 

Tucson,  Arizona 

Phoenix,  Arizona 

1414  E.  McDowell  Road  — PHONE  4-1636 
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Topics  of  Cumntfttediait Interest 


RX,  DX,  AND  DRS. 

GUILLERMO  OSLER,  M.D. 


By 

The  pressure  for  supplies  of  the  INH  drugs 
(isonicotinic  acid  hydrazides)  for  treatment  of 
tuberculosis  is  tremendous.  Hoffmann-LaRoche 
and  Squibb  are  besieged  by  institutions,  physi- 
cians, and  patients  for  even  a few  pills.  ...  As  of 
April  first  there  is  almost  none  at  large  except 
that  released  to  the  VA  Hospitals,  and  that  which 
has  leaked  out  FROM  them.  . . . The  materials  are 
supposed  to  be  used  strictly  for  research  until 
the  FDA  gives  approval,  and  a signed  application 
for  this  purpose  is  required.  The  need  for  con- 
trol and  data  is  far  greater  than  usual  because 
of  the  premature  outbreak  of  stories  about  the 
drugs.  . . . Squibb  is  talking  very  ‘poor’  about  the 
amount  of  supplies.  H.-LaR.  is  optimistic.  The 
Schering  and  Nepera  companies  have  crowded  in 
on  the  act  by  offering  millions  of  pills  to  any 
applicants  (the  newspapers  say),  but  later. 

INH  NEWS  ITEMS,— The  first  cloud  on  the  hori- 
zon is  the  statement  that  weak  dilutions  of  INH 
in  cultures  can  produce  that  bugaboo  ‘resistance’ 

. . . The  JAMA  editorial  reports  that  the  drugs 
are  bacteriocidal,  rather  than  bacteriostatic — but 
several  good  bacteriologists  say  they  are  the  latter. 
. . . Dr.  Sevringhaus  (of  H.-LaR.)  says  that  Mar- 
silid  is  toxic  in  animals,  but  is  less  toxic  than 
Rimifon  in  humans,  and  perhaps  more  effective. 


The  cleverest  recent  idea  in  medical  education 
is  the  suggestion  that  FUNDS  FOR  MEDICAL 
SCHOOLS  be  obtained  by  using  the  income  from 
doctors'  medical  discoveries.  It  has  been  approved 
by  the  AMA  Board  of  Trustees.  . . . This  would 
fill  a need  for  funds;  it  would  avoid  leaning  on 
the  guvmint;  and  it  would  make  ethical  the  criti- 
cized but  richly  successful  Wisconsin  Alumni  Re- 
search Foundation. 


Dr.  Clarence  Kroeger,  once  assistant  to  Dr. 
Lewis  Howard  of  the  Tucson  City  and  (Pima) 
County  health  departments,  has  changed  Cali- 
fornia jobs.  . . . Dr.  Kroeger  has  made  history  as 
health  officer  in  the  tough  Imperial  County  terri- 
tory. He  is  now  to  become  assistant  health  officer 
for  Mendocino  County,  where  a full-time  depart- 
ment has  just  been  established. 


A good  clinician  musi  never  become  tolerant  or 
unaware  of  physical  ABNORMALITIES,  even 
among  his  friends  or  acquaintances,  else  he  will 
fall  on  his  face  and  no  longer  be  a good  (upright) 
clinician.  . . . He  must  continuously  inspect,  rather 
than  look  at,  the  color,  expression,  movement, 
posture,  etc.,  etc.,  of  all  those  with  whom  he  comes 
in  contact.  ...  It  should  be  a pleasure  as  well  as  a 
habit,  or  he  should  take  up  some  such  remote 
and  localized  specialty  as  proctology. 


H.  C.  Wood  Jr.  of  Philadelphia  suggests  that 
hospitals  save  money  and  serve  food  in  better 
condition  by  having  small  DINING-ROOMS  FOR 
AMBULATORY  PATIENTS.  There  probably  are 
reasons  against  the  idea,  but  there  are  several 
others  in  its  favor.  . . . Where  Dr.  Wood  jokingly 
suggests  a bar  to  help  pay  expenses,  we  would 
add  the  charitable  use  of  a slot-machine.  (Re- 
sult, e.g., — “St.  Elmo’s  Hospital  builds  a new  wing 
without  campaign  for  funds”!) 


An  Arizona  angle  is  visible  in  the  recent  report 
to  the  American  Academy  of  Dermatology  and 
Syphilology  by  Sulzberger  and  Hermann  of  N.Y.U. 
. . . They  have  found  that  the  reason  for  relief  from 
asthma,  arthritis,  certain  skin  disorders,  etc., 
which  occurs  in  warm  dry  climates  is  THE  EVA- 
PORATION OF  PERSPIRATION.  . . . Serious 
systemic  disorders  can  result  from  a malfunction 
of  the  sweat  glands  in  humid  weather.  It  is  like  a 
failure  of  the  radiator  in  a car.  . . . Dr.  Sulzberger 
is  worth  listening  to,  since  he  is  a very  sharp  der- 
matologist and  author. 


It  was  suggested  here  many  months  ago  that  a 
substitute  arm  would  be  a great  help  in  training 
nurses  (and  internes  and  residents)  in  the  obscure 
talent  of  GETTING  A NEEDLE  INTO  A VEIN. 
. . . Now  comes  a report  in  ‘Hospital  Topics’  of 
such  an  arm,  made  from  a mould,  containing  a net- 
work of  latex  rubber,  ‘veins’,  and  covered  with  a 
vinyl  resin  ‘skin’.  . . . The  veins  are  constantly 
filled  with  a red  liquid  from  a bracketted  syringe, 
and  students  can  palpate,  aim  at,  and  possibly  hit 
the  tubes  under  expert  guidance  . . . we  suggest 
a post-graduate  hour  on  ‘arms’  with  a quarter 
inch  of  cotton  padding,  making  it  feel  like  10  per 
cent  of  the  real  arms  seem  to. 


The  most  fashionable  'SMOOTHAGE'  FOR  CON- 
STIPATION has  recently  been  methyl  cellulose 
preparations.  They  haven't  always  seemed  to  be 
the  perfect  material  which  the  authors  claimed. 
. . . Now  Cass  and  Wolf  report  in  'Gastroenterol- 
ogy' that  psyllium  seed  is  a better  laxative  than 
other  types.  Thus  it  comes  back  full  cycle  to  us 
old-fashioned  people. 


THE  WALTER  REED  CENTENNIAL  brought 
out  many  stories  of  the  conquest  of  yellow  fever 
and  of  the  life  of  Dr.  Reed.  Some  of  them 
have  to  do  with  Arizona.  ...  A few  weeks  after 
his  marriage  in  April  1876,  Reed  journeyed  from 
Tennessee  to  the  southwest.  His  wife  joined  him 
in  October  at  San  Diego,  and  they  travelled  east 
in  22  days  to  his  doctor’s  post  at  FORT  LOWELL, 
Tucson,  by  doherty  wagon  (a  military  stage-coach 
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drawn  by  4 mules).  . . . The  following  August 
they  were  sent  “by  the  shortest  usually  travelled 
route”  to  FORT  APACHE,  in  the  White  Moun- 
tains. He  was  responsible  for  the  health  of  the 
troops,  as  well  as  that  of  the  settlers  for  miles 
around  the  post.  . . . Their  only  child,  a son 
Walter,  (later  to  become  a military  hero  and  In- 
spector General  of  the  Army)  was  born  at  Fort 
Apache.  Dr.  Reed  left  the  west  in  1880  for  Fort 
Ontario,  Oswego,  N.  Y. 


A news-letter  from  Bauer  & Black  tells  of  seven 
general  hospitals  in  Massachusetts  and  Texas  with 
UNRESTRICTED  VISITING  HOURS.  ...  It  is 
said  to  work,  but  such  a status  is  hard  to  imagine. 
It  could  be  called  a change  from  bedlam  to  chaos. 


The  non-psychiatrists  among  us  may  not  know 
of  a PROGRESS  IN  NARCOANALYSIS.  It  seems 
that  the  barbiturates  may  be  accompanied  by 
desoxyephedrine  with  good  effect.  . . . The  pa- 
tients tend  to  be  both  relaxed  and  alert.  Material 
is  more  readily  and  quickly  available  when  the 
combination  is  used.  The  barbiturate  dosage  need 
not  be  so  carefully  controlled  and  the  patient 
remains  conscious.  The  amnesia  for  the  inter- 
view does  not  occur  and  the  patient’s  recall  makes 
the  interview  continuously  valuable. 


A macabre  bui  useful  vehicle  is  described  by 
G.  R.  Knopf,  in  answer  to  a question  by  Dr.  E.  M. 
Bluestone  in  'The  Modern  Hospital.'  The  question, 
— How  to  Camouflage  a Corpse.  . . . The  answer 
is  to  use  a double-deck  cart.  The  body  is  put  on 
the  lower  level,  the  lop  level  is  unused,  and  the 
entire  cart  is  covered  by  a large  sheet.  . . . The 
vehicle  can  be  wheeled  thru  the  corridors,  into 
elevators  and  lobbies,  or  wherever  transit  is  need- 
ed, without  the  depressing  effect  caused  by  the 
usual  cart. 


One  would  think  that  chemists  in  general  would 
feel  a little  silly  about  a reversal  of  one  of  their 
pet  theories  concerning  oxidation.  ...  It  has  long 


been  accepted  that  paint  becomes  dull  and  chalky 
because  of  a combination  of  the  lacquer  or  enamel 
with  oxygen  in  the  air.  Now  it  seems  that  the 
process  may  be  due  to  REDUCTION — or  would 
you  rather  hear  about  the  simple  mechanism  of 

atomic  energy?  

Typical  of  Ihe  confusion  which  exists  as  to 
WHAT  AND  WHEN  THE  PATIENT  SHOULD  BE 
TOLD  ABOUT  HIS  ILLNESS  is  the  article  by 
Gallinek  in  the  New  York  State  Journal  of  Medi- 
cine. . . . He  believes  that  the  diagnosis  of  multiple 
sclerosis  should  generally  not  be  revealed  to  the 
patient — yet  it  should  be  treated.  ...  A needless 
paradox,  we  say.  . . . Tell  him  of  his  disease,  since 
he  has  to  live  with  it.  Send  him  to  Southern  Ari- 
zona, since  it  allows  a safer  life.  Treat  him  with 
the  best  medical  methods,  as  indicated.  Let  him 
work  and  be  adjusted  and  happy — he  is  no  worse 
off  than  thousands  of  others  with  an  uncertain 

future.  

A small  obstruction  to  MEDICAL  WRITING  has 
been  moved  a bit,  at  least  in  Washington,  D.  C. 
. . . The  ‘Medical  Annals’  of  D.C.  describes  a 
2-day  Conference  on  Teaching  Techniques.  It  will 
give  help  on  various  aspects  of  medical  writing, 
illustration,  etc.  . . . Such  a course  was  once  given 
by  the  Milwaukee,  Wisconsin,  Medical  Society. 


Do  your  patients  complain  of  being  'let  down', 
a lack  of  courage,  a lack  of  fecundity?  It  figures, 
according  to  the  SUNSPOTS.  . . . Evidence  is 
available  on  the  sunspot  cycle  for  hundreds  of 
years.  The  cycle  is  11.2  years  long,  and  depends 
on  the  number  of  spots  which  appear.  When  sun- 
spots are  scanty,  your  patients  will  complain  of 
symptoms  which  fit  with  those  named  in  ihe  first 
sentence.  . . . There  was  a decline  during  World 
War  II;  there  has  been  a long  'high'  since  1946; 
there  is  a falling  index  in  the  past  year,  and  the 
effects  should  be  noted  in  the  next  few  years.  . . . 
These  data  come  from  Santa  Clara  University,  the 
Tree  Ring  Laboratory  in  Arizona,  ihe  Zurich  and 
U.  S.  Naval  Observatories — and  a California  tax 
survey. 


DIAGNOSTIC  LABORATORY 

MAURICE  ROSENTHAL,  M.D., 
Pathologist 

Diplomate  of  American  Board  of  Pathology 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 
CLINICAL  PATHOLOGY 
AUTOPSIES 
TISSUE  PATHOLOGY 
E.K.G.  B.M.R. 

Medical  Arts  Building 
543  E.  McDowell  Road 
Phone  8-1601 
Phoenix,  Arizona 
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PROFESSIONAL  X-RAY  AND  CLINICAL  LABORATORY 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 
CLINICAL  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

TISSUE  PATHOLOGY  BY  QUALIFIED  PATHOLOGIST 

R.  Lee  Foster,  M.D.,  Director  John  W.  Kennedy,  M.D.,  Radiologist 

W.  W.  Watkins,  M.D.,  Consultant  Radiologist 
Diplomates  of  American  Board  of  Radiology 


WHEN  AN  ORTHOPEDIC 
MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 


DYE  MEDICAL  & OXYGEN 
SUPPLY  COMPANY 

OFFERS 

The  Newest  in  Oxygen  Therapy  Equipment 

Exclusive  Distributors  for  MSA  Pneophore 

Exclusive  Distributors  for  Expendo 
Plastic  Mask  & Cannula 

Distributors  of  Medicinal  Gases  to 
Hospitals 

Quality,  Promptness  and  Efficiency 
combined  with  the  lowest  prices  to 
Doctors  and  patients  in  Phoenix 

24  HOUR  SERVICE 

3332  W.  McDowell  Road 
Phoenix.  Arizona 
Phones:  8-5341,  8-5342,  8-5343 

"Every  Need  For  the  Sick  Room" 
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T~J  Prescription  . . . 

WAYLAND’S 

Insured  Safety 

TWO  STORES 

☆ 

Wayland's  Prescription  Pharmacy 

ARIZONA’S  OLDEST  AND  LARGEST  SAVINGS  AND  LOAN 

13  E.  Monroe  Street 

r FIRST  IEDERAI 

Phone  4-4171 

AVIMCiSwSw  c^Uut. 

Wayland's  McKinley  Pharmacy 

L JOSEPH  G.  RICE,  CHAIRMAN  OF  THE  BOARD  AND  PRESIDENT 

138  W.  McKinley  Street 

30  W.  Adams  St.,  Phoenix  • Orange  at  Fourth  Ave.,  Yuma 

Phone  4-7243 

1 ACCOUNTS  INSURED  i 

by  the  Federal  Saving*  & Loon  Insvronce  Corporation 

PHOENIX,  ARIZONA 

☆ 

3311  North  Central  Ave.,  Phoenix 

FREE  DELIVERY 

ALCOHOLISM 

There  is,  today,  a rapidly  increasing,  nation-wide 
awareness  of  alcoholism  as  a disease,  as  a major  health 

MILLAM  & WIKLE 

problem  and  as  a responsibility  of  the  medical  pro- 
fession. 

Physicians  throughout  the  country  are  recognizing 

STATIONERS 

the  need  of  special  facilities  for  the  proper  care  and 
treatment  of  the  victims  of  this  disease. 

Phone  3-0888 

In  THE  FRANKLIN  Phoenix  has  a modern  center 
for  care  and  treatment  of  acute  and  chronic  cases 
of  alcoholism. 

22  East  Monroe 

All  treatment  at  THE  FRANKLIN  is  under  the 

Phoenix 

supervision  of  a licensed  physician.  Patients  may 
retain  their  own  physicians  or  may  be  attended  by  a 

staff  physician  of  THE  FRANKLIN. 

Nursing  care  is  continuous,  24  hours  a day,  under 

supervision  of  a registered  nurse;  with  a staff  of  un- 
derstanding, experienced  people. 

'iJlie  .5 ^ranhlin 

STATIONERY 

OFFICE  SUPPLIES 

ALCOHOLIC  PROBLEMS  - EXCLUSIVELY 

367  N.  21st  Ave.,  Just  Above  Van  Buren 
Telephone  3-4751 

OFFICE  EQUIPMENT 

Phoenix,  Arizona 

Vol.  9,  No.  5 


Arizona  Medicine 


57 


WHAT  PRICE 

COLLECTIONS? 

If  they  pay  within  10  days 
Is  50c  a fair  charge? 


That’s  the  way  our  “Another  Opportunity  Letter”  works. 

To  those  accounts  who  are  quite  in  arrears  but  not  the 
folks  you  wish  to  “turn  over  for  collection”  we  mail  a 
letter  giving  them  another  chance  to  pay  you  direct  before 
the  account  is  turned  over  for  collection.  If  they  pay  in  10 
days  it  costs  you  50c.  If  they  do  not  pay,  you  either  with- 
draw the  name,  or  we  proceed  with  our  normal  courteous 
collection  plan. 

Doctors  like  the  “Another  Opportunity  Letter”  because: 

1.  It  gives  the  doctor  another  opportunity  to  effect  a 
collection  through  his  own  office. 

2.  It  gives  the  patient  another  opportunity  to  pay  or 
make  suitable  arrangements  before  account  is  turned  over 
for  collection. 

3.  It  offers  an  opportunity  to  put  the  account  on  a Budget 
Plan  for  Health  so  it  may  be  paid  out  of  income  on  small 
monthly  installments. 

4.  Or,  failing  these  three,  it  places  the  account  with 
the  very  best  collection  service  in  town;  where  you  know 
it  will  be  handled  in  a manner  to  preserve  good  public 
relations  and  yet  effect  satisfactory  collection. 

If  you  haven’t  seen  the  “Another  Chance  Letter”  simply 
phone  8-7758  for  a sample,  and  an  explanation  of  how 
you  use  it. 


MEjDICAU  DENTAL 


Home  Office:  First  St.  & Willetta 
Downtown:  407  Professional  Bldg. 


An  Ethical  Financial  Service  for  Your  Patients 
Founded  1936 
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(Continued  from  Page  48) 

Rural  Health  Makes  News—  More  than  500 
medical  and  farm  leaders  gathering  in  Denver 
for  the  Seventh  Annual  Conference  on  Rural 
Health  made  news.  The  Conference’s  theme- 
how  to  help  rural  communities  help  themselves 
to  better  health— was  carried  not  only  in  many 
newspapers  and  magazines  but  also  to  a large 
radio  audience  in  the  Denver  area  and  through- 
out the  midwest. 

Over  35  different  radio  programs— arranged 
by  the  Colorado  State  Medical  Society  and  the 
AMA  Public  Relations  Department— were  broad- 
cast. Tape  recordings  of  the  entire  Conference 
are  being  edited  down  into  six  15-minute  pro- 
grams entitled.  “Help  Yourself  to  Health,”  which 
will  be  available  to  medical  societies  from  the 
AMA’s  Bureau  of  Health  Education. 

AMA  Delegates  To  Attend  Elementary  Edu- 
cation Meet-Dr.  Walter  B.  Martin,  Trustee, 
and  Fred  V.  Hein,  Ph.D.,  Bureau  of  Health 
Education,  will  represent  the  American  Medical 
Association  at  the  Sixth  Annual  Conference  on 
Elementary  Education.  Conferees  will  examine 
problems  connected  with  improving  elementary 
education  programs  when  the  group  convenes 
April  30  and  May  1-2  in  Washington,  D.C. 

Hospital  Financing  Survey  Gets  Under  Way 
In  North  Carolina— The  Commission  on  Financ- 
ing of  Hospital  Care  recently  completed  a series 
of  preliminary  meetings  in  San  Francisco,  Tulsa, 
Cincinnati,  Cleveland,  Boston  and  St.  Paul  de- 
signed to  point  up  the  problems  involved  in 
financing  hospital  care.  The  Commission,  an 
independent  citizens’  committee  stimulated  by 
the  American  Hospital  Association  and  financed 
by  grants  from  the  Kellogg  Foundation,  Health 
Information  Foundation  and  John  Hancock  Life 
Insurance  Co.,  plans  to  initiate  its  survey  in 
North  Carolina. 

’52  Funds  Approved  For  Medical  Education 
Survey— A $39,650  budget  to  wind  up  activities 
of  the  Committee  for  the  Survey  of  Medical  Edu- 
cation has  been  approved  by  the  AMA  Board  of 
Trustees.  The  Committee  reports  that  Survey 
findings  should  be  completed  and  sent  to  the 
publisher  by  June,  1952. 

A representative  sample  of  41  medical  schools 
was  studied  with  the  idea  of  pointing  up  the 
basic  problems  facing  medical  education  today. 
Broad  objectives  of  the  Survey  are:  (1)  to  im- 
prove medical  education  to  meet  over-all  health 
needs  of  the  public;  (2)  evaluate  the  degree  to 


which  medical  schools  are  meeting  the  need  for 
physicians;  (3)  promote  the  advancement  of 
medical  science,  and  (4)  inform  the  public  of 
the  nature,  content  and  purposes  of  medical 
education. 

AMA  To  Set  Up  Socio-Economic  Files.— The 
AMA  plans  to  centralize  its  medical  socio-eco- 
nomic files  in  the  near  future.  At  its  last  meet- 
ing, the  Board  of  Trustees  authorized  the  ap- 
pointment of  an  assistant  librarian  to  assemble 
and  catalog  this  material  from  the  various  coun- 
cils, committees  and  bureaus  of  the  Association. 
Eventually  a complete  history  of  AMA  policies 
and  attitudes  will  be  compiled  from  this  source. 

AMA  Group  Acts  As  Liaison  With  Legion— 
The  AMA  Board  of  Trustees  recenty  appointed 
a liaison  committee  of  Doctors  Elmer  Hender- 
son, chairman,  Perrin  H.  Long,  George  F.  Lull, 
Henry  B.  Mulholland,  Harvey  B.  Stone  and 
Walter  B.  Martin,  to  confer  with  the  American 
Legion  on  matters  dealing  with  national  health 
and  medical  care  problems.  On  March  1,  this 
group  met  with  the  American  Legion’s  Com- 
mittee on  Rehabilitation  in  Washington,  D.C. 
The  committee  will  meet  again  in  April  with 
Legion  representatives. 

AMA  Pays  $20,000  In  ’52  For  Chronic  Illness— 
The  AMA  has  pledged  continued  financial  sup- 
port to  the  Commission  on  Chronic  Illness  in 
the  amount  of  $80,000  to  be  paid  over  a four- 
year  period.  The  Commission,  an  independent 
national  agency,  is  conducting  an  intensive  study 
of  chronic  illness— one  of  the  most  important 
health  problems  in  America  today.  This  year’s 
installment  of  $20,000  was  recently  turned  over 
to  the  Commission.  A $300,000  budget  set  by 
the  Commission  for  the  coming  four-year  period 
has  been  met  by  twelve  contributing  organiza- 
tions. 

Neiv  Health  Education  Series  Aired— A new 
series  of  health  education  radio  programs,  called 
“Medicine,  USA,”  are  being  carried  over  the 
National  Broadcasting  Company  network  on  six 
successive  Saturdays— the  first  on  March  29. 
Sponsored  by  the  American  Medical  Association 
and  county  medical  societies  in  cooperation  with 
NBC,  the  shows  are  broadcast  from  New  York 
at  7:30  p.m.,  EST. 

Subjects  include:  March  29— “Alcoholism;” 

April  5— “Psychiatry;”  April  12— “Longer  Life;” 
April  19— “Contagious  Diseases;”  April  26— 
“Exercise  and  Athletics,”  and  May  3— “Medicine’s 
Progress.” 
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Left  to  Righl:  Mrs.  Joseph  Bank,  Couniy  Public  Relations;  Mrs.  John  R.  Green,  State  Publicity;  Mrs. 
Jefferson  Brown,  Chairman  State  Board  of  Nursing;  Mrs.  Thomas  W.  Woodman,  President  Maricopa 
County;  Mrs.  Muriel  Crothers  Henry,  Director  of  Public  Relations  on  National  Committee  of  Careers 
and  Nursing;  Mr.  Phil  Stitt,  Executive  Secretary,  Arizona  Nurses'  Association;  Mrs.  William  Schoffman, 
State  President-Elect;  Margaret  Savoy,  Society  Editor  of  the  Phoenix  Gazette;  Mrs.  George  S.  Enfield, 
County  Health  Chairman;  Mrs.  Zona  Brierley,  Chairman  of  Joint  Careers  for  Nursing  Association;  Mrs. 
Freda  Erhardt,  State  Nursing  Board.  The  Luncheon  was  in  the  honor  of  Mrs.  Henry  and  was  held  at 
the  Kiva  Club  atop  the  Westward  Ho  Hotel,  Phoenix. 


REPORT  ON  THE 
NURSE  RECRUITMENT  DRIVE 

The  Maricopa  County  Auxiliary  to  the  Medi- 
cal Society  decided  after  a careful  study  of 
possible  projects  this  year,  that  the  one  of  great- 
est benefit  to  the  state  would  be  a Nurse  Re- 
cruitment Drive.  Arizona  is  very  much  in  the 
debtor  bracket  as  regards  fulfilling  nursing  needs. 

With  1700  nurses  in  the  state,  we  still  need 
a full  500  more  to  answer  our  needs.  The  en- 
tire state  graduated  only  50  nurses  last  year  from 
some  five  accredited  schools  of  nursing.  This 
year,  we  have  only  four  such  schools,  since  the 
hospital  on  the  Indian  reservation  no  longer 
operates  a school.  Were  it  not  for  the  600 
transient  nurses,  our  situation  would  be  even 
more  critical.  Right  now,  they  ease  a bad  situa- 
tion, but  do  not  answer  the  requirements  of 
permanent  installations  such  as  schools,  hospi- 
tals, administrative  posts. 

Since  the  various  state  nurses’  organizations 
were  likewise  aware  of  the  need,  and  heard  of 
our  interest,  they  decided  to  join  forces  with  us. 


Thus  the  Arizona  State  Nurses’  Association,  and 
the  Arizona  League  of  Nursing  Education  ap- 
pointed a chairman  to  work  jointly  with  me. 
To  Mrs.  Zona  Rrierley  I am  greatly  indebted  for 
her  effort  and  participation  in  this  over-all  plan. 
Each  of  us  had  different  facets,  and  contacts 
which  helped  to  more  than  widen  our  approach. 

The  week  opened  with  a proclamation  by 
Gov.  Howard  Pyle  designating  March  23-29  as 
State  Recruitment  Week.  An  intensive  period 
has  just  concluded,  tho  it  will  with  less  pub- 
licity continue  since  this  is  not  a one-time  need. 
Into  the  blueprint  were  incorporated  the 
churches,  schools,  press,  radio  and  TV. 

In  the  drive  three  colleges  of  this  area,  and 
eight  of  the  high  schools  of  Maricopa  County 
were  contacted,  including  the  colored,  tech- 
nical, Indian,  and  parochial  schools.  The  two 
groups  bought  the  movie,  “Girls  in  White”,  and 
the  Medical  Auxiliary,  as  a final  gesture  of 
friendship,  at  the  conclusion  of  this  week  is 
presenting  its  half  to  the  State  Nurses  Associa- 
tions for  their  use.  The  schools  not  only  showed 
the  movie  to  nursing  clubs,  and  potential  nurse 
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recruits,  but  arranged  to  show  it  to  science 
classes,  including  boys.  My  own  adolescent  son 
was  thrilled  at  seeing  the  movie  in  a class,  and 
the  word-of-mouth  discussion  has  helped  to  make 
young  girls  lean  to  added  consideration  of  nurs- 
ing. The  various  PTA  groups,  Mothers  Clubs 
and  youth  groups  have  viewed  the  movie.  In 
one  case,  it  went  on  in  conjunction  with  a school 
fashion  show,  and  included  in  high  fashions, 
two  nurses  uniforms.  Thousands  literally  have 
seen  the  movie  locally. 

The  drive  extends  next  to  schools  in  the  rest 
of  the  county  of  which  another  dozen  are  par- 
ticipating. From  these  rural  areas  come  many 
of  our  best  nurse  recruits.  Two  other  counties 
are  sending  in  nine  girls  from  over  100  miles 
away,  sparked  by  enthusiasm  engendered  by 
our  state  auxiliary  as  it  has  spread  the  word  on 
its  visits. 

The  final  phase  of  the  school  participation 
is  being  undertaken,  by  Mrs.  George  Enfield, 
State  Chairman  on  Health.  In  addition  to  help- 
ing in  the  forming  of  new  chapters  and  strength- 
ening of  the  outlying  smaller  ones,  she  has 
spread  the  “gospel”  of  the  need  for  nurses.  As 
a result,  the  communities  in  Pinal  and  Pima  have 
offered  to  show  the  movie  through  many  of 
their  high  schools  in  the  month  of  April. 

The  churches  participated,  with  over  eight- 
een giving  sermons  or  telling  of  Recruitment 
Week  in  their  bulletins,  and  many  asked  for  a 
follow-up  of  the  movie  and  an  address  by  a 
hospital  nurse  in  their  Young  Adult  groups  in 
evening  meetings. 

Naturally  the  keystone  of  the  arch  is  the  hos- 
pital with  a nursing  staff,  and  teaching  faculty, 
so  they  were  vital  to  our  planning.  The  three 
local  nursing  schools  co-operated  to  the  fullest, 
and  we  handled  an  impartial  plan  in  which  pre- 
sented its  own  aspects  of  teaching. 

The  hospitals  concluded  the  week  with  an 
open  house  and  demonstration  of  their  program. 
Over  100  girls,  escorted  by  parents  or  PTA  mem- 
bers attended  each  hospital  for  two  hour  periods 
throughout  Sat.  March  29th.  Hospitals  acted  as 
hosts  for  meals  and  a tea. 

The  plan  was  such  a success,  with  the  girls 
reaching  a high  point  of  enthusiasm,  and  the 
hospitals  so  gratified  by  their  interest,  that  the 
hospitals  themselves  volunteered  to  hold  an- 
other open  house  within  a month,  if  a like 
number  of  girls  evince  interest.  Thus  far,  from 
discussions  alone,  it  seems  the  quota  will  be 


more  than  filled,  for  it  is  increasingly  clear,  that 
the  best  recruit  is  the  younger  student  with 
enough  time  to  plan  her  courses  for  her  career, 
even  from  eighth  grade  through  junior  year. 
I hus,  another  hundred  girls  will  probably  gather 
from  various  counties  and  the  Phoenix  area  to 
see  a hospital  at  first  hand. 

Channels  of  publicity  are  a MUST  in  such  a 
campaign,  and  this  the  Maricopa  County  Auxil- 
iary was  most  instrumental  in  getting,  and  the 
nursing  groups  feel  grateful  to  us  for  this  aspect, 
for  they  have  never  before  had  so  many  sides 
of  nursing  before  the  public  and  so  explicitly. 
The  enclosed  material  shows  to  some  degree 
how  far  it  went  in  awakening  a lethargic  public 
to  what  was  likewise  THEIR  PROBLEM.  The 
press  gave  us  week  day  and  a special  Sunday 
spread.  Thru  the  week  day  social  columns  a 
profile  on  nursing  a day  went  on  that  publicized 
the  school  nurse,  visiting  nurse,  practical  nurse, 
hospital  instructor,  and  registered  nurse,  pro- 
fessionally and  service-wise. 

An  editorial  in  the  Phoenix  Gazette  was  fol- 
lowed by  the  high  point  of  the  week,  as  re- 
gards newspaper  publicity.  Reg  Manning,  who 
won  last  year’s  Pulitzer  Prize  in  cartooning,  did 
for  us  the  poster  cartoon  on  nursing  needs.  Inas- 
much as  he  does  not  participate,  even  for  best 
friends  in  Red  Feather,  Red  Cross  or  other 
agencies,  we  feel  highly  honored  at  his  con- 
sideration of  our  needs,  and  realize  his  chief 
reason  for  doing  the  cartoon  which  goes  to 
over  100  other  syndicated  papers  nationally 
(and  thus  helps  the  National  Recruitment 
Drive)  was  based  on  the  fact  we  were  doing 
altruistic  work,  not  fund-raising! 

The  various  radio  stations  gave  us  in  all  about 
two  dozen  spot  announcements,  and  one  station 
ran  a series  of  interviews  under  the  sponsorship 
of  Business  and  Professional  Women  ending 
with  an  offer  spontaneously  decided  on  of  a 
loan  fund  to  a would  be  needy  nurse. 

Several  department  stores  were  contacted,  and 
gave  their  support.  Two,  Goldwaters  and  Dia- 
monds were  exceedingly  generous  with  a win- 
dow display  of  nursing.  The  Goldwater  window 
showed  a nurse,  and  the  caps  of  the  three  local 
schools,  as  in  a capping  service.  Diamonds 
window  showed  a nurse  lining  up  a surgical 
table,  with  excellent  poster  display.  These  like- 
wise gave  the  Recruitment  Drive  space  in  their 
advertisements  by  inserting  slugs.  Several  sur- 
gical houses  also  gave  us  placard  space. 
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It  would  be  well-nigh  impossible  to  close 
such  an  account  without  giving  clue  tribute  to 
the  various  members  of  the  nursing  profession 
who  did  so  much  to  make  this  Drive  a success. 
Miss  Jefferson  Brown  of  the  State  Board  of 
Nurses  helped  with  various  aspects  of  the  Gov- 
ernor’s Proclamation,  and  assisted  by  lending  us 
the  movie  of  the  Public  Health  Service  when 
we  needed  it  to  supplement  “Girls  In  White” 
for  two  showings  in  schools  in  a single  day. 
Miss  Dylis  Salisbury  of  the  State  Examiners’ 
Board  helped  us  in  our  mailings  throughout  the 
state,  and  the  many  letters  that  went  out  ap- 
praising high  school  principals  of  our  efforts 
were  typed  in  her  office,  making  literally  dozens 
of  copies.  Her  judgment,  too,  was  invaluable 
in  formulating  the  approach  to  press  and  hos- 
pitals. Mrs.  Brierley  and  I were  Siamese  twins 
of  effort. 

The  Medical  Auxiliary  in  Maricopa  had  the 
great  satisfaction  of  creating  an  atmosphere  of 
cordiality  between  itself,  the  schools,  churches 
md  press,  hospitals  and  nurses  that  has  reached 
i new  high  in  public  relations.  Each  has  come 
to  know  and  value  the  other  in  this  joint  en- 
deavor. 

The  high  point  of  the  publicity  was  the  arrival 
if  Mrs.  Muriel  Crothers  Henry,  Public  Relations 
Chairman  of  the  National  Committee  on  Careers 
in  Nursing.  She  had  a radio  interview,  a lunch- 
eon with  the  press  present,  and  our  medical  and 
nursing  members  present  to  hear  her  informa- 
tive and  inspirational  talk. 

The  Maricopa  County  Medical  Auxiliary  feels 
it  sparked  a program  second  to  none,  did  a 
great  public  service  in  joining  so  many  agen- 
cies in  a common  effort,  and  received  itself  the 
great  satisfaction  of  a job  well  done. 

Mrs.  Joseph  Bank,  Chairman  Recruitment 
Drive,  Maricopa  County  Medical 
Auxiliary,  Phoenix,  Arizona 


In  very  special  cases 

A very  superior  Brandy 
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COGNAC  BRANDY 
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AMERICAN  MEDICAL  ASSOCIATION 
535  North  Dearborn  - Chicago  10,  Illinois 
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ENJOY  A SCIENTIFIC  VACATION 
AT  THE  AIR  CONDITIONED  SHAMROCK  HOTEL,  HOUSTON,  TEXAS 
JULY  21  — 22  — 23  — 1952 

Postgraduate  Medical  Assembly  of  South  Texas 

EIGHTEENTH  ANNUAL  MEETING 

Three  Separate  Sections;  Medical,  Surgical  and  Eye,  Ear,  Nose  and  Throat 
9:00  A.M.  to  6:00  P.M.  Daily 
DAILY  LUNCHEON  — For  All  Sections  Combined 

DISTINGUISHED  GUEST  SPEAKERS 


Walter  C.  Alvarez,  M.D.,  Professorial  Lecturer,  Univ.  of 
111.  Chicago;  Editor  in  Chief  of  Modern  Medicine. 

James  J.  Callahan,  M.D.,  Prof,  of  Orthopedics,  University 
of  Loyola,  Chicago. 

John  Maxwell  Chamberlain,  M.D.,  Associate  Surgeon, 
Columbia  Univ.  New  York  City. 

Arthur  C.  Curtis,  M.D.,  Prof,  and  Chairman  Dept.,  of 
Dermatology  and  Syphilology,  University  of  Michigan. 

Walter  A.  Fansler,  M.D.,  Clinical  Prof,  of  Surgery,  Univ. 
of  Minnesota. 

George  T.  Harrell,  M.D.,  Prof,  of  Medicine  and  Head  of 
Dept.;  Wake  Forest  College,  The  Bowman  Gray  School 
of  Medicine,  Winston  Salem,  N.  C. 

Bernard  J.  Hanley,  M.D.,  Clinical  Prof,  of  Obstetrics  and 
Gynecology,  Univ.  of  Southern  California,  Los  Angeles. 

Chevalier  L.  Jackson,  M.D.,  Honorary  Prof,  of  Laryngology 
and  Broncho-esophagology,  Temple  Univ.,  Philadelphia. 

Charles  A.  Janeway,  M.D.,  Thomas  Rotch  Prof,  of  Pedia- 
trics, Harvard  Medical  School,  Boston. 

D.niel  B.  Kirby,  M.D.,  Prof,  of  Ophthalmology,  New 
York  University  College  of  Medicine,  New  York  City. 


William  B.  Kountz,  M.D.,  Prof,  of  Gerontology,  Wash- 
ington University,  St.  Louis. 

Francis  L.  Lederer,  M.D.,  Professor  and  Head  of  Dept., 
of  Otolaryngology,  Univ.  of  Illinois,  Chicago. 

Albert  N.  Lemoine,  Jr.,  M.D.,  Prof,  of  Ophthalmology, 
University  of  Kansas,  Kansas  City,  Kans. 

Victor  F.  Marshall.  M.D.,  Associate  Prof,  of  Clinical  Sur- 
gery (Urology),  Cornell  University,  New  York  City. 

John  Parks,  M.D.,  Professor  of  Obstetrics  and  Gynecology, 
George  Washington  University,  Washington,  D.C. 

John  M.  Sheldon,  M.D.,  Associate  Prof,  of  Medicine,  Uni- 
versity of  Michigan;  Executive  Committee,  American 
Academy  of  Allergy. 

James  H.  Wall,  M.D.,  Associate  Prof.,  Clinical  Psychiatry, 
Cornell  University,  New  York  City. 

C.  Stuart  Welch,  M.D.,  Prof,  of  Surgery,  Tufts  Medical 
College,  Boston. 

Harry  M.  Weber,  M.D.,  Associate  Prof.,  Radiology,  Mayo 
Foundation  Graduate  School;  Chief  of  Section  on  Roent- 
genology, Mayo  Clinic. 


DANCE  . . . Emerald  Room  . . . Shamrock  Hotel,  Tuesday  Evening,  July  22 

Interesting  and  Instructive  Scientific  Exhibits,  Technical  Exhibits,  Motion  Pictures 
REGISTRATION  FEE  $20.00  covers  all  Features,  including  Luncheons 
(Reduced  Fee  of  $10.00  to  doctors  on  Active  Duty  in  the  Armed  Forces.) 

Special  Rates  are  Offered  for  this  Meeting  by  The  Shamrock 
FOR  FURTHER  INFORMATION  WRITE  THE  POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH  TEXAS 

229  Medical  Arts  Building,  Houston,  Texas 
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Indicated  in  a wide  range  of  external  ocular 
infections  involving  diverse  structures 
and  tissues  of  the  eye,  Terramycin  Ophthalmic 
preparations  are  effective  and  valuable 
either  as  the  sole  medication  or  as 
an  adjunct  to  oral  Terramycin  therapy. 

It  is  only  in  the  rare  case  that  tht  use  of 
Terramycin  Ophthalmic  Ointment  or  Solution 
is  attended  by  sensitizing  reactions. 


Supplied:  Crystalline  Terramycin  Hydrochloride 

Ophthalmic  Ointment,  5 mg.  per  Gm.  ointment; 
tubes  of  % oz. 

Crystalline  Terramycin  Hydrochloride 
Ophthalmic  Solution,  5 cc.  vials  containing 
25  mg.  for  preparation  of  topical  solutions 
isotonic  with  lacrimal  fluid  and  buffered  to  pH  8.2. 

Terramycin  is  also  available  as  Capsules, 

Elixir,  Oral  Drops,  and  Intravenous. 


ANTIBIOTIC  DIVISION 


CHAS.  PFIZER 


& CO.,  INC.,  Brooklyn  6,  N.Y. 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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DOCTORS"  DIRECTORY 


DOCTORS  DIRECTORY  ESTABLISHED 
1920 
3-4189 

Emergency  calls  given  special  attention  We  will 
locate  your  doctor  before  or  after  office  hours. 
BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 
1541  East  Roosevelt 
Phoenix,  Arizona 

DOCTOR'S  CENTRAL  DIRECTORY 

Minnie  C.  Benson  R.N.,  Manager 
24  Hour  Service 
Phone  5-1551  — E.  Hedrick  Dr. 

Tucson,  Arizona 
Established  In  1932 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

NURSES'  DIRECTORY 


DISTRICT  NO.  1 

THIS  SPACE  FOR  SALE 

ARIZONA  STATE  NURSES  ASS'N 

FOR  INFORMATION  AND  RATES 

MRS.  MARJORIE  E.  KASUN,  R.N., 
Registrar 

write  to 

ARIZONA  MEDICINE 

Nurses'  Professional  Registry 

426  Heard  Bldg. 
Phone  2-4884 

711  East  Monroe  Phoenix  Ph.  4-4151 

PHOENIX,  ARIZONA 

ORTHOPEDIC  SERVICE 


STATEWIDE  ORTHOPEDIC 
SERVICE 

THIS  SPACE  FOR  SALE 

(Formerly  Grunow  Clinic  Brace  Shop) 

FOR  INFORMATION  AND  RATES 

925  East  McDowell  Road  Phoenix,  Arizona 

write  to 

Surgical  and  Orthopedic  Appliances 

ARIZONA  MEDICINE 

Shoe  Corrections  . . Extentions 
General  Shoe  Repair 

426  Heard  Bldg. 

Telephone 

Day  4-7746  Night  6-4189 

Phone  2-4884 

PHOENIX,  ARIZONA 

MEDICAL  ACCOUNTING 


THIS  SPACE  FOR  SALE 

BUREAU  OF  ACCOUNTING 

FOR  INFORMATION  AND  RATES 

Accounting  - Bookkeeping 

write  to 

Notary  Public  - State  and  Federal  Taxation 

ARIZONA  MEDICINE 

3040  N.  27th  Street  Phone  5-2378 

426  Heard  Bldg. 

Phoenix,  Arizona 

Phone  2-4884 

PHOENIX,  ARIZONA 
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AMBULANCE  SERVICE  DIRECTORY 


THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

FOR  INFORMATION  AND  RATES 

write  to  ^ 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

426  Heard  Bldg. 

Phone  2-4884 

Phone  2-4884 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 

MEDICAL  BOOKS  MEDICAL  AND  DENTAL  EXCHANGE 


ROBERTA  DAVEY  HALL 

MEDICAL  BOOKS 
Of  All  Publishers 

PROMPT  HANDLING  OF  ALL  ORDERS 
To  order:  Telephone  5-1062 
40  East  Rose  Lane 
Phoenix,  Arizona 

Pima  Medical  & Dental  Exchange 

Phones  2-1352  - 2-8441 
650  N.  6th  Avenue 
Tucson,  Arizona 

SANATORIUM 

DIRECTORY 

SCHER  REST  HOME 

HILLCREST  SANATORIUM 

Ambulatory  and  Semi-Mental  Patients 

Cheerful  Private  Rooms 

24  Hour  Nursing  Service 

Excellent  Food 

Quiet  and  Home-Like 

Homelike  Atmosphere 
Reasonable  Rates 

2919  East  Granada  Rd.  — Phoenix,  Arizona 

North  3rd  and  Adams  Phone  4-1562 

Phone  4-6636 

Tucson,  Arizona 

• 

THIS  SPACE  FOR  SALE 

HENDERSON'S  REST  INN 

FOR  INFORMATION  AND  RATES 

write  to 

• Home-like  Atmosphere 

ARIZONA  MEDICINE 

• Our  Food  Is  Abundant  and  Well  Prepared 

• Tray  and  Dining-room  Service 

426  Heard  Bldg. 

• Nurses  on  Duty  24  Hours  Daily 

• Reasonable  Rates 

Phone  2-4884 

Phone  Glendale  471  Route  2 (N.  Central  Ave.) 

PHOENIX,  ARIZONA 

Glendale,  Arizona 

OCOTILLO  CONVALESCENT  HOME 

• Convalescent  Cases 

• Quiet  & Restful 

• 24  Hour  Nursing 

• Best  of  Food 

• Diets 

3434  E.  McDowell  Road  Phone  4-6050 

Phoenix,  Arizona 


Treatment  for  Alcoholism 
as  prescribed  by  Family  or  Panel  Doctor 

HYGEIA  SANITORIUM 

2534  Beverly  Boulevard  — Los  Angeles,  California 
Phone  DUnkirk  8-8178 

Recognized  by  the  American  Medical  Association 
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SANATORIUM  DIRECTORY — (Cont'd.) 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


LA  CONTENTA  NURSING  HOME 

Convalescents 
Invalids  and  Semi-Invalids 
Asthmatic  and  Arthritic  Cases 
Quiet  - Excellent  Food  - 24  Hour  Nursing  Care 
5331  N.  29th  Ave.,  Phoenix  — Phone  5-5710 
Laura  Condon,  Manager 


CASITAS  DEL  SOL  SANATORIUM 

Bessie  Van  Horne  Prop. 

“ Tubercular  Cases  Only 
“ Excellent  Food  and  Service 
“ Location  in  Dry  and  Sunny  Area 

Phone  5-2075  8834  Forest  Ave. 

Sunnyslope,  Arizona 


MARQUARD  REST  HOME 

General  Care  Aged  and  Convalescence 
Personalized  Diets  — 24  Hour  Nursing  Service 
Loving  Care  To  the  Senile  Aged 

Reasonable  Rates 

Phone  6-4712  — 126  E.  Bethany  Home  Road 

Phoenix,  Arizona 


EVELYN  DODD  REST  HOME 

(Under  new  Management— Mr.  & Mrs.  W.  M.  Davey) 

• 24  Hour  Nursing  Care 

® Home  Cooking  and  Baking 

• Convalescent 

• Quiet— Home  Like 

1608  E.  Meadowbrook  Ave.  Phone  5-4185 

Phoenix,  Arizona 


McMAHON  GERIATRIC  HOME 

“Aged  a Specialty 

“Special  Consideration  on  senile-phychosis 
“Member  of  Association  of  Nursing  Homes 
“Recreational-Occupation  and  Group  Therapy 
Emphasized 

Phone  3-3014  142  W.  Palmdale 

Tucson,  Arizona 


MARYE  HESS  SANATORIUM 

• Excellent  Food-Tray  Service 

• 24  Hour  Nursing  Care 

• Beautiful  Surroundings 

• Rates  $150.00  per  month  and  up 

• Private  and  Semi-Private  Rooms  with  Bath 

Phone  6-3572  2708  E.  Edison  St. 

Tucson,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 
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PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 

KELLY'S  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 


Open  9:00  A.M.-1T00  P.M.  Call  2-1123 

We  Deliver 

BLUE  CROSS  PHARMACY 

PRESCRIPTION  SPECIALISTS 
1924  East  Van  Buren 

Surgical  Appliances  — Private  Fitting  Room 


THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


28  Registered  Pharmacists 


Tucson  Casa  Grande 


THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Building 

Phone  2-4884 
PHOENIX,  ARIZONA 


ROHRER-BLOOM  DRUG  CO. 

(Walgreen  Agency) 
PRESCRIPTIONS  PHARMACISTS 
Phone  40 

Gurley  and  Montezuma 
Prescott,  Arizona 


THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


Open  8 A.M.  to  11  P.M.  Daily  & Sunday 

Broadway  Village  Drug  Store 

PHONE  5-2631 

Broadway  at  Country  Club  Road 
(Free  Delivery) 

TUCSON  ' ARIZONA 


FELSHER  PRESCRIPTION 

FOURTH  AVENUE  PHARMACY 

PHARMACY 

J.  W.  Holloway,  Prop. 

Free  Delivery  Service  Within  Radius  of  8 Miles. 

Sick  Room  Supplies  — Vitamins 

Try  Us  and  See 

650  N.  First  Avenue  — Phone  3-2070 

Cor.  E.  6th  St.  and  4th  Ave.  — Phone  4-1182 

Phoenix,  Arizona 

Tucson,  Arizona 

AL'S  DRUG  STORE 

PHONE  5-5552 

7th  Avenue  and  Camelback  Road 
Phoenix,  Arizona 


NORMAN  DRUG  STORE 

Prescription  Druggists 
PHONE  5-2623 
Speedway  and  Country  Club 
TUCSON  ARIZONA 
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DIRECTORY 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 

“Service  you  will  like” 

Corner  Speedway  and  Park  Avenue 
Phone  2-8865  Tucson,  Arizona 

R & B DRUG  STORE 

Prescription  Pharmacists 
Phone  363 

Yuma,  Arizona 

STONE  AND  3RD  PHARMACY 

749  N.  Stone  — Phone  3-6041 

ENCANTO  PARK  DRUG  CO. 

3352  E.  Speedway  — Phone  5-3102 
Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

Phone  2-4884 
PHOENIX,  ARIZONA 

SPACE  FOR  SALE 

Phone  2-4884 

WOOD'S  PHARMACY 

Prescription  Pharmacists 
100  Washington  Street 
Peoria,  Arizona 

ENSMINGER  PHARMACY 

RELIABLE  PRESCRIPTIONS 
121  North  Cortez 

Phone  188  Prescott,  Arizona 

HODGES  PHARMACY 

The  REXALL  Store 
Phone  7982  Eloy,  Arizona 

HAMILTON'S  DRUG 

The  REXALL  Store 
Benson,  Arizona 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

SPACE  FOR  SALE 

Phone  2-4884 
426  Heard  Bldg. 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

MONTE  BLISS 
Frontier  Village  Drug  Store 

“Your  Reliable  Neighborhood  Prescription  Pharmacy” 
1700  N.  Maple  Blvd.  Phone  5-5252 

Tucson,  Arizona 
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CAMPBELL  DRUG  COMPANY 

1007  No.  7th 
“Right  Now  Delivery” 

Phone  3-1992 
Phoenix,  Arizona 

EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phone  4587 
Mesa,  Arizona 

NATIONAL  PHARMACY 

Prescriptions 

Phone  2-2412  340  Ajo  Way 

Tucson,  Arizona 

McDowell 

PRESCRIPTION  CENTER 

Professional  Prescription  Service 
Phones  8-3694-8-3695  312  W.  McDowell  Rd. 

Phoenix,  Arizona 

MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 

McDowell  pharmacy 

545  E.  McDowell  Rd.  Phone  2-3137  - 3-4332 

Phoenix,  Arizona 

SHARPE  & PULLINS 

Prescriptions 
229  E.  Glendale 
Phone  Glendale  298 
Glendale,  Arizona 

MURRAY'S  PHARMACY 

PRESCRIPTION  DRUGGISTS 
Phone  28 
Superior,  Arizona 

Physicians  and  Surgeons  Pharmacy 

PRESCRIPTIONS 

753  E.  McDowell  Road  Phone  4-8434 

Phoenix,  Arizona 

ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  3-3470 
PHOENIX,  ARIZONA 

BOWMAN  DRUG  COMPANY 

PRESCRIPTIONS 
Phone  533 
Goodyear,  Arizona 

LAIRD  & DINES 

The  REXALL  Store 

Reliable  Prescription  Service 
Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 

MAC  ALPINE  DRUG  CO. 
The  *ft&xaJUL  Store 

This  label  is  your  guarantee  of  accurate 
prescription  compounding 

FREE  DELIVERY  PHONE  4-2606 

2303  No.  7th  St.  Phoenix,  Arizona 
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NEUROLOGY  and 

PSYCHIATRY 

OTTO  L.  BENDHEIM,  M.D. 

NEUROLOGY  and  PSYCHIATRY 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 

EDWARD  BLANK,  M.D. 

Practice  Limited  Exclusively  To 

Psychiatry  and  Neurology 

733  West  McDowell  Road 
Phoenix 

Hours  by  Appointment 

Phone  2-2294— If  no  answer  call  3-4189 

Plastic  and  Reconstructive  Surgery 

MILTON  H.  ERICKSON,  M.D. 

PSYCHOTHERAPY  AND  PSYCHIATRY 
Certified  by  American  Board  of 
Psychiatry  and  Neurology 

32  West  Cypress  Street  Phone  2-4254 

Phoenix,  Arizona 

HOWARD  C.  LAWRENCE,  M.D. 

Diplomate  of  the 
American  Board  of  Plastic  Surgery 

709  Professional  Building 
15  E.  Monroe  Street  Phone  8-4101 

Phoenix,  Arizona 

NEUROLOGICAL  SURGERY 

ANESTHESIOLOGY 

JOHN  A.  EISENBEISS,  M.D. 
F.A.C.S. 

Certified  by  American  Board  of 
Neurological  Surgery 

Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Road 
Phone  4-3151 
Phoenix,  Arizona 

LOUISE  BEWERSDORF,  M.D. 
F.  A.  C.  A. 

ANESTHESIOLOGY 

208  West  Glenrosa 
Phone  5-4471  - 3-5101 
Phoenix,  Arizona 

UROLOGY 


MERRIWETHER  L.  DAY, 

M.D. 

F.  A.  C.  S. 

Diplomate  of  The  American 

Board  of  Urology 

LADDIE  L.  STOLFA,  M.D. 

Lois  Grunow  Memorial  Clinic 

926  East  McDowell  Road 

Tel.  4-3674 

Phoenix 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

E.  R.  UPDEGRAFF,  M.D. 

1010  N.  Country  Club  Road 
Telephone  5-2609  Tucson,  Arizona 


PAUL  L.  SINGER,  M.D.,  F.  A.  C.  S. 

DONALD  B.  LEWIS,  M.D. 

Certified  American  Board  of 

UROLOGY 

UROLOGY 

Certified  by  the  American  Board  of  Urology 

1313  N.  Second  Street  Phone  3-1739 

123  So.  Stone  Ave.  Phone  2-7081 

PHOENIX.  ARIZONA 

Tucson,  Arizona 
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UROLOGY— (Cont'd.)  INTERNAL  MEDICINE 


ROBERT  H.  CUMMINGS,  M.D. 

J.  REICHERT,  M.D. 

Diplomate  of  the 

General  Practice 

American  Board  of  Urology 

CARDIO  VASCULAR  DISEASES 

808  Professional  Building 
15  East  Monroe  Phone  4-3577 

ELECTROCARDIOGRAPHY 
303  West  McDowell  Rd.  Office  Phone  4-7028 

Phoenix,  Arizona 

Phoenix,  Arizona 

ROBERT  S.  FLINN,  M.D. 

DANIEL  H.  GOODMAN,  M.D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE  CARDIOLOGY 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

ELECTRO  CARDIOGRAPHY 

1118  Professional  Building 
Phone  4-1078 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 

Phoenix,  Arizona 

JESSE  D.  HAMER,  M.D. 

KENT  H.  THAYER,  M.D. 
F.  A.  C.  P. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
Diplomate  of  the 

INTERNAL  MEDICINE 

American  Board  of  Internal  Medicine 

CARDIOLOGY 

ROBERT  H.  STEVENS,  M.D. 

Suit  910  Phoenix 

INTERNAL  MEDICINE  ALLERGY 

15  E.  Monroe  St.  Arizona 

1313  N.  Second  St.  Phone  4-8841 

Phoenix,  Arizona 

FRANK  J.  MILLOY,  M.D. 
F.  A.  C.  P. 

INTERNAL  MEDICINE 

611  Professional  Building 
Phone  4-2171 
Phoenix,  Arizona 

JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  Jr.,  M.D. 

Diplomate  of  American  Board  of  Internal  Medicine 
GASTROENTEROLOGY,  GASTROSCOPY 

800  North  First  Avenue  Phone:  4-7245 

PHOENIX,  ARIZONA 

ROBERT  E.  RIDER,  M.D. 

DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

ELECTROCARDIOGRAPHY 

1850  N.  Laurel  Avenue  — Phone  4-7970 

Del  Sol  Hotel  Bldg.  Phone  3-3721 

Yuma,  Arizona 

Phoenix,  Arizona 
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ORTHOPEDIC  SURGERY 


GEORGE  L.  DIXON,  M.D. 
PHILIP  G.  DERICKSON,  M.D. 

ORTHOPAEDIC  SURGERY 

Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  5-1533 

TUCSON,  ARIZONA 

GEO.  A.  WILLIAMSON,  M.D., 
F.A.C.S. 

LEO  L.  TUVESON,  M.D. 

ORTHOPAEDIC  SURGERY 

800  North  First  Ave.  Telephone  2-2375 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D., 

JAMES  LYTTON-SMITH,  M.D. 

F.A.C.S. 

RONALD  S.  HAINES,  M.D. 

Diplomate  American  Board  of  Orthopaedic 

JOHN  H.  RICKER,  M.D. 

Surgery 

ROBERT  W.  WEBER.  M.D. 

STANFORD  F.  HARTMAN,  M.D. 

ORTHOPAEDIC  SURGERY 

EDWARD  W.  McLOONE,  M.D. 

1014  N.  Country  Club 

926  East  McDowell  Road 
Phoenix,  Arizona 

TUCSON,  ARIZONA 

HOSPITAL 

WALTER  V.  EDWARDS,  Jr.,  M.D. 

H.  B.  LEHMBERG,  M.D. 

Obstetrics  and  Gynecology 

J.  T.  O'NEIL,  M.D. 

Lawrence  Memorial  Hospital 

Casa  Grande  Clinic  Phone  4495 

Cottonwood,  Arizona 

Casa  Grande,  Arizona 

CHILDREN'S  DISEASES 

WM.  F.  SCHOFFMAN,  M.D. 

THIS  SPACE  FOR  SALE 

CECILIA  H.  SHEMBAB,  M.D. 

FOR  INFORMATION  AND  RATES 

JOHN  R.  KEEFREY,  M.D. 

write  to 

DOCTORS  BUILDING 

ARIZONA  MEDICINE 

316  West  McDowell  Road  Telephone  4-7287 

426  Heard  Bldg. 

Phoenix,  Arizona 

Phone  2-4884 
PHOENIX,  ARIZONA 

CLIN 

Tc 

NELSON  CLINIC 

D.  E.  NELSON,  M.D. 

SUN  VALLEY  CLINIC 

C.  J.  BOZZI,  M.D. 

34  North  Macdonald 

501-505  Fifth  Avenue 

MESA,  ARIZONA 

SAFFORD,  ARIZONA 
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PROCTOLOGY 

ALLERGY 

WALLACE  M.  MEYER,  M.D. 

E.  A.  GATTERDAM,  M.D. 

PROCTOLOGY 

ALLERGY 

903  Professional  Bldg. 

15  E.  Monroe  St.,  Professional  Bldg. 

Phone  2-2822  - 3-4189 

Office  Hours:  11  A.  M.  to  5 P.  M. 

Phoenix,  Arizona 

Phoenix,  Arizona 

MALIGNANT  DISEASE 

THIS  SPACE  FOR  SALE 

JAMES  M.  OVENS,  M.  D. 

FOR  INFORMATION  AND  RATES 

write  to 

F.A.C.S.  F.I.C.S. 

ARIZONA  MEDICINE 

Cancer  and  Allied  Diseases 

426  Heard  Bldg. 

608  Professional  Bldg.  Phone  4-1973 

Phone  2-4884 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

KENNETH  C.  BAKER,  M.D. 

DERMATOLOGY 

DERMATOLOGY 

Diplomate  of  American  Board  of 

Dermatology  and  Syphilology 

Telephone  3-0602  729  N.  Fourth  Ave. 

Phone  3-5264 

Tucson,  Arizona 

105  W.  McDowell  Road  Phoenix,  Arizona 

PATHOLOGICAL 

LABORATORIES 

THIS  SPACE  FOR  SALE 

Professional  X-ray  and  Clinical 

FOR  INFORMATION  AND  RATES 

Laboratory 

write  to 

Successor  To 

PATHOLOGICAL  LABORATORY 

ARIZONA  MEDICINE 

507  Professional  Bldg. 

426  Heard  Bldg. 

Phoenix,  Arizona 

Phone  2-4884 

Phone  3-4105 

PHOENIX,  ARIZONA 

R.  LEE  FOSTER,  M.D.,  Director 

G.  0.  HARTMAN,  M.D. 

MEDICAL  CENTER  LABORATORY 

PATHOLOGICAL  LABORATORY 

1313  N.  Second  St. 

20  E.  Ochoa  St.  Phone:  3-4861 

Phoenix,  Arizona 

TUCSON,  ARIZONA 

W.  Warner  Watkins,  M.D.,  Director 
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EYE,  EAR,  NOSE 

and  THROAT 

DUNCAN  G.  GRAHAM,  M.D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

114  West  Pepper  Street 
Mesa,  Arizona 

BERNARD  L.  MELTON,  M.D. 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 

JOHN  J.  McLOONE,  M.D. 

Diplomate  American  Board  of  Otolarynogology 

OTORHINOLARYNGOLOGY 

BRONCHOESOPHAGOLOGY 

316  West  McDowell  Rd.  — Phone  2-1865 
Phoenix,  Arizona 

D.  E.  BRINKERHOFF,  M.D.,  F.A.C.S. 

EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Otolaryngology 

ROBERT  D.  SMITH,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Rd.  Phone  4-3807 

Phoenix,  Arizona 

SURGERY 

EDWARD  L.  KETTENBACH,  M.D. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  5-2605 

Tucson,  Arizona 

DELBERT  L.  SECRIST,  M.D., 
F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.D. 

GENERAL  SURGERY 
Certified  by  the  American  Board  of  Surgery 
800  North  First  Avenue 
Phone  4-7245 
Phoenix,  Arizona 

W.  R.  MANNING,  M.D.,  F.A.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

620  North  Country  Club  Road  Phone  5-2687 

Tucson.  Arizona 

GENERAL 

PRACTICE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

M.  G.  FRONSKE,  M.  D. 

GENERAL  PRACTICE 
Phones: 

Office  99;  Residence  155 

10  N.  Leroux  St. 

Flagstaff,  Arizona 
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PHYSICIANS'  DIRECTORY 

CHEST  DISEASES  AND  SURGERY 


GEORGE  A.  BOONE,  M.D. 

JAS.  E.  O'HARE,  M.D 

DISEASES  AND  SURGERY  OF  THE  CHEST 
1608  N.  Norton  Telephone  6-2429 

TUCSON,  ARIZONA 

_____  RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 

316  West  McDowell  Road 
Phoenix,  Arizona 


W.  WARNER  WATKINS,  M.D. 

F.A.C.P.,  F.A.C.R. 

(Diplomate  in  Radiology) 

Diagnostic  Roentgenology,  X-Ray  and  Radium 
Therapy 

Medical  Center  Laboratory 
1313  N.  Second  St.,  Phoenix,  Arizona 


OBSTETRICS  and  GYNECOLOGY 


HARRY  J. 

FELCH,  M.D. 

Physician  and  Surgeon 

Residence 

Office 

325  W.  Granada 

703  Professional  Bldg. 

Phoenix,  Arizona 

15  E.  Monroe  Street 

Residence  3-1151 

Office  3-1151 

DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HI  LEMAN 

MARCY  L.  SUSSMAN,  M.D., 

Diplomates  of 

F.A.C.R. 

American  Board  of  Radiology 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  ROENTGENOLOGY 

801  North  Second  Ave. 

23  East  Ochoa 

Telephone  3-4179 
Phoenix,  Arizona 

Tucson 

R.  LEE  FOSTER,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  3-4105  Phoenix,  Arizona 

DOUGLAS  D.  GAIN,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Certified  in 

X-RAY  THERAPY  AND  DIAGNOSIS 
RADIUM  THERAPY 

MEMORIAL  HOSPITAL 
Phoenix,  Arizona 

1200  South  Fifth  Avenue  — Ph.  4-7336 

JOHN  W.  KENNEDY,  M.D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  3-4105  Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 
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THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.D.,  F.A.C.S.  ALVIN  L.  SWENSON,  M.D. 

RAY  FIFE,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.D. 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER.  M.D. 

Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 
Phoenix,  Arizona 

RALPH  H.  FULLER.  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN,  M.D. 

20  East  Ochoa  Street 
Tucson,  Arizona 

LOUIS  HIRSCH.  M.D. 

Tucson  Medical  Center 
Tucson,  Arizona 


MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

LOREL  A.  STAPLEY.  M.D. 

425  N.  4th  Street 
Phoenix,  Arizona 

O.  O.  WILLIAMS.  M.D. 

425  North  Fourth  Street 
Phoenix,  Arizona 

HAROLD  WOOD,  M.D. 

1130  N.  Central  Ave. 

Phoenix,  Arizona 


RADIOLOGY 

TUCSON  TUMOR  INSTITUTE 


LUDWIG  LINDBERG,  M.D.  JAMES  H.  WEST.  M.D.,  F.A.C.R. 

Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 


721  North  4th  Ave. 


TUCSON,  ARIZONA 


San  f-rancisco,  22 


what  it 
takes  to  develop 
new  drugs 


The  steps  from  the  original 
discovery  of  a therapeutic  agent 
to  its  practical  clinical 
application  often  are  long  and 
complex.  Chemists,  physicists, 
engineers,  biologists,  and  other 
qualified  scientists  all  are 
essential  in  developing  test  tube 
discoveries  into  useful 
medicinals.  In  the  Lilly  Research 
Laboratories,  teams  of 
specialists  are  involved  in  both 
fundamental  and  developmental 
pharmaceutical  and 
biological  research. 


U..C.  MEDICAL  LIBRARY 

JUL  2 1952 


rapid  response 


with 


CHLOROMYCETIN  produces  prompt  clinical 
response  in  the  mixed  infections  commonly 
found  in  pelvic  inflammatory  disease.  “In  mixed 
infection  [pelvic  cellulitis  and  abscess] 
CHLOROMYCETIN  appears  to  be  superior 
to  penicillin,  streptomycin  or  sulfadiazine.”1 


“The  clinical  response  to  chloramphenicol 
consisted  of  marked  symptomatic  improvement, 
usually  within  48  hours. . . . 

“Women  who  had  large  pelvic  abscesses 

were  treated  so  effectively  with  chloramphenicol 

that  posterior  colpotomy,  with  drainage 

of  the  abscess,  was  not  necessary  in  effecting 

a rapid  cure  in  any  of  our  patients 

who  were  treated  with  this  antibiotic 

from  the  start.”2 


CHLOROMYCE TIN  ( chloramphenicol, 
Parke-Davis)  is  supplied  in  a variety  of 
forms  including: 

CHLOROMYCETIN  Kapseals@i 

250  mg.,  bottles 
of  1G  and  100. 

CHLOROMYCETIN  capsu]eSi  100  mg.,  bottles 
of  25  and  100. 

CHLOROMYCETIN  CapguleSi  50  bottles  of 
25  and  100. 

CHLOROMYCETIN  Ophthalmic  Ointment,  1%, 
Vis-ounce  collapsible  tubes. 
CHLOROMYCETIN  Ophthalmic,  25  mg.  dry 
powder  for  solution,  indi- 
vidual vials  with  droppers. 


1.  Greene,  G.  G.:  Kentucky  M.  J.  50:8,  1952. 

2.  Stevenson,  C.  S.,  et  al.:  Am.  J.  Obst.  & Gynec.  til  :498,  1951. 
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When  the  patient’s  food  intake  is  inadequate  to  supply  essential  nutrients  in 
proper  amounts,  clinical  experience  has  demonstrated  the  supportive  value  of  a 
dietary  supplement  providing  substantial  quantities  of  virtually  all  needed 
nutrients — -protein,  vitamins,  minerals,  carbohydrate,  and  fat.  The  choice  of 
the  supplement  prescribed,  to  a large  extent,  can  determine  the  efficacy  of  the 
supplemented  diet  since  over-all  nutrient  adequacy  is  the  primary  aim. 

It  is  apparent  from  the  data  shown  below  that  Ovaltine  in  milk  can  serve 
well  in  markedly  increasing  the  intake  of  virtually  all  known  nutrients.  Taken 
daily  during  periods  of  inadequate  consumption  of  other  foods,  it  offers  an 
excellent  means  for  preventing  subclinical  nutritional  deficiencies  which  can 
undermine  general  health  or  retard  recovery  from  illness. 

The  appealing  flavor  of  Ovaltine  makes  it  acceptable  to  children  as  well  as 
adults,  including  the  aged.  Ovaltine  in  milk  is  easily  digested,  an  important 
feature  when  digestive  disturbances  are  a factor. 

Patients  have  the  choice  of  either  Plain  or  Chocolate  Flavored  Ovaltine, 
both  of  which  are  similar  in  their  wealth  of  nutrients. 

THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  Servings  of  Ovaltine  in  Milk  Recommended  for 
Daily  Use  Provide  the  Following  Amounts  of  Nutrients 

(Each  serving  made  of  !4  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  milk) 


MINERALS 


VITAMINS 


♦CALCIUM 

1.12  Gm 

CHLORINE 

900  mg 

COBALT 

0.006  mg 

♦COPPER 

0.7  mg 

FLUORINE 

3.0  mg 

♦IODINE 

0.7  mg 

♦IRON 

12  mg 

MAGNESIUM 

120  mg 

MANGANESE  

0.4  mg 

♦PHOSPHORUS  

940  mg 

POTASSIUM 

1300  mg 

SODIUM 

560  mg 

ZINC 

2.6  mg 

♦ASCORBIC  ACID 
BIOTIN 
CHOLINE 
FOLIC  ACID 
*NI  ACI N 

PANTOTHENIC  ACID 

PYRIDOXINE 

♦RIBOFLAVIN  

♦THIAMINE 

♦VITAMIN  A 

VITAMIN  B.2 
♦VITAMIN  D 


37  mg 
0.03  mg 
200  mg. 
0.05  mg. 
6.7  mg. 

3.0  mg. 
0.6  mg. 

2.0  mg. 
1.2  mg. 

3200  I U. 
0.0C5  mg. 
420  I U. 


♦PROTEIN  (biologically  complete) 32  Gm. 

♦CARBOHYDRATE  65  Gm 

*,  AT 30  Gm. 

*Nutrients  for  which  daily  dietary  allowances  are  recommended  by  the  National  Research  Council. 
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Directory 


THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 

Organized  1892  541  SECURITY  BUILDING 

234  NORTH  CENTRAL  AVE  , PHOENIX,  ARIZONA 

OFFICERS  AND  COUNCIL 

Thomas  H.  Bate,  M.D President 

15  East  Monroe,  Phoenix,  Arizona 

Edward  M.  Hayden,  M.D President-Elect 

1603  N.  Tucson  Boulevard,  Tucson,  Arizona 

Oscar  W.  Thoeny.  M.D Vice-President 

1313  N.  2nd  Street,  Phoenix,  Arizona 

Frank  J.  Milloy,  M.D Secretary 

15  East  Monroe,  Phoenix,  Arizona 

Clarence  E.  Yount,  Jr.,  M.D Treasurer 

P.  O.  Box  1626,  Prescott,  Arizona 

Harry  E.  Thompson,  M.D Speaker  of  House 

435  N.  Tucson  Boulevard,  Tucson,  Arizona 

Jesse  D.  Hamer,  M.D Delegate  to  AMA 

15  East  Monroe,  Phoenix,  Arizona 

Robert  E.  Hastings,  M.D Alternate-Delegate  to  AMA 

1014  N.  Country  Club  Road,  Tucson,  Arizona 

Frank  J.  Milloy,  M.D Editor-In-Chief 

15  East  Monroe,  Phoenix,  Arizona 

DISTRICT  COUNCILORS 

David  C.  James,  M.D Central  District 

15  East  Monroe,  Phoenix,  Arizona 

Dermont  W.  Melick,  M.D Central  District 

15  East  Monroe,  Phoenix,  Arizona 

Leslie  B.  Smith,  M.D Central  District 

926  East  McDowell  Road,  Phoenix,  Arizona 

Herbert  B.  Potthoff,  M.D Northeastern  District 

P.  O.  Box  128,  Holbrook,  Arizona 

Ernest  A.  Born,  M.D.  Northwestern  District 

107  North  Cortez,  Prescott,  Arizona 

Donald  E.  Nelson,  M.D Southeastern  District 

509  — 5th  Avenue,  Safford,  Arizona 

Wilkins  R.  Manning,  M.D Southern  District 

620  N.  Country  Club  Road,  Tucson,  Arizona 

Royal  W.  Rudolph,  M.D Southern  District 

1627  N.  Tucson  Boulevard,  Tucson,  Arizona 

Abe  I.  Podolsky,  M.D Southwestern  District 

1601  — 5th  Avenue,  Yuma,  Arizona 

COUNCILOR  AT  LARGE 

Harry  T.  Southworth,  M.D Past  President 

P.  O.  Box  788,  Prescott,  Arizona 


Woman's  Auxiliary 


OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1952  - 1953 


President  ........  Mrs.  W.  F.  Schoffman 

36  North  Country  Club  Drive,  Phoenix 

President  Elect Mrs.  George  S.  Enfield 

335  West  Cambridge,  Phoenix 

Vice-Pres.  1st  (organization)  Mrs.  Brick  Storts 

El  Encanto  Estates,  Tucson 

Vice-Pres.  2nd  (Program) Mrs.  Hugh  Thompson 

135  Palomar  Drive,  Tucson 

Treasurer Mrs.  R.  Lee  Foster 

2215  North  11th  Avenue,  Phoenix 

Recording  Secretary Mrs.  Louis  Hirsch 

Rt.  6,  Box  710,  Tucson 

Corresponding  Secretary Mrs.  L.  L.  Tuveson 

346  West  LaMar  Rd.,  Phoenix 

Director  1 Yr Mrs.  J.  H.  Allen 

829  Country  Club  Drive,  Prescott 


Director  l Yr Mrs.  R.  W.  Rudolph 

Hiawatha  Bldg.,  Apt.  27,  331  S.  Alvernon  Way,  Tucson 


Director  2 Yr Mrs.  T.  C.  Harper 

175  South  3rd  Street,  Globe 

Bulletin  Mrs.  Hiram  Cochran 

2716  East  4th  St.,  Tucson 

Civil  Defense  Mrs.  Jackman  Pyre 

4141  East  Kilmer,  Tucson 

Finance Mrs.  Paul  S.  Causey 

38  West  Camelback  Rd.,  Phoenix 

Health  Education Mrs.  Roy  E.  Hewitt 

130  Camino  Miramonte,  Tucson 

Historian Mrs.  C.  Selby  Mills 

148  West  Rose  Lane,  Phoenix 

Legislation Mrs.  George  A.  Williamson 

537  West  Rose  Lane,  Phoenix 
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1317  North  Stone,  Tucson 
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2527  East  3rd  St.,  Tucson 
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sent, M.D.,  Tucson;  Charles  E.  Van  Epps,  M.D.,  Phoenix; 
Boris  Zemsky,  M.D.,  Tucson. 

PUBLIC  RELATIONS:  William  B.  Steen,  M.D.,  Tucson;  Hollis 
H.  Brainard,  M.D.,  Tucson;  Arnold  H.  Dysterheft,  M.D., 
McNary;  Walter  V Edwards,  M.D.,  Cottonwood;  Howard  C. 
Lawrence,  M.D.,  Phoenix;  Robert  M.  Matts  M.D.,  Yuma; 
Paul  W.  McCracken,  M.D.,  Phoenix. 

STANDING  COMMITTEES 

HISTORY  & OBITUARIES:  Hal  W.  Rice,  M.D.,  Historian,  Tuc- 
son; Frank  J.  Milloy,  M.D.,  Phoenix;  Harold  W.  Koh), 
M.D.,  Tucson;  W.  Warner  Watkins,  M.D.,  Phoenix. 

INDUSTRIAL  RELATIONS:  Ronald  S.  Haines,  M.D.,  Phoenix; 
Carl  H.  Gans,  M.D.,  Morenci;  William  B.  McGrath,  M.D., 
Phoenix;  Zenas  B.  Noon,  M.D.,  Nogales;  John  R.  Schwartz- 
mann,  M.D.,  Tucson. 

LEGISLATION:  Jesse  D.  Hamer,  M.D.,  Phoenix;  Walter  Brazie, 
M.D.,  Kingman;  Martin  G.  Fronske,  M.D.,  Flagstaff;  Juan  S. 
Gonzales,  M.D.,  Nogales;  Charles  B.  Huestis,  M.D.,  Hayden; 
Frederick  W.  Knight,  M.D.,  Safford;  Charles  H.  Laugharn, 
M.D.,  Morenci;  Harry  B.  Lehmberg,  M.D.,  Casa  Grande; 
Claude  H.  Peterson,  M.D.,  Winslow;  Robert  E.  Rider, 
M.D.,  luma;  Reed  D.  Shupe,  M.D.,  Phoenix;  William  B. 
Steen,  M.D.,  Tucson. 

MEDICAL  DEFENSE:  O.  E.  Utzinger,  M.D.,  Ray;  Ernest  A. 
Bom,  M.D.,  Prescott;  Preston  T.  Brown,  M.D.,  Phoenix. 

MEDICAL  ECONOMICS:  George  G.  McKhann,  M.D.,  Phoenix; 
Edward  M.  Hayden,  M.D.,  Tucson;  Hilary  D.  Ketcherside, 
M.D.,  Phoenix. 

PUBLISHING:  R.  Lee  Foster,  M.D.,  Phoenix;  Carroll  C.  Creigh- 
ton, M.D.,  Flagstaff;  Donald  E.  Nelson,  M.D.,  Safford. 

SCIENTIFIC  ASSEMBL\ : Thomas  H.  Bate,  M.D.,  Phoenix; 

Joseph  Bank,  M.D.,  Phoenix;  Robert  S.  Flinn,  M.D.,  Phoe- 
nix; Oscar  W.  Thoeny,  M.D.,  Phoenix. 


COUNTY  AUXILIARY  PRESIDENTS  FOR  1952-1953 


Gila Mrs.  I.  E.  Harris  i 

Box  1296,  Miami 

Graham Mrs.  Frederick  Knight: 

Safford 

Maricopa Mrs.  Archie  E.  Cruthirds 

60  East  Country  Club  Drive,  Phoenix 

Pima Mrs.  Hollis  H.  Brainard 

328  North  Country  Club  Rd.,  Tucson 

Pinal Mrs.  J.  B.  Tucker 

Box  1042,  Casa  Grande 

Yavapai . . .Mrs.  Joseph  P.  McNallyl 

Prescott 

Yuma Mrs.  Charles  S.  Powell 

698  9th  Avenue,  Yuma 
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Higher  concentration  —Sodium  Sulamyd®  Ophthalmic  Solution  provides 
sulfacetamide,  a sulfonamide  soluble  to  a concentration  of  30%  at  physiologic  pH. 

Wide  therapeutic  range— Effective  against  all  common  eye  pathogens, 
both  gram-positive  and  gram-negative. 

Rapid,  deep  penetration—  Higher  solubility  and  concentration 
produce  local  therapeutic  levels  within  15  minutes. 

Excellent  results— In  eye  injury— no  loss  of  working  time 
in  98.87  per  cent  of  one  series  of  11,953  cases; 

in  eye  infections— rapid  healing. 

Well  tolerated  —Outstanding  freedom  from  irritation  and  sensitization. 


(Sodium  Sulfacetamide— Schering) 


Sodium  SULAMYD  Ophthalmic  Solution  30%:  15  cc.  eye-dropper  bottles. 
Sodium  SULAMYD  Ophthalmic  Ointment  10% : Ys  oz.  tubes. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


Sodium  SULAMYD  Ophthalmic  Solution  30% 
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a wider  ang 

broad -spectrum  therapy 

in  ocular  infections 


ANTIBIOTIC  DIVISION,  CHAS.  PFIZER  & CO., 

Brooklyn  6, 


9 , No.  6 
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usefulness 


Many  infections  peculiar  to  the  ocular 
structures,  as  well  as  those  associated 
with  systemic  infection,  may  respond 
quickly  to  Terramycin  despite  previous 
resistance  to  other  agents.1,2 


well-tolerated 

Often  indicated  in  treatment  of  primary  or  secondary 
ocular  infections  such  as  blepharitis,  conjunctivitis, 
dacryocystitis,  serpent  ulcer  of  the  cornea,  hordeola, 
keratitis,  trachoma,  and  keratoconjunctivitis. 

for  topical  treatment 

Terramycin  Ophthalmic  Ointment,  5 mg.  per  Gm. 
Terramycin  Ophthalmic  Solution,  5 mg.  per  ml. 

for  systemic  treatment 
Well-tolerated  convenient  preparations: 

Terramycin  Capsules,  250  mg.,  100  mg.,  50  mg. 
Terramycin  Intravenous,  250  mg.,  500  mg. 

Terramycin  Oral  Drops,  concentrated  dosage  form 
for  infants:  200  mg.  per  cc. 

Terramycin  Elixir,  250  mg.  per  teaspoonful. 


1.  Mitsui,  Y. , et  al. : Antibiotics  & Chemotherapy  1:253  (July)  1951. 

2.  Mitsui,  Y.,  and  Tanaka , C. : Antibiotics  & Chemotherapy  1:146  (May)  1951. 


world’s  largest  producer  of  antibiotics 
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They’d  make 


quite  a family  reunion.. 


...the  44  patients  who  represent  each  of  the  many  conditions 
for  which  short-acting  NEMBUTAL  is  effective. 


Even  if  you've  tried  short-acting 
Nembutal  in  no  more  than  a few  of 
its  44  uses,  the  advantages  would  still 
be  apparent. 

You  would  already  know,  for  example, 
how  adjusted  doses  of  short-acting 
Nembutal  can  achieve  any  desired  de- 
gree of  cerebral  depression,  from  mild 
sedation  to  deep  hypnosis. 

You  would  be  familiar  with  the  rapid  on- 
set, the  brief  duration,  the  rare  incidence 
of  cumulative  effect  and  ' hangover". 
And,  more  important,  you  would  know 
that  short-acting  Nembutal's  smaller 
dosage— only  about  half  that  required  by 
many  other  barbiturates — results  in  less 
drug  to  be  inactivated,  marked  clinical 
safety,  definite  economy  to  the  patient. 
For  further  information,  why  not  write 
for  your  copy  of  the  new  booklet, 
"44  Clinical  Uses  for  Nembutal". 
Just  address  a card  to  Abbott  Labora- 
tories, North  s-%  f) in  . . 

Chicago,  Illinois. 


In  equal  oral  doses,  no  other  barbiturate 
combines  QUICKER,  BRIEFER, 

MORE  PROFOUND  EFFECT  than... 


Nembutal 


(PENTOBARBITAL,  ABBOTT) 


44 


OF 

NEMBUTAL'S 

CLINICAL 

USES 


SEDATIVE 


Cardiovostulor 

Hypertension 
Coronary  disease 
Angina 

Decompensation 
Peripheral  vascular  disease 

Endocrine  Disturbances 

Hyperthyroidism 

Menopause 

Nausea  and  Vomiting 

Functional  or  organic  diseose 
(acute  gastrointestinal 
and  emotional) 

X-ray  sickness 
Pregnoncy 
Motion  sickness 

Gastrointestinal  Disorders 

Cardiospasm 
Pylorosposm 
Spasm  of  biliary  troct 
Spasm  of  colon 
Peptic  ulcer 
Colitis 

Biliary  dyskinesio 

Allergic  Disorders 

Irritability 

To  combat  stimulation  of 
ephedrine  alone,  etc. 
Irritability  Associated 
With  Infections 
Restlessness  and 
Irritability  With  Pain 
Central  Nervous  System 

Paralysis  agitans 

Chorea 

Hysteria 

Delirium  tremens 
Mania 

Anticonvulsont 

Traumatic 

Tetanus 

Strychnine 

Eclampsia 

Status  epilepticut 

Anesthesia 

HYPNOTIC 

Induction  of  Sleep 

OBSTETRICAL 

Nauseo  and  Vomiting 

Eclampsia 

Amnesia 

SURGICAL 

Preoperative  Sedation 
Basal  Anesthesia 
Postoperative  Sedation 


PEDIATRIC  Sedation  for: 

Special  examinations 


Blood  transfusions 
Administration  of  porenteral 
fluids 

Electroencephalography 
Minor  surgery 


Preoperative  Sedation 
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Highly  effective 


Well  tolerated 


Imparts  a feeling  of  well-being 


also  known  as  Conjugated  Estrogens  (equine) 


6202  AYERST,  McKENNA  & HARRISON  Limited  • New  York,  N.  Y. 


Montreal,  Conoda 
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LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  ( for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 

Information  and.  circulars  upon  request.  CITY  OFFICES' 

Address:  O.  B.  JENSEN,  M.D. 

Superintendent  and  Medical  Director  SAN  FRANCISCO  OAKLAND 

Livermore,  California  450  Sutter  Street  1624  Franklin  Street 

Telephone  313  GArfield  1-5040  GLencourt  1-5988 


SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES. 


PHOENIX 


TUCSON 


EL  PASO 
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DELICIOUS  WAYS  TO  SERVE  LARGE 
AMOUNTS  OF  PROTEIN  IN  LOW  BULK 

Served  in  baked  goods,  custards,  puddings,  ice  cream  and  other  desserts  — or  in  milk  — 

ESSENAMINE  COMPOUND  POWDER  (with  carbohydrate  25%), 

vanillin  flavored  — provides  the  high  protein  needed  by  the  nutritionally  deficient  or 
seriously  ill  patient,  without  the  bulkiness  of  ordinary  foods.  Or  Essenamine  may  be 
served  as  a pleasantly  crunchy  "cereal,”  plain  or  with  milk,  cream  or  sugar,  in  the  form  of 

ESSENAMINE  COMPOUND  GRANULES  (with  carbohydrate  30%), 

vanillin  flavored 

"With  a high  protein  diet,  healing  begins  on  the  first  day.”* 


ESSENAMINE  POWDER  (unflavored) 

7 Vi  and  14  oz.  glass  jars. 

SUPPLIED  IN  THREE  FORMS;  ESSENA“'"E  COMPOUND  POWDER  (Vanillin  Flav.r) 

I lb.  glass  jars. 

ESSENAMINE  COMPOUND  GRANULES  (Vanillin  Flavor) 

7Vi  oz.  and  1 lb.  glass  jars. 


New  York  18,  N.  Y.  Windsor,  Ont. 


’Matthews,  J.  G.:  Care  and  Healing  of  Traumatic  Wounds.  Northwest  Med.,  50:512,  July,  1951 
Essenamine,  trademark  teg.  U.  S.  & Canada 
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ACCIDENT  HOSPITAL  SICKNESS 


INSURANCE 


For  Physicians,  Surgeons,  Dentists  Exclusively 


60  days  in  Hospital 

■30  days  of  Nurse  at  Home  . . 
Laboratory  Fees  in  Hospital  . . 
Operating  Room  in  Hospital 

Anesthetic  in  Hospital  

X-Ray  in  Hospital  

Medicines  in  Hospital 

Ambulance  to  or  from  Hospital 


Adult  

Child  to  age  19 


HOSPITAL 

BENEFITS 

Single 

Double 

10.00  per  day 

10.00  per  day 

5.00 

10.00 

10.00 

20.00 

10.00 

20.00 

10.00 

20.00 

10.00 

20.00 

10.00 

20.00 

DISABILITY  COSTS  (Quarterly) 

2.50  5.00 

1.50  3.00 


Triple 

15.00  per  day 

15.00  per  day 

15.00 

30.00 

30.00 

30.00 

30.00 

30.00 


7.50 

4.50 


Quadruple 

20.00  per  day 

20.00  per  day 

20.00 

40.00 

40.00 

40.00 

40.00 

40.00 


10.00 

6.00 


$5,000  accidental  death  Quarterly  $8.00 

$25  weekly  indemnity,  accident  and  sickness 


$10,000  accidental  death  Quarterly  $16.00 

$50  weekly  indemnity,  accident  and  sickness 


$15,000  accidental  death  Quarterly  $24.00 

$75  weekly  indemnity,  accident  and  sickness 


$20,000  accidental  death  Quarterly  $32.00 

$100  weekly  indemnity,  accident  and  sickness 


COST  HAS  NEVER  EXCEEDED  AMOUNTS  SHOWN 

$4,000,000.00  PHYSICIANS  CASUALTY  ASSOCIATION  $18,700,000.00 

INVESTED  ASSETS  PHYSICIANS  HEALTH  ASSOCIATION  PAID  FOR  CLAIMS 

50  years  under  the  same  management 

400  First  National  Bank  Building  Omaha  2,  Nebraska 

$200,000.00  deposited  with  State  of  Nebraska  for  protection  of  our  members 


MEDICAL  STAFF 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Director 
CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.,  Associate  Director 
ETHEL  FANSON,  M D.  CARLOS  F.  SACASA,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HERBERT  A.  DUNCAN,  M.D. 
KENNETH  P.  NASH,  M.D. 


PASADENA,  CALIFORNIA 


n vsearch  for  medicine . . . produced  with  care. . . designed  for  health 


Supplied  in  10  cc.  and  50  cc.  vials  for  sub- 
cutaneous, intramuscular  or  intravenous 
injection. 

Each  cc.  of  Upjohn  Adrenal  Cortex  Extract 
contains  the  biological  activity  equivalent  to 
0.1  mg.  of  17-hydroxycorticosterone,  as  stand- 
ardized by  the  Rat  Liver-Glycogen  Deposition 
test.  Alcohol  10%. 

Upjohn  research  in  adrenal  structure  and 
function  has  aided  the  practice  of  medicine 
by  the  development  of  extracts  which  pro- 
vide all  of  the  natural  adrenal  cortical 
hormones. 


Upjohn  Adrenal  Cortex  Extract  supple- 
ments adrenal  cortical  hormone  reserves 
in  stress-states  associated  with  severe 
burns,  surgery,  infections  and  prolonged 
convalescence. 


Upjohn 


TH«  UPJOHN  COMPANV.  KALAMAZOO,  MICHIGAN 
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THIS 

ALL-PURPOSE 

DIATHERMY 

IS 

ECONOMICAL 


The  MF-49,  adaptable  to  all  recognized  diathermy  technics,  is  illus- 
trated here  with  the  contour  applicator.  Air-spaced  electrodes, 
induction  cable,  and  electrodes  for  cuff  technic  can  also  be  used. 
A smooth  current  is  provided  for  minor  electrosurgery. 

Accepted  by  the  A.M.A.  Council  on  Physical  Medicine  and  Re- 
habilitation, the  Federal  Communications  Commission  and  the 
Underwriters  Laboratories,. 


The 


MF-49 

v UNIVERSAL  DIATHERMY 


Let  us  send  you  literature,  including  prices.  Just  jot 
down  "MF-49”  on  your  card  or  letterhead,  and  mail 
to  — 


Distributed  in  Arizona  by 


STANDARD  SURGICAL  SUPPLY 

PHOENIX  TUCSON 


710  N.  First  Street 


809  E.  Broadway 
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FOR  THE  SEPTIC  ULCER  PATIENT 
“DOUBLE-GEL  ACTION”  AMPHOJEL 


f Vs  m 


relieves  pain  promptly 


promotes  rapid  healing 


no  kidney  damage 


never  causes  alkalosis 


no  acid  rebound 


pleasant  to  take 


Supplied:  Liquid,  bottles  of  12  fl.  oz.  Also 
available:  Tablets  of  5 grains  and  10  grains 


stops  gastric  corrosion 


provides  a soothing  protec- 
tive coating  over  the  ulcer 


imposes  no  added  burden 
on  kidney  function 


buffers  gastric  contents 
moderately;  permits  normal 
neutralization  of  alkaline 
secretions  of  upper  intestine 


even  in  excessive  doses. 

Does  not  cause  unphysio- 
logic  alkalinity  and  conse- 
quent acid  secretory  response 


smooth,  creamy,  pleasing 
taste  and  texture 


After  15  years  of  clinical  use,  still  a leading  pre- 
scription product  for  peptic  ulcer — 


AMPHOJEL 

ALUMINUM  HYDROXIDE  GEL  • ALUMINA  GEL  WYETH 


y/fty-et/l  Incorporated,  Philadelphia  2,  Pa. 
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Prescription  . . . 

Insured  Safety 


ARIZONA’S  OLDEST  ANO  LARGEST  SAVINGS  ANO  LOAN 


FIRST  KEDERA1 


y5§|y  JOSEPH  G.  RICE,  CHAIRMAN  OF  THE  BOARD  AND  PRESIDENT 

30  W.  Adams  St.,  Phoenix  • Orange  at  Fourth  Ave.,  Yuma 


ACCOUNTS  INSURED 

by  the  Federal  Savings  & loon  Inter  once  Corporation 


3311  North  Central  Ave.,  Phoenix 
Plenty  of  Free  Parking 


Rainbow  lA/a  ler 


☆ 

A constantly  reliable  bottled  water  . . . 
Pure  . . . Fresh  . . . Naturally  Soft 
Untreated  . . . Sterilized  Equipment 
Delivered.  Also  Distilled  Water. 


☆ 

PHONE  2-4645 

☆ 

RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 


MILLAM  & WIKLE 

STATIONERS 

Phone  3-0888 
22  East  Monroe 
Phoenix 

STATIONERY 

OFFICE  SUPPLIES 

OFFICE  EQUIPMENT 


WHEN  AN  ORTHOPEDIC 
MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 
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IN  SUMMER 
ALLERGIES... 


transform  discomfort 
into  well-being 


Such  a transformation  initiated  by  Neo-Antergan  enables 
many  allergy  patients  to  live  comfortably  through  difficult 
Summer  months  when  pollen  levels  soar. 

By  effectively  blocking  histamine  receptors,  Neo-Antergan 
brings  significant  symptomatic  relief  with  a minimum  of 
undesirable  physiologic  effects. 

Promoted  exclusively  to  the  profession,  Neo-Antergan  is 
available  only  on  your  prescription. 

The  Physician  s Product 


Your  local  pharmacy  stocks 
Neo-Antergan  Maleate  in  25 
and  50  mg.  coated  tablets  in 
bottles  of  100,  500,  and  1,000. 


N)cO -^r>lcAqoLfv 

MALEATE  " 


COUNCIL 


ACCEPTED 


(PYRILAMINE  MALEATE) 


Research  and  Production 

for  the  Nation’s  Health 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY.  NEW  JERSEY 


I Merck  & Co.,  Inc. 
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as  an  antihistaminic  agent 


zamine  is 

unsurpassed 

in  allergic  rhinitis . . . 


tSr*4* 


in  urticaria 
in  serum  sickness 
in  angioneurotic  edema 
in  hay  fever 
in  drug  reactions 




to,  maximal  relief 


with 


minimal  side  effects 


Pyribenzamine  hydrochloride 

(brand  of  tripelennamine  hydrochloride) 

Ciba  Pharmaceutical  Products,  Inc.,  Summit,  N.  J. 


(OflJb®. 
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POLIOMYELITIS— ITS  CLINICAL  ASPECTS  AND  TREATMENT 

Sebastian  R.  Caniglia,  M.  D. 

Phoenix,  Arizona 


Poliomyelitis  is  a highly  prevalent  viral  in- 
fection of  which  only  a small  portion  of  cases 
are  clnically  identifiable.  Epidemics  of  polio- 
myelitis usually  occur  during  the  warm  months 
but  sporadic  cases  may  occur  throughout  the 
year.  The  virus  known  to  cause  this  condition 
usually  attacks  the  anterior  horn  cells  of  the 
spinal  cord  and  the  motor  nuclei  of  the  brain, 
although  other  parts  of  the  nervous  system  and 
other  systems  may  also  be  affected.  Careful 
sectioning  of  autopsy  specimens  in  man  have 
also  shown  involvement  of  the  precentral  gyrus 
of  the  motor  cortex  and  severe  lesions  of  the 
reticular  formation  of  the  medulla.  Frequently 
involved  are:  (1)  the  red  nuclei;  (2)  the  sub- 
stantia nigra;  (3)  the  olivary  nucleus;  (4)  the 
roof  nuclei  of  the  cerebellum;  (5)  the  vestibular 
nuclei;  (6)  the  internuncial  neurones  of  spinal 
cord  and  (7)  the  propioceptive  cells  of  the  pos- 
terior ganglion.  Opinion  differs  in  regard  as  to 
how  the  virus  enters  the  body.  It  was  formerly 
believed  that  the  nasal  mucosa  was  the  pathway 
through  which  the  virus  reached  the  central 
nervous  system.  Recently  the  tendency  has 
been  to  consider  the  portal  of  entry  may  be  in 
the  alimentary  tract,  particularly  the  pharynx 
and  the  intestinal  mucosa.  There  is  no  practical 
test  by  which  the  susceptible  individual  may  be 
distinguished  from  the  person  who  is  immune. 
A previous  attack  of  the  disease  even  if  it  has 
been  so  mild  that  it  has  not  been  recognized 
usually  confers  immunity,  although  there  are 
recorded  cases  of  a second  attack. 


Read  before  Sixtieth  Annual  Meeting  of  the  Ariz.  Med.  Assoc. 
April  30,  1941. 


Although  the  portal  of  invasion  is  not  clearly 
determined  it  seems  fairly  certain  that  the  virus 
travels  along  peripheral  nerves  to  the  central 
nervous  system  and  then  spreads  by  neuronal 
pathways  to  the  motor  cells  which  are  located 
in  the  anterior  horn  cells  of  the  spinal  cord. 
The  skeletal  muscles  of  the  trunk,  arms  and  legs 
are  enervated  by  these  motor  cells  and  injury  to 
them  will  resolve  in  weakness  or  paralysis  of  the 
muscles  which  they  control.  Although  the  muscle 
fibers  themselves  are  not  damaged  by  the  virus, 
destruction  of  the  nerve  cells  renders  them 
useless.  Nerve  cells  can  not  regenerate  and 
once  destroyed  are  gone  forever.  What  happens 
when  nerve  cells  are  only  temporily  damaged 
is  not  so  well  understood.  It  is  thought  that 
transitory  loss  of  function  of  the  nerve  cells 
may  be  due  to  inflammation  in  surrounding  tis- 
sues. The  resultant  edema  may  block  the  nerve 
impulse  to  the  muscle  and  if  this  has  occurred 
the  recovery  of  the  muscle  function  may  result 
when  the  inflammation  and  swelling  subsides. 
Occasionally  the  blood  supply  to  the  nerve 
cells  may  be  partly  shut  off  by  the  blockage 
of  the  minute  vessels  which  supply  them  or  by 
hemorrhages  into  the  surrounding  tissues.  In 
such  cases  recovery  may  be  slow  but  can  be 
expected  to  occur  when  the  cause  of  the  anemia 
of  the  nerve  cells  is  no  longer  present.  For- 
tunately, complete  destruction  of  all  anterior 
horn  cells  rarely  occurs.  In  most  instances  there 
is  a patchy  distribution  of  the  damaged  cells 
resulting  in  weakness  or  paresis  rather  than  in 
paralysis.  Furthermore  whatever  damage  is 
done  to  the  cells  occurs  during  the  acute  stage. 
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The  condition  is  not  progressive  and  there  is  no 
danger  of  relapse. 

Clinical  types  of  poliomyelitis  generally  ac- 
cepted today  are: 

(1)  Abortive,  (2)  Non-paralytic,  (3)  Encep- 
halitic and  (4)  Paralytic. 

The  paralytic  may  be  of  the  following  types; 

(a)  Spinal,  (b)  Bulbar,  (c)  Bulbolspinal, 
(d)  Encephalo-spinal  and  (e)  Encephalo-bnlbo- 
spinal. 

The  term  abortive  denotes  those  cases  which 
show  slight  systemic  symptoms,  are  usually  dif- 
ficult to  diagnose  and  are  suspected  only  during 
epidemics.  This  is  sometimes  called  the  sys- 
temic stage.  During  this  stage  the  patient 
usually  complains  of  a headache,  sort  throat, 
nausea  and  vomiting.  Accompanying  these  there 
may  be  elevated  temperature  with  listlessness 
or  irritability.  Snce  most  of  these  are  the  symp- 
toms for  many  communicable  diseases  or  ill- 
nesses in  a child  they  may  be  ignored  or  mis- 
interpreted by  the  patient  and  the  family. 

The  non-paralytic  types  includes  those  cases 
which  are  characteried  by  meningeal  signs,  for 
example  stiff  neck,  stiff  back,  and  positive  Ker- 
nig’s  without  clinical  paralysis.  Here  the  patient 
may  he  unable  to  bring  his  head  forward  to 
touch  his  knees  because  of  muscle  spasm  in  the 
neck  and  back.  Perspiration  and  flushing  of  the 
face  may  occur  on  exertion,  and  apprehension 
is  evident  by  the  anxious  look  so  often  seen. 
It  may  happen  that  before  a noticeable  muscle 
paralysis  has  occurred  a significant  involvement 
of  bowel  and  bladder  can  be  discovered  on 
questioning  the  parents.  Bed  wetting  in  chil- 
dren may  indicate  temporary  paralysis  of  the 
bladder  with  retention  and  overflow  of  the 
urine.  Paralysis  of  the  bowel  may  have  been 
interpreted  as  obstinate  constipation  by  the 
parent  several  days  before  paralysis  of  the  arms 
and  legs  has  developed. 

There  are  several  familiar  patterns  which  the 
acute  illness  may  take  in  both  paralytic  and 
non-paralytic  types.  The  so-called  “dromedary” 
or  “diphasic”  form  is  characteried  by  a first 
phase  which  is  indistinguishable  from  minor 
illness  constituting  the  whole  disease  in  the 
abortive  form.  Several  days  may  elapse  be- 
tween the  systemic  and  meningeal  stage  of  the 
disease.  The  disease  appears  to  be  quiescent 
during  this  time,  the  child  seems  well  and  plays 
as  usual.  Following  this  period  there  may  be 
recurrence  of  fever  and  vomiting  and  in  addi- 


tion stiffness  of  neck  and  spine.  The  child  re- 
sists efforts  to  bend  the  head  or  trunk  forward. 
If  he  is  placed  in  a sitting  position  in  bed  he 
props  himself  by  holding  his  arms  behind  his 
back  in  order  to  prevent  movement  in  the  spinal 
muscles.  During  this  stage  reflexes  are  exagger- 
ated and  even  gentle  pressure  on  the  skin  ellicit 
pain.  These  symptoms  indicate  that  the  virus 
has  invaded  the  central  nervous  system.  In  some 
cases  paralysis  may  be  the  first  symptom  noted, 
the  spread  of  the  disease  being  so  rapid  that 
the  symptoms  and  paralysis  occur  simultaneously. 

Another  situation  and  a more  common  one  is 
that  in  which  the  first  phase  is  so  mild  as  to  be 
missed  or  does  not  occur  at  all,  and  the  acute 
illness  developes  with  the  appearance  of  cen- 
tral nervous  system  signs,  sometimes  after  a 
vague  non-febrile  prodrome  of  several  days  dura- 
tion. 

Muscular  weakness  or  paralysis  accompanied 
by  muscle  spasm  and  rigidity  mark  the  begin- 
ning of  the  paralytic  stage.  Two  to  seven  days 
may  elapse  from  the  time  the  weakness  was 
first  observed  until  the  paralysis  had  reached 
its  limit.  The  location  of  paralysis  depends  on 
whether  injury  to  the  cord  has  occurred.  If  the 
muscles  enervated  by  cranial  nerves  having 
origin  in  the  medulla  oblongata  are  paralyzed, 
the  patient  has  bulbar  paralysis  and  the  muscles 
controlling  swallowing  and  voice  may  be  affect- 
ed. Tightness  of  the  hamstring  muscles  and 
resistence  to  extension  of  the  legs  are  very 
common.  Other  muscles,  including  the  calf 
muscles  and  those  of  the  upper  extremity  may 
also  exhibit  stiffness  and  tightness.  Whenever 
this  stiffness  and  tightness  exists  the  muscles 
are  apt  to  be  sore  and  any  attempt  at  motion 
painful. 

Another  sign  which  is  perhaps  less  well  known 
but  was  described  at  least  35  years  ago  is,— 
“head-drop.”  It  is  elicited  by  having  the  child 
lie  on  its  back,  placing  one  hand  beneath  his 
shoulders  and  so  lifting  him  up  from  the  bed. 
In  the  normal  child  the  head  follows  along 
in  a plane  with  the  body  as  it  is  raised,  hut 
in  poliomyelitis,  even  in  its  earlier  stage,  the 
head  falls  back  limply  in  a positon  of  hyper- 
extension. Although  this  sign  is  not  specific  it 
occurs  in  children  severely  ill  with  any  pros- 
trating disease  including  pneumonia  and  men- 
ingitis. In  the  obvious  absence  of  such  disease 
it  is  a useful  sign  which  suggests  poliomyelitis. 

Although  there  may  be  stiffness  of  the  back. 
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neck  and  hamstrings,  the  reflexes  in  the  early 
stages  may  be  normal  and  active.  In  the  non- 
paralytic disease  it  usually  remains  so.  When 
changes  begin  to  appear,  characteristically  there 
is  first  an  irregular  shift  from  normal  to  hyper- 
active and  then  sudden  and  sometimes  transient 
shift  to  diminished  or  absent  reflexes.  Usually 
the  appearance  of  reflex  changes  precedes  the 
advent  of  weakness  or  paralyss  by  12  to  24 
hours.  It  may  therefore  herald  that  event.  The 
superficial  reflexes  are  the  first  to  go,  the  ab- 
dominals, the  cremasteric  and  spinal  reflexes. 
The  latter,  which  are  normally  present  segmen- 
tally  from  the  upper  back  down  to  and  includ- 
ing the  gluteal  region,  although  not  so  widely 
tested  as  the  abdominals,  are  of  similar  sig- 
nificance. Sometimes  they  disappear  before  the 
abdominals.  The  site  of  the  absent  superficial 
reflex  is  often  of  prognostic  importance,  thus 
if  the  right  lower  abdominal  reflex  disappears 
one  may  expect  to  find  some  weakness  of  the 
right  lower  extermity  the  following  day. 

DIFFERENTIAL  DIAGNOSIS:  The  physi- 

cian has  no  specific  diagnostic  aid  to  assist  in 
making  a diagnosis  during  the  pre-paralytic 
stage.  In  non-epidemic  seasons  even  the  spe- 
cialist may  have  difficulty  in  making  a diagnosis 
unless  the  patient  has  severe  involvement.  Polio- 
myelitis has  been  confused  with  a great  num- 
ber of  other  diseases  because  of  the  vague  sym- 
ptomatology and  a lack  of  exact  laboratory 
methods  of  confirming  the  diagnosis.  There  are 
other  neuroptrophic  diseases  which  so  closely 
resemble  poliomyelitis  in  certain  stages  that  a 
differential  diagnosis  is  almost  impossible. 
Some  of  the  most  common  diseases  are  Western 
equine  encephalomyelitis,  St.  Louis  encephalitis, 
mumps  meningoencephalitis,  tuberculous  menin- 
gitis, and  Guillain-Barre’  syndrome. 

PHYSICAL  EXAMINATION:  The  patient  in 
the  first  phase  or  the  abortive  stage  presents  no 
abnormalities  on  physical  examination  except 
listlessness  and  fever  and  some  redness  of  the 
pharynx.  In  the  beginning  of  the  second  phase 
the  situation  is  similar.  There  is  fever,  a dusky 
red  appearance  of  the  pharynx,  little  or  no  edema 
of  the  pharyngeal  tissues.  If  and  when  the 
disease  progresses,  stiffness  of  the  neck,  back 
and  hamstrings  soon  become  very  prominent 
and  these  are  perhaps  the  most  useful  findings 
in  establishing  an  early  diagnosis.  The  stiff- 
ness may  be  mild,  merely  a slight  resistance  to 
the  last  degree  of  flexion  of  the  neck,  or  it  may 


rarely  be  so  marked  as  to  present  opisthotonos. 
Stiffness  of  the  spine  is  best  ellicited  by  having 
the  patient  sit  up  in  bed  with  the  knees  naturally 
flexed  and  asking  him  to  “kiss  his  knee!”  If  the 
back  is  supple  this  is  easily  accomplished  with- 
out discomfort.  If  the  back  is  stiff  however 
it  will  be  difficult  or  impossible  to  perform. 
Attempts  to  do  so  will  be  accompanied  by  con- 
siderable pain.  If  the  back  is  flattened  or  rigid, 
the  patient  may  not  be  able  to  sit  naturally  at 
all  but  will  support  himself  on  his  two  out- 
stretched hands,  i.e.,  in  the  tripod  position,  which 
is  also  a characteristic  sign. 

Changes  in  the  deep  reflexes  have  also  a 
prognostic  value.  A diminished  patellar  res- 
ponse one  one  side,  or  an  exaggerated  one,  may 
point  to  possible  subsequent  development  of 
weakness  on  that  side.  As  weakness  and  paraly- 
sis increase  there  is  a progressive  loss  of  reflexes, 
and  a patient  seen  in  the  stage  of  severe  paraly- 
sis of  all  extremities  may  have  no  demonstrable 
reflexes,  superficial  or  deep. 

SPINAL  FLUID:  The  most  valuable  labora- 
tory test  in  the  diagnosis  of  poliomyelitis  is  exam- 
ination of  spinal  fluid.  If  the  total  white  cell 
count  is  elevated  above  8 to  10  cells  and  the 
protein  above  35  to  45  mgm.  per  100  cc.  the 
diagnosis  in  a suspicious  case  is  more  likely.  Al- 
though spinal  fluid  abnormalities  are  usual  in 
poliomyelitis,  one  cannot  rely  on  a negative  test 
to  rule  out  the  diagnosis,  because  if  the  patient 
has  the  abortive  form  or  is  in  the  first  stage  of 
a “dromedary”  course,  a negative  spinal  fluid  is 
to  be  expected.  If  he  has  non-paralytic  or  even 
paralytic  poliomyelitis,  his  spinal  fluid  may  still 
be  normal,  especially  if  he  is  seen  on  the  first 
day  of  symptoms.  Occasionally  patients  with 
the  non-paralytic  or  paralytic  form  of  the  dis- 
ease have  persistently  normal  spinal  fluid  find- 
ings. 

Although  spinal  findings  are  not  diagnostic 
(or  prognostic)  in  poliomyelitis,  certain  fea- 
tures are  characteristic  at  various  stages  of  the 
disease.  First,  the  cell  count  is  highest  during 
the  first  week  of  the  disease  in  the  pre-paralytic 
or  paralytic  stages.  Second,  the  predominant 
cell  type  is  almost  always  the  mononuclear,  al- 
though often  early  in  the  disease  the  polymor- 
phonuclear form  predominates.  Three,  the  pro- 
tein is  low  and  often  normal  during  the  first 
week  but  rises  the  second  and  third  weeks.  It 
remains  up  through  the  fourth  week,  gradually 
decreasing  to  normal  by  the  fourth  to  the  tenth 
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week.  Thus  the  protein  is  still  elevated,  and 
often  still  rising  while  the  cell  count  has  re- 
turned to  normal.  Recent  studies  have  con- 
firmed and  extended  these  early  findings  and 
it  is  apparent  that  the  cerebral  spinal  fluid  pic- 
ture in  late  poliomyelitis  resembles  that  of  Guil- 
lain-Barre’  syndrome  and  diphtheritic  polyneuri- 
tis. 

BLOOD  There  is  no  consistent  change  in 
the  blood  picture.  As  a rule  the  white  cell 
count  is  normal  or  moderately  elevated,  10  to 
15,000,  with  a slight  shift  in  the  differential  count 
and  relative  lymphopenia.  If  the  patient  is  de- 
hydrated there  may  be  a high  hematocrit  and  a 
more  elevated  white  cell  count.  Rapid  erythro- 
cyte sedimentation  rates  have  recently  been  re- 
ported to  occur  in  about  half  the  patients  test- 
ed. At  present  there  is  no  serologic  test  avail- 
able which  is  diagnostic  for  poliomyelitis. 

URINE:  Routine  urinalysis  reveals  no  abnor- 
malities. 

MEDICAL  TREATMENT:  At  the  present 

time  there  is  no  specific  treatment  available  for 
poliomyelitis.  None  of  the  antibiotics  or  sulfon- 
amide derivatives  which  have  been  tried  have 
had  any  effect  in  destroying  the  virus  or  con- 
trolling its  spread  in  the  body. 

Since  there  are  no  specific  therapeutic  agents 
available  medical  management  comes  down  to 
general  supportive  measures  and  the  anticipa- 
tion and  handling  of  complications.  The  ten- 
dency at  present  is  to  treat  all  patients  in  whom 
a definite  diagnosis  has  been  made  in  the  hos- 
pital. This  is  probably  wise  since  there  is  such 
an  uncertainty  as  to  the  future  course  in  all 
early  cases.  In  the  hospital,  management  of  the 
patient  with  poliomyelitis  has  become  a task 
involving  the  services  of  a team  of  specialists. 
During  the  acute  illness  it  has  been  proved  most 
satisfactory  to  have  its  care  in  the  charge  of 
the  internist  or  pediatrician  with  specialists  in 
orthopedics  and  physical  medicine  acting  as  con- 
sultants, directing  the  special  forms  of  treatment 
which  are  their  province.  Depending  on  the 
condition  of  the  patient  rather  than  on  any  arbi- 
trary time  designated  as  the  end  of  the  isolation 
period,  the  responsibility  is  transferred  to  the 
orthopedist  or  the  specialist  in  physical  medi- 
cine for  convalescent  and  late  treatment. 

Abortive  poliomyelitis  is  usually  treated  sym- 
ptomatically. Bed  rest  for  a few  days  and 
certainly  a longer  period  following  the  mild 
non-paralytic  type  is  strongly  recommended,  for 


rest  may  be  one  factor  in  preventing  the  late 
paralysis  which  sometime  occurs.  In  the  more 
severely  ill  non-paralytic  patient  who  has  high 
fever  and  is  dehydrated,  parenteral  fluids  and 
salt  are  indicated. 

Sedation  and  relief  of  pain  are  pressing  prob- 
lems in  the  early  acute  disease.  Relief  of  pain 
is  best  accomplished  by  the  intermittent  appli- 
cation of  hot  moist  packs.  Whenever  hot  packs 
or  baths  are  used,  salt  tablets  should  be  given 
to  prevent  chloride  depletion  which  results  from 
excessive  salt  loss  in  perspiration. 

The  response  to  the  common  analgesics  is  not 
very  satisfactory.  Aspirin,  empirin  compound, 
and  chloral  hydrate  are  the  three  drugs  most 
commonly  used.  Of  late  the  use  of  codeine, 
morphine  and  demeral  has  not  been  desirable 
because  of  a resultant  danger  of  aggravating 
incipient  or  actual  respiratory  difficulty. 

In  recent  years  several  drugs  have  been  ad- 
vocated for  the  relaxation  of  muscle  tightness 
and  relief  of  pain.  Kabab  and  Knapp  introduced 
prostigmine  in  1943  and  it  has  received  exten- 
sive clinical  trial  with  variable  results.  Ranso- 
hoff  has  recommended  curare  enthusiastically 
but  not  all  are  agreed  as  to  its  benefits  and  it 
has  been  found  to  be  a drug  of  considerable  po- 
tential danger. 

What  has  been  said  of  the  care  indicated 
in  the  pre-paralytic  phase  applies  equally  to  the 
early  paralytic.  The  problem  of  the  relief  of 
pain  may  continue  for  some  time.  Although 
the  patient  is  comfortable  during  the  day  he 
may  suffer  night  pains,  severe,  deep,  aching 
pain  in  the  weakened  or  paralyzed  back  or 
extremities,  which  persists  sometimes  for  weeks. 
This  pain  often  defies  every  form  of  treatment 
which  may  be  tried,  including  continuous  hot 
packs,  analgensics  and  sedatives. 

Most  common  complications  encountered  are, 
first,  urinary  retention,  second,  atony  of  the  gas- 
trointestinal tract,  and  third,  respiratory  failure. 

Urinary  retention,  is  common  in  patients  with 
severe  involvement  of  the  lower  extremities.  Be- 
fore resorting  to  catheterization,  an  adequate 
trial  of  drug  therapy  should  be  given.  In  most 
instances  retention  lasts  only  a few  days  and 
there  is  no  further  difficulty.  For  this  reason 
an  in-dwelling  catheter  is  rarely  indicated  and 
never  until  after  several  days  trial  of  drugs  and 
repeated  catheterizations  have  failed.  The  ob- 
jection to  in-dwelling  cateters  is  that  it  tends  to 
prolong  the  period  of  retention  and  the  eventual 
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risk  of  infection  is  therefore  increased. 

Atony  of  the  gastrointestinal  tract  is  a com- 
mon occurrence  especially  in  patients  with  para- 
lysis of  the  lower  extremities.  Prostigmine  in 
small  doses  produces  contraction  of  the  bowel 
and  relief  of  abdominal  distention  and  discom- 
fort. The  normal  tone  of  gastrointestinal  mus- 
culature usually  returns  spontaneously  with  a 
few  days. 

Respiratory  failure  is  the  most  serious  com- 
plication of  poliomyelitis.  It  may  be  of  two 
types,  ( 1 ) central,  which  occurs  in  bulbar  polio- 
myelitis and  results  from  involvement  in  the 
respiratory  center;  and  ( 2 ) peripheral,  as  a result 
of  involvement  of  the  segments  controlling  the 
respiratory  muscles,  the  intercostals  and  dia- 
phragm. Both  types  may  be  seen  in  the  same 
patient  at  the  same  time. 

The  treatment  of  respiratory  failure  of  the 
central  type  is  a problem  in  the  management 
of  bulbar  poliomyelitis.  In  following  the  patient 
with  spinal  poliomyelitis  who  is  beginning  to 
have  difficulty  in  breathing  it  is  wise  to  have  a 
respirator  at  the  bedside  and  ready  for  use,  for 
sudden  changes  in  the  character  of  the  breathing 
may  necessitate  immediate  artificial  respiration. 
Not  infrequently  the  first  signs  of  trouble  are 
due  not  to  actual  weakness  of  the  respiratory 
muscles  but  predominantly  to  their  being  “in 
spasm,”  i.e.  tight  and  stiff,  just  as  other  muscles 
may  be.  The  first  form  of  treatment  to  be 
tried,  therefore,  is  hot  moist  packs  to  the  chest, 
applied  intermittently  every  20  to  30  minute 
periods.  In  some  instances  the  respiratory  ex- 
change improves  and  the  patient  relaxes.  In 
others,  in  whom  progressive  muscle  weakness 
is  occurring,  there  may  be  no  improvement  but 
a progression  of  symptoms  and  signs:  more  and 
more  feeble  respiratory  excursions,  increasingly 
rapid  pulse,  cyanosis  and  apprehension.  In 
such  a situation  respirator  treatment  will  be 
necessary. 

PROGNOSIS:  As  far  as  the  acute  stage  of 
poliomyelitis  is  concerned,  the  subject  of  prog- 
nosis can  be  summarized  briefly:  (1)  Early  in 
the  course  no  prediction  can  be  made.  (2)  As 
long  as  fever  persists  there  is  a possibility  that 
paralysis  may  develop  or  extend;  once  the  tem- 
perature has  returned  to  normal  development 
of  paralysis  is  rare.  (3)  The  mortality  rate 
varies  considerably  in  different  epidemics  but  is 
usually  5 to  8 percent.  It  is  greatest  in  the 
bulbar  form  of  the  disease  and  in  those  with 


peripheral  respiratory  failure.  It  varies  also 
with  increasing  age  of  the  patient,  being  con- 
siderably higher  in  adults  than  in  children. 
BULBAR  POLIOMYELITIS 
Some  of  the  more  common  symptoms  found 
in  cranial  nerve  involvement  are  outlined  as 
follows;  Involvement  of: 

( 1 ) Cranial  nerves  IX,  X,  and  XI  ( Cranial  di- 
visions) (nasal  speech,  regurgitation  of 
food  via  nose,  dysphagia,  secretions,  hoarse- 
ness, aphonia,  stridor) 

(2)  Cranial  nerve  X (Singly) 

(horseness,  aphonia,  stridor) 

(3)  Cranial  nerve  VI 1 
(facial  palsy) 

(4)  Extra  ocular  nerves  (III,  IV,  VI)  diplopia, 
blurring,  distrubance  in  accommodation) 

(5)  Carnial  nerve  XII  (difficulty  in  mastication 
and  speech) 

(6)  Carmal  nerve  V (3rd  division)  (difficulty 
in  mastication ) 

The  treatment  of  bulbar  poliomyelitis,  as  we 
all  know,  can  be  very  complicated  and  at  times 
most  discouraging.  We  can  not  emphasis  too 
strongly  the  timely  and  proper  use  of  the 
mechanical  aids  on  hand,  i.e.,  tracheotomy,  the 
respirator  ( with  positive  pressure  attachment 
when  needed,  the  Bennett  positive  pressure 
mashine,  the  Kam  attachment  (inspiration  and 
expiration  regulator),  the  ventilation  meter,  and 
the  rocking  bed. 

The  following  tables  show  an  analysis  of  the 
cases  of  poliomyelitis  treated  at  St.  Monicas 
Hospital,  Phoenix  Arizona  for  a two  year  period. 
POLIOMYELITIS— ST.  MONICAS  HOSPITAL 
Phoenix,  Arizona 
January  1949  to  December  1950 
Total  number  of  cases— 237 
TYPES 


Non-paralytic 

190-80.2% 

Paralytic 

47-19.8% 

Age  Groups 

Cases  #237 

Ages 

0 to  4 

24,3% 

5 to  9 

27.2% 

10  to  14 

12.6% 

15  to  24 

18.1% 

25  to  34 

11.8% 

34  to  50 

4.6% 

CARDINAL  PHYSICAL 

SIGNS 

( 1 ) Stiffness  of  neck 

74% 

(2)  Stiffness  of  Back 

59% 

(3)  Weakness  or  Paralysis  54% 
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(4)  Hamstring  Tightness  38% 

COMMON  SYMPTOMATOLOGY 


1. 

Fever 

78.0% 

2. 

Headache 

58.2% 

3. 

Pain  in  neck 

56.1% 

4. 

Pain  in  back 

41.0% 

5. 

Vomiting 

38.4% 

6. 

Pain  in  legs 

33.2% 

7. 

Nausea 

21.9% 

8. 

Muscular  aches  & pains 

21.5% 

9. 

Anorexia 

20.6% 

10. 

Sore  Throat 

19.8% 

11. 

Irritability 

18.1% 

12. 

Fatique 

16.0% 

13. 

Malaise 

13.0% 

14. 

Abdominal  pain 

11.8% 

15. 

Hyperesthesia 

10.9% 

16. 

Coryza 

10.5% 

17. 

Chills 

8.8% 

18. 

Peresthesia 

8.0% 

19. 

Drowsiness 

7.6% 

20. 

Cough 

5.8% 

21. 

Urinary  retention 

5.0% 

22. 

Tremors 

3.8% 

23. 

Muscular  twitching 

3.8% 

24. 

Constipation 

3.3% 

25. 

Diarrhea 

2.5% 

16. 

Convulsions 

2.5% 

17. 

Mental  Confusion 

2.5% 

SUMMARY 


The  principal  subjective  and  objective  symp- 
toms of  poliomyelitis  have  been  presented.  In 
presenting  these  symptoms,  an  effort  has  been 


made  to  discuss  them  in  relation  to  the  type  of 
poliomyelitis  they  are  most  frequently  en- 
countered. The  differential  diagnosis  of  this 
entity  has  also  been  briefly  reviewed,  enumer- 
ating some  of  the  many  diseases  which  closely 
resemble  it. 

The  accepted  treatment  of  poliomyelitis  has 
also  been  presented— although  it  is  still  wanting 
in  many  aspects. 

The  charts  shown  reveal  a breakdown  of  237 
cases  treated  at  Memorial  Hospital,  Phoenix, 
Arizona,  from  January  1949  to  December  1950. 
These  charts  respectively  show  (1)  Types  of 
poliomyelitis;  (2)  Age  grouping  (3)  Common 
symptomatology;  and  (4)  Cardinal  physical 
signs. 
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PAS  SENSITIVITY  AND  DESENSITIZATION 

W.  H.  Oatway,  Jr.,  M.  D. 

Tucson,  Arizona 


This  report  is  a brief  summary  of  the  clinical 
findings  and  treatment  of  a specific  reaction  to 
the  PAS  compounds.  The  topic  has  occasionally 
been  mentioned  during  the  past  two  years,  but 
a sizable  series  of  results  has  not  been  pre- 
sented. 

The  term  ‘PAS’  includes  several  related  com- 
pounds which  have  been  manufactured  in  sev- 
eral different  trade  forms.  There  has  been 
a trend  away  from  the  original  para-amino- 
salicylic acid,  to  a sodium  salt,  and  recently  a 
calcium  salt  has  been  manufactured. 

The  need  for  PAS  in  the  treatment  of  tuber- 
culosis is  more  because  of  its  prevention  of  bac- 
terial resistance  to  streptomycin  than  its  own 
therapeutic  effect.  It  has  recently  been  stress- 
ed that  the  drug  is  not  only  needed,  but  must 
be  given  regularly  and  daily. 

There  are  at  least  eight  discomforts  or  haz- 
ards from  the  use  of  PAS.  Some  forms  have  an 
unpleasant  taste.  They  produce  an  intolerance 
to  some  degree  in  from  10  to  50  per  cent  of 
the  users,  chiefly  due  to  gastrointestinal  irri- 
tation but  sometimes  due  to  CNS  toxicity.  A 
rare  and  transient  vertigo  may  be  noted,  and  a 
mild  fixed  follicular  drug  rash  may  occur  with- 
out harm.  Renal  irritation  and  hypoprothrom- 
binemia  are  rare  complications,  and  the  effects 
can  be  avoided  by  observation.  Resistance  to 
PAS  may  occur  after  many  months  of  use,  but 
sensitivity  may  reappear.  The  most  dramatic 
and  serious  complication  is  a specific  reactivity 
to  PAS,  a drug  senstivity  or  allergy. 

Manufacturers  have  attempted  to  disguise  the 
taste  and  to  decrease  the  gastric  irritation  with 
considerable  success,  but  systemic  effects  are 
common  to  all.  They  occur  in  certain  patients 
and  with  sufficient  dosage.  Fortunately  the  large 
doses  once  used  in  England  are  no  longer  deem- 
ed necessary. 

The  specific  sensitivity  can  be  defined  as  a 
systemic  reaction  which  occurs  in  certain  pa- 
tients after  they  have  taken  full-sized  doses  of 
PAS  for  one  to  four  weeks,  which  will  cease 
abruptly  when  the  drug  is  withdrawn,  which 
will  recur  when  the  drug  is  again  taken,  and 
which  may  become  increasingly  violent  even 
with  small  subsequent  doses  of  the  drug.  The 
reaction  follows  use  of  any  PAS  compound,  and 


Kierland  and  Carr  of  Mayo’s  demonstrated  by 
oral  use  and  patch  tests  that  the  salicylic  acid 
component  is  the  common  cause. 

The  symptoms  may  include  fever,  malaise, 
headache,  chilliness,  chills,  warmth,  sweating, 
and  rarely  spasms  of  cough,  dyspnea,  conjunc- 
tivitis, jaundice,  and  angioneurotic  edema.  The 
signs  may  include  a flush,  a measley  skin-rash, 
(with  pruritis),  and  even  asthma.  It  is  usual 
for  a few  of  these  symptoms  to  occur  and  re- 
cur in  a single  individual. 

The  drug  allergy  was  apparently  not  noted 
in  Europe  in  the  three  years  before  PAS  was 
first  used  in  the  United  States.  Horne  of  Edin- 
bugh,  however,  described  a case  in  June  1949 
of  “true  drug  sensitivity”  which  occurred  on 
the  twelfth  day,  consisted  of  high  fever,  cough, 
malaise,  flush,  rash,  and  rigor.  Kierland  and 
Carr  of  the  Mayo  Clinic  noted  the  occurrence 
of  drug  sensitivity  in  4 cases  in  October  1949, 
and  had  not  heard  of  any  previous  reports;  two 
of  their  patients  had  fever,  rash,  and  pruritis, 
and  two  had  skin  lesions  without  fever;  the 
drug  had  to  be  discontinued  in  all  cases.  Davin 
and  Rogers  of  Los  Angeles  reported  4 cases 
with  febrile  reactions  to  PAS,  occurring  3 to  4 
weeks  after  therapy  was  begun,  and  accom- 
panied by  prostration,  nausea,  and  vomiting;  the 
drug  was  discontinued.  Dr.  Gwyn  Roberts  of 
San  Francisco  has  been  reported  by  PAS  manu- 
facturers to  have  a considerable  series  of  cases. 
Oatway  and  Reding  reported  six  cases  in  early 
1951.  Mention  has  also  been  made  of  such 
reactions  in  the  V.A.  Chemotherapy  Conferences 
of  1951.  It  has  been  estimated  that  about  2.5 
per  cent  of  the  cases  treated  with  PAS  develop 
an  allergic  reaction. 

Treatment  of  the  allergy  has  generally  con- 
sisted of  withdrawing  the  drug,  usually  after 
mistaking  the  condition  for  an  intolerance  or 
infection.  It  may  also  be  confused  with  a spe- 
cific reaction  to  streptomycin.  Antihistamine 
drugs  were  given  by  Horne  without  success,  as 
well  as  to  three  of  our  cases.  Dr.  Emil  Bogen 
reports  that  some  of  the  Olive  View  cases  were 
controlled  by  dramamine,  so  that  this  approach 
mav  bear  more  study.  A future  management 
may  consist  of  replacing  SM  and  PAS  with  one 
of  the  new  drugs. 
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The  logical  effective  method  of  therapy  for 
the  sensitivity  is  to  desensitize  the  patient  to 
PAS.  Horne  told  of  his  success  in  one  case  by 
using  0.1  gram  5 times  a day,  and  increasing 
the  unit  dose  to  0.1  gram  every  5 days.  The 
Lancet  published  a similar  method,  and  the 
Barnes- Hind  Company  described  Dr.  Roberts 
method,— 0.1  gram  2 or  3 times  per  day,  with 
an  increase  of  0.1  gram  every  3 days.  Dr.  Rob- 
erts, who  has  done  considerable  amount  of  work 
with  PAS  injections,  reports  that  tolerance  to 
injection  does  not  bring  tolerance  to  ingestion 
of  PAS. 

Dr.  Bogen  has  told,  in  correspondence,  of 
desensitizing  several  cases  successfully.  Dr. 
John  Steele  of  Milwaukee  tells  of  several  who 
could,  and  two  who  couldn’t,  be  desensitized. 
Dr.  Arthur  Walker  of  the  V.  A.  believes  that 
practically  all  can  be  desensitized.  Drs.  War- 
ring and  Howlett  of  Connecticut  reported  a ser- 
ies of  “allergies’,  including  one  case  of  Loeffler’s 
syndrome,  at  a meeting  of  the  Eastern  Trudeau 
Section  last  fall,  and  again  in  St.  Louis  A.V. 
meeting  in  January  1952.  They  also  desensi- 
tized with  fairly  good  effect.  Their  paper  has 
just  been  published  in  the  March  1952  American 
Review  of  Tuberculosis. 

The  present  series  consists  of  twelve  cases 
of  PAS  allergy.  Three  cases  were  seen  (with 
Reding)  at  Barlow  Sanatorium  in  the  summer 
and  fall  of  1949;  the  relationship  of  signs  and 
symptoms  was  worked  out  by  trial  and  error; 
the  only  treatment  consisted  of  a discontinu- 
ance of  the  drug.  Nine  of  the  cases  have  been 
diagnosed  at  La  Vina  Sanatorium  since  April 
1950. 

The  diagnosis  was  sometimes  difficult,  but 
the  sudden  occurrence  of  a fever  in  the  first  few 
weeks  of  therapy  should  at  once  make  one  sus- 
picious. (We  have  not  seen  an  allergy  due  to 
streptomycin  during  these  three  years). 

The  sex  incidence  of  this  allergy  is  startling,— 
all  twelve  of  our  patients  were  women.  (The 
ratio  of  women  to  men  in  both  sanatoria  has 
been  about  2to  1).  Another  interesting  obser- 
cation  is  that  no  patient  was  acutely  ill,  and 
none  had  far  advanced  disease.  Only  one  had 
an  immediate  need  of  the  drug. 

The  time  of  occurrence  during  therapy  was 
sometimes  earlier  than  we  had  been  led  to  ex- 
pect. The  first  reaction  was  noted  on  the  fol- 
lowing days,— 20,  14,  20;  10,  10,  19,  32,  22,  15, 
8,  9,  and  20. 


In  each  of  the  last  eight  cases  we  have  used 
a regular  method  of  ‘challenge  doses’  to  confirm 
the  diagnosis.  All  drugs  are  discontinued  for 
2 days;  one  teaspoonful  of  PAS  or  PASNA  is 
then  given  with  breakfast  on  the  next  morn- 
ing; if  there  is  no  reaction,  a teaspoon  is  given 
with  each  meal  the  following  day;  if  any  reaction 
to  those  doses  occur,  the  amount  is  decreased 
to  1 gram  the  next  morning. 

Eleven  of  the  twelve  patients  reacted  to  a 
single  teaspoonful.  Nine  of  these  also  reacted 
to  one  gram,  tho  all  but  two  had  less  severe 
reactions.  One  of  these  developed  a violent 
reaction  within  ten  minutes  of  the  1 gram  dose, 
given  during  a meal. 

The  signs  which  occurred  in  twelve  cases 
were  a generalized  measley  rash  in  2,  a flush  in 
7,  and  a fever  in  all  12  cases.  The  symptoms 
included  asthma  in  1,  pruritis  in  2,  paraesthesias 
in  2,  a feeling  of  coldness  in  4 (with  chills  in  3), 
a feeling  of  warmth  in  7,  nausea  and  vomiting 
in  6,  headache  in  8,  and  malaise  in  all  12  cases. 

The  general  routine  of  desensitization  was 
that  described  by  Dr.  Roberts.  PASNA  granules 
were  used,  since  they  are  easier  to  handle  and 
weigh.  In  all  except  two  of  the  cases  we  started 
with  0.5  gram,  three  time  a day,  and  increased 
the  unit  dose  0.1  gram  every  3 days.  Strep- 
tomycin was  not  given  until  8 grams  of  PASNA 
per  day  were  tolerated.  Weighed  increases 
continued  until  4 grams  T.I.D.  was  reached. 

We  have  had  two  types  of  difficulty.  In  the 
first  two  cases  our  stumbles  due  to  eagerness, 
with  too  rapid  an  advance  of  dosage,  led  to 
setbacks  to  smaller  amounts.  Only  one  case 
failed  to  tolerate  the  final  weighed  12  gram 
total;  this  patient  repeatedly  developed  a fever 
of  99.4  to  99.6°  when  a dose  of  3.6  grams  was 
seached;  chemotherapy  was  completed  before 
the  attempts  could  be  successful  to  reach  the 
full  clinical  dose. 

Nine  cases  have  been  started  on  desensitiza- 
tion. One  is  the  case  described,  a partial  suc- 
cess; one  is  too  recent  to  be  of  importance;  one 
proceeded  well  to  a unit  dose  of  1.2  grams, 
when  a mental  illness  recurred  and  she  was 
transferred  to  the  State  Hospital;  and  six  cases 
were  completely  desensitized  to  therapeutic 
doses. 

The  time  of  delay  before  one  can  safely  use 
streptomycin  is  a disadvantage  of  the  routine 
we  used.  It  requires  8 weeks  for  the  average 
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case  to  get  to  a dose  which  will  allow  use  of 
SM,  tho  SM  could  be  given  earlier  in  an  emer- 
gency. Attempts  to  hurry  the  procedure,  such 
as  the  increase  of  0.2  gm.  per  day  used  by  War- 
ring and  Howlett,  resulted  in  reactions  in  their 


cases,  and  their  best  success  was  when  they  used 
a period  of  54  days  to  reach  10  grams  per  day. 

It  would  seem  that  the  allergic  syndrome  can 
be  recognized,  and  that  desensitization  can  usu- 
ally be  accomplished. 


NON-SURGICAL  REPAIR  OF  CYSTOCELE  AND  RECTOCELE 

An  Original  Technique 

Clara  S.  Webster,  M.D. 

Tucson,  Arizona 


Cystocele  and  rectocele  are  among  the  most 
common  pathological  conditions  resulting  from 
childbirth.  Every  prospective  young  mother 
feels  apprehensive  over  lacerations,  realizing  that 
they  may  blight  the  joys  of  motherhood  and 
deprive  her  of  the  vigorous  health  she  should 
possess  in  the  best  years  of  her  life;  with  the 
approach  of  middle  age  she  experiences  ever- 
increasing  discomforts,  which  may  eventually 
become  extremely  troublesome. 

It  is,  of  course,  the  aim  of  every  obstretrician 
to  avoid  perineal  lacerations,  and  to  repair 
them  promptly  if  they  occur.  But  there  will 
always  be  parturient  women  who  are  not  so 
fortunate  as  to  receive  skilled  attention.  Under 
socialized  medicine  this  holds  particularly  true. 

Hernias  of  the  vagina  contain  organs  which 
are  the  reservoirs  of  the  body’s  waste  material. 
Gradually  and  slowly  over  the  years  these 
organs  lose  the  support  of  their  retaining  walls; 
they  sag  and  bulge  from  the  weight  of  their 
contents;  they  protrude  into  the  vaginal  canal 
which  has  been  loosened  from  its  moorings; 
the  resultant  distress  is  both  physiological  and 
anatomical  in  character  and  the  condition  often 
leads  to  pathology  of  major  importance. 

If  the  damage  can  be  repaired  while  the 
muscles  are  still  in  good  tone,  so  that  a firm 
support  can  be  constructed,  excellent  results  can 
be  anticipated  from  operative  procedures. 

In  vaginal  hernias  of  long-standing,  however, 
the  muscles  and  ligaments  have  become  so  at- 
tenuated-such thin  and  narrow  ribbons— that 
in  many  instances  it  is  impossible  to  build  a 
satisfactory  barrier  to  the  hollow  organs  which 
during  every  twenty-four  hours  hold  material 
that  is  constantly  exerting  such  downward  pres- 
sure that  the  bladder  and  rectum  eventually  be- 
come sacculated.  These  thinned-out,  over- 
stretched, inelastic  walls,  exposed  to  the  outer 
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air  and  trauma,  become  fibrous,  dry  and  ex- 
coriated. 

For  many  reasons  scores  of  women  cannot  or 
will  not  submit  to  surgical  treatment  at  the 
time  when  a perfect  result  would  be  prac- 
tically certain.  With  advancing  years  the  se- 
quelae of  this  neglect  become  more  and  more 
distressing,  functionally  and  organically.  Mech- 
anical supports  are  at  best  a makeshift,  and,  in 
time,  are  usually  discarded. 

Women  will  endure  uncomlainingly  for  years 
until  acute  or  chronic  cystitis,  incontinece,  dy- 
schesia,  bleeding  or  pain  from  injury  to  the  hard, 
prortuding  mass  compels  them  to  seek  medical 
assistance. 

Having  observed  the  satisfactory  results  from 
the  treatment  of  internal  hemorrhoids  with  a 
sclerosing  agent,  by  which  the  dilated  veins 
are  compressed  and  the  normal  rectal  contour 
restored,  I decided  some  twelve  years  ago  to 
employ  the  same  principle  in  the  correction  of 
cystocele  and  rectocele. 

Two  c.c.  of  a five  per  cent  solution  of  Quinine 
and  Urea  Hydrochloride  with  two  per  cent  pro- 
caine are  injected  into  the  submucous  layer  of 
the  vaginal  wall.  The  usual  method  is  to  inject 
one  c.c.  into  the  right  side  and  one  c.c.  into  the 
left  side  of  the  anterior  wall;  the  second  treat- 
ment can  be  into  each  lateral  wall;  the  third 
into  the  posterior  wall;  then  proceed  at  different 
levels.  If  the  patient  does  not  experience  more 
than  a momentary  dizziness  the  dose  can  be,  and 
usually  is,  increased  to  two  c.c.  for  each  in- 
jection at  the  next  visit— a total  of  four  c.c.  per 
treatment.  These  are  given  twice  weekly.  An 
average  case  requires  approximately  fifty  c.c. 

Topical  anesthesia,  such  as  two  per  cent  pon- 
tocaine,  is  swabbed  over  the  site  of  injection. 
A three-inch  No.  22  gauge  Goldbacher  needle 
is  very  satisfactory.  If  the  tissue  turns  white  at 
the  point  of  insertion  the  needle  must  be  im- 
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mediately  withdrawn  to  avoid  sloughing.  This 
is  particularly  likely  to  happen  on  the  anterior 
wall,  which  frequently  is  leather-like  and  crack- 
ed. Poorly  nourished  as  this  tissue  is,  it  is 
amazing  how  quickly  a slough  will  heal  after 
the  introduction  of  a tampon  covered  with  a 
soothing  ointment.  The  patient  often  is  un- 
aware of  it,  and,  fortunately,  under  any  cir- 
cumstances, it  is  merely  a minor  discomfort. 
Sloughs  will  occur  in  spite  of  the  utmost  care. 

The  needle  should  remain  in  situ  for  about  a 
minute.  Tough,  fibrous  connective  tissue,  lack- 
ing contractility,  will  not  close  over  the  needle 
puncture.  Bleeding  which  may  follow  can  some- 
times prove  troublesome.  If  it  does,  the  area 
is  swabbed  with  a modified  Monsel’s  Solution," 
which  is  styptic  but  not  caustic. 

It  is  advisable  to  allow  the  patient  to  remain 
on  the  table  for  a few  moments  to  overcome 
any  slight  dizziness.  Two  patients  felt  ring- 
ing in  their  ears,  one  tasted  quinine  while  the 
injection  was  in  progress. 

A tampon  lubricated  with  a soothing,  astrin- 
gent ointment""  is  packed  high  in  the  vaginal 
vault  and  one  or  two  smaller  ones  into  the 
lateral  fornices.  Replacement  of  the  prolapsed 
organs  gives  a gratifying  sense  of  relief.  Edema 
of  the  long-displaced  tissues  disappears  with 
the  return  of  normal  circulation,  and  involu- 
tion follows  in  orderly  fashion.  The  tampons 
are  retained  for  two  or  three  days  if  possible,  and 
after  removal  are  followed  by  a soothing  douche. 
It  is  the  natural  tendency  of  these  herniated 
organs  to  push  the  tampons  out  within  a few 
hours  after  the  first  few  treatments. 

Time,  of  course,  must  be  allowed  for  the 
fidl  effect  of  the  shrinkage,  although  distinct 
improvement  not  infrequently  appears  after  three 
or  four  treatments.  There  are  many  women 
in  the  fourth  and  fifth  decades  of  life  who  are 
decidedly  uncomfortable  because  of  relaxed 
vaginal  walls  only,  and  who  can  be  greatly  re- 
lieved by  a few  injections  into  the  billowing 
tissue. 

Occasionally  a patient  returns  after  months  or 
years  for  a few  additional  treatments. 

REPORT  OF  CASES 

Case  No.  1.  C.  W.,  aged  fifty-eight,  in  whom 
frequency  of  urination  was  most  annoying 

‘’Monel’s  So’nt’on  Modif’^1: 

Ua.  Ferri  Subsulphnte  30  c.c.,  S.T.37  30  c.c.,  2%  Tr. 

IocBn«  2 c.c. 

00Lu^>ricpnt: 

Benzolin  Ointment  (Breon)  Benzoc^in  2%  in  Basal 
uvdrofirerv'ted  Oils,  Petro’atiim. 

Thymol- Alum  Comp.  (McNeil)  equal  parts. 


during  the  past  six  years.  All  medication  proved 
futile.  A huge  cystocele  completely  filled  the 
entire  introitus,  which  slowly  receded  under 
injections  of  Quine  and  Urea  Hydrochloride. 

Case  No.  2.  P.  A.,  aged  sixty-four,  was  thor- 
oughly wretched  because  of  frequency,  urinary 
stress  incontinence,  persistent  backaches  and  a 
sense  of  weight  dragging  her  down.  Had  a third 
degree  laceration  in  childbirth  forty  years  pre- 
viously, when  sixty-five  stitches  pulled  loose 
and  were  never  replaced,  except  that  fourteen 
months  later  the  torn  rectum  was  repaired  with 
skin-grafting. 

She  presented  a well-advanced  procidentia 
and  urethrocele,  requiring  many  injections,  inter- 
rupted by  long  periods  of  absence,  and  made 
more  difficult  by  the  fact  that  she  owned  a 
cafeteria,  where  she  was  on  her  feet  all  day 
lifting  heavy  kettles.  Finally  the  vaginal  canal 
narrowed  to  such  a diameter  that  she  could 
retain  a Gellhorn  pessary.  Quinine  and  Urea 
Hydrochloride  injected  around  the  pouting, 
everted  urethra  brought  partial  but  noticeable 
relief  from  the  urinary  stress  incontinence— days 
of  freedom  were  followed  by  recurrences,  espe- 
cially when  the  weather  turned  cold  or  it  rained. 

She  was  unable  to  continue  treatments  to  a 
more  satisfactory  level  when  she  removed  to  an- 
other state  several  years  ago,  but  two  years  ago 
reported  that  she  was  comfortable  and  con- 
tented. 

Three  weeks  ago  she  visited  Tucson.  A small 
cystocele  is  now  insinuating  itself  under  the 
anterior  vaginal  wall;  urinary  stress  incontin- 
ence is  still  partially  relieved.  The  rectocele  is 
practically  eliminated;  the  uterus  is  a small 
knob  high  in  the  vaginal  vault;  the  entire  vaginal 
canal  is  in  good  tone,  and  so  contracted  she 
can  now  retain  a small  ball  pessary  which  a few 
years  ago  was  promptly  expelled. 

Now  in  her  seventy-fifth  year,  her  personal  ap- 
pearance has  undergone  a striking  change  from 
a woman  who  dragged  herself  along  with  effort, 
wearing  an  expression  of  utmost  misery  on  her 
face,  to  a happy,  smiling  person  possessing  an 
agility  that  people  half  her  age  envy. 

Case  No.  3.  A.  S.,  aged  forty-one,  a primi- 
para  at  37,  sought  relief  from  a sensation  of 
something  trying  to  escape  from  her  pelvis.  This 
proved  to  be  an  enterocele,  or,  as  Charles  D. 
Reed  of  London  prefers  to  call  it,  a hernia  of  the 
pouch  of  Douglas.  After  four  treatments  high 
in  the  posterior  vaginal  wall  she  exclaimed  that 
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she  had  such  a delightful  sense  of  well-being. 

Case  No.  4.  F.  D.,  fifty-two  years  old, 
wished  a complete  physical  examination;  no 
complaints  A rectocele  hung  like  a purse-string 
pouch  over  the  vaginal  outlet.  She  admitted 
defecation  was  only  accomplished  when  she 
replaced  this  protrusion  into  the  vagina.  Seven 
treatment  enabled  her  to  have  normal  bowel 
action.  A couple  of  check-ups  in  the  past  ten 
years  find  the  condition  still  satisfactory. 

Case  No.  5.  J.  M.,  aged  sixty-one,  com- 
plained of  a very  heavy  dragging  sensation,  fre- 
quency, and  inability  to  walk.  Locomotion  was 
accomplished  by  shuffling  her  feet  along  the 
floor.  The  entire  uterus  protruded  from  the 
vulva,  the  cervix  was  cracked,  swollen  and 
bleeding,  (Schiller  test  negative).  After  the 
fourth  treatment  the  uterus  remained  within  the 


pelvis;  six  more  found  it  high  in  the  vault. 
Then  she  walked  with  an  energetic  stride. 
COMMENT 

Quinine  and  Urea  Hydrochloride  has  a slow 
anesthetic  effect  of  prolonged  duration;  the  two 
per  cent  procaine  in  the  ampule  effects  more 
immediate  pain  reduction.  It  infiltrates  the  loose 
areolar  tissue,  producing  a slight  inflammatory 
reaction  with  later  prolferation  of  fibrous  tissue. 
The  subsequent  retraction  of  this  scar  tissue 
brings  about  the  tightening  of  the  vaginal  walls, 
and  these  slowly  regain  their  normal  texture. 
CONCLUSION 

A sclerosing  agent  injected  into  the  sub- 
mucous layer  of  the  vagina  will  produce  con- 
traction of  the  relaxed  walls  and  thereby  sup- 
port the  prolapsed  organs  involved  in  cystocele 
and  rectocele.  1911  Hawthorne  Street 
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INTRODUCTION 

Knowledge  concerning  the  total  volume  of 
blood  which  fills  the  cardiovascular  system 
under  various  conditions  of  health  and  disease 
may  aid  the  practicing  physician  as  much  as 
his  understanding  of  variations  in  the  blood 
pressure  or  the  blood  count.  The  necessity  for 
considering  the  blood  volume  in  relation  to 
circulatory  dynamics,  fluid  balance,  and  the 
composition  of  the  blood,  so  clearly  shown  by 
Starling,  has  become  axiomatic  among  physio- 
logists but  is  often  neglected  or  underempha- 
sized in  the  bedside  teaching  of  clinical  medi- 
cine. This  serious  defect  in  the  application  of 
physiologic  principles  to  medicine  may  be  attri- 
buted  primarily  to  the  inadequency  of  the 
methods  which  are  available  for  clinical  meas- 
urement of  the  blood  volume. 

We  must  necessarily  cofine  the  present  dis- 
cussion to  a consideration  of  the  blood  volume, 
its  normal  quantity,  the  factors  involved  in  its 
alterations,  and  the  various  methods  of  de- 
termining it  as  an  aid  in  diagnosis. 

FUNCTIONS  OF  THE  BLOOD 

It  would  be  necessary  to  recall  that  the  func- 
tions of  the  blood  may  be  grouped  generally 


under  two  categories;  namely,  active  and  passive. 
The  former  is  concerned  with  the  defense  of 
the  body  against  various  toxic  agents  by  leuco- 
cytosis  and  antibodies;  while  the  passive  func- 
tion deals  with  the  transportation  of  various 
substances  associated  with  the  body’s  metabo- 
lism via  the  tissue  fluids,  such  essential  sub- 
stances as  Oo,  H^O,  and  nutrients;  the  removal 
of  waste  products  as  CCL  and  urea,  while  also 
and  distributing  hormones,  and  maintaining  the 
optimal  enviroment  of  the  cells  by  the  regu- 
lation, besides  maintaining  the  osmotic  pres- 
sure, temperature,  and  gas  tensions  of  tissue 
fluids. 

TOTAL  QUANTITY  OF  THE  BLOOD 
The  average  person  has  almost  6 liters  of 
blood— 3.3  liters  per  square  meter  surface  area 
of  the  body,  or  72cc  per  kilogram  of  body 
weight.  Maintenance  of  this  constant  volume  is 
of  most  immediate  importance  for  the  regulation 
of  the  blood  pressure  and  blood  flow.  Death 
ischemia  results  from  a loss  of  blood  of  about 
40  per  cent.  The  term  relative  blood  volume 
refers  to  the  relation  between  actual  blood 
volume  and  the  capacity  of  the  circulatory 
system,  for  a normal  actual  volume  becomes 
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inadequate  when  vascular  capacity  is  increased 
as  in  vasodilation. 

Clinical  studies  conducted  on  blood  volume 
further  increase  ourknowledge  of  this  subject. 
This  study  comprises  an  analysis  of  the  plasma 
and  total  blood  volumes,  venous  pressures,  and 
blood  velocity  rates  determined  in  90  adult 
individuals,  49  of  whom  were  males  and  41 
females.  These  subjects  were  members  of  the 
hospital  staff  in  good  health  and  hospital  patients 
with  no  evidence  or  history,  or  on  physical  ex- 
amination, or  cardiovascular  or  renal  disease, 
blood  dyscrasias  or  debilitating  disorders. 

Plasma  and  total  blood  volumes,  venous 
pressures,  and  blood  velocity  rates  were  deter- 
mined with  the  subjects  in  a basal  state. 

There  was  a striking  difference  in  volume  of 
males  and  females,  the  average  absolute  and 
per  Kg.  plasma  volume  of  females  being  22.5 
per  cent  and  3.7  per  cent  less,  and  absolute  and 
per  Kg.  total  blood  volume  28.8  per  cent  and 
4.7  per  cent  less  than  that  of  males,  respectively. 

An  extreme  range  of  about  30  per  cent  above 
and  below  average  plasma  and  total  blood 
volume  is  encountered  in  individuals,  but  no 
particular  difference  in  range  obtains  between 
sexes.  In  about  two-thirds  of  the  cases  in  this 
series,  plahma  and  total  blood  volumes  were 
within  10  per  cent  above  or  below  average 
values,  and  of  the  remaining  one-third,  an  ap- 
proximately equal  number  were  above  and 
below  that  limit. 

Analysis  of  absolute  and  relative  volumes  by 
decades  shows  a tendency  in  both  sexes  for 
values  to  remain  at  or  rise  somewhat  above  the 
average  levels  of  the  series  during  middle  life 
and  to  decline  with  advancing  age.  The  in- 
crease in  total  volume  in  terms  of  body  weight 
during  middle  age  is  more  pronounced  in  males 
than  in  females,  while  the  decrease  after  the 
fourth  decade,  apparent  in  both  sexes,  is  greatei 
in  females  than  in  males,  being  about  16  per 
cent  below  middle  age  values  in  women  and  8 
per  cent  in  men. 

There  is  an  increase  in  total  blood  volume 
with  increasing  individual  height,  weight,  and 
surface  area  as  calculated  from  the  monogram 
of  Boothby  and  Sandiford  given  by  Dubois.  In 
relation  to  all  three  of  these  physical  measure- 
ments, in  about  70  per  cent  of  the  cases  total 
volume  was  within  10  per  cent  above  or  below 
the  average  volume  for  the  group  in  both  sexes. 


As  regards  weight  only,  those  cases  having 
volumes  above  these  limits  were  predominantly 
muscular  individuals,  and  those  falling  below 
were  for  the  most  part  tall  and  thin. 

The  relation  of  total  volume  in  cc  per  Kg.  to 
variations  in  body  weight  was  observed  in  the 
patients.  In  both  sexes,  unit  volume  tends  to 
rise  with  increase  in  weight  of  individuals, 
reaches  a maximum  at  a lower  weight  level  in 
females  than  in  males,  and  thereafter  declines  I 
with  further  increase  in  weight,  the  decrease 
being  more  pronounced  in  women  than  in  men. 
In  relation  to  variations  in  height,  unit  volume  j 
rises  with  increasing  indvdual  heght,  reaches 
a maxmum  value  and  remains  quite  constant 
with  increases  in  height  thereafter  in  both  sexes,  j 
The  composite  relation  of  total  volume  to  vari- 
ations in  both  height  and  weight;  namely,  surface 
area,  clearly  indicates  the  chief  differences  be- 
tween the  sexes  in  the  relationship  of  volume 
to  physical  measurements;  total  blood  volume 
in  terms  of  surface  area  is  about  the  same  in 
small  men  as  women,  but  is  considerably 
greater  in  large  men  than  in  large  women.  In 
addition,  with  increasing  individual  size,,  unit 
volume  in  males  ncreases  steadily  at  a gradually 
lessening  rate,  while  in  females  it  rises  to  a 
maximum  value  and  declines  rather  sharply 
thereafter. 

There  were  no  significant  variations  in  either 
venous  pressure  or  blood  velocity  rate  with 
age  in  either  sex.  The  degree  of  variation  in 
individuals  above  and  below  average  values 
for  the  whole  group  is  less  in  the  case  of  the 
blood  velocity  rate  than  in  venous  pressure  in 
both  sexes,  but  in  both  instances  the  extremes 
encountered  in  males  and  females  are  about  the 
same.  The  average  value  of  both  determinations 
is  appreciably  lower  in  females  than  in  males 
The  relation  of  total  blood  value  to  variations 
in  venous  pressure  and  blood  velocity  rate  was 
observed  in  the  total  group  of  90.  It  is  apparent 
that  no  interrelation  between  variations  in 
these  two  measurements  and  blood  volume 
exists  in  normal  persons. 

In  the  method  employed  the  red  cell  volume  is 
based  upon  the  hematocrit  values  of  venous  i 
blood  samples,  being  considered  as  the  difference 
between  total  blood  and  plasma  volumes.  In 
this  series  the  male  hematocrit  values  ranged 
from  36.0  to  51.8  with  an  average  value  of  44.6; 
the  female  hematocrit  from  33.7  to  43.8  with 
an  average  value  of  39.9.  Thus  the  average 
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hematocrit  value  for  females  is  10.5  per  cent 
less  than  that  of  males. 

The  computed  average  red  cell  volume  of 
males  is  2,387  cc.  and  that  of  females  l,514cc., 
or  36.5  per  cent  less  than  that  of  males. 

REGULATION  OF  BLOOD  VOLUME 

Actual  blood  volume  is  maintained  by  a 
balance  between  ingestion  of  water  and  loss  of 
tissue  fluids  through  capillaries  and  of  water 
from  lungs,  skin,  kidney,  and  colon.  The  volume 
is  regulated  indirectly,  inasmuch  as  variations  in 
volume  offset  blood  pressure  and  thereby  offset 
tissue  fluids  and  urine  formation.  Of  these 
mechanisms,  the  formation  of  tissue  fluids  is 
the  most  important  immediate  regulatory  means. 
An  increase  in  blood  volume  as  by  ingestion  of 
saliva  or  transfusion,  raises  capillary  pressure 
and  increases  the  rate  of  formation  of  tissue 
fluids,  thus  diminishing  blood  volume  and  pres- 
sure through  the  production  of  adema. 

A fall  in  blood  volume  as  by  hemorrhage, 
emesis,  diarrhea,  or  by  inadequate  ingestion  of 
water,  lowers  the  capillary  pressure  by  com- 
pensatory arteriolar  constriction,  causing  dimin- 
ished formation  and  greater  reabsorption  of 
tissue  fluids,  diluting  blood  cells  and  proteins. 
Loss  of  1 liter  of  blood  requires  about  32  hours 
for  restoration  of  blood  volume. 

Splenic  contraction  may  be  an  immediate 
mechanism  to  increase  circulatory  blood  volume. 
The  kidney  then  assists  by  diminishing  its 
secretion  of  water,  perhaps  because  of  renal 
vasoconstriction;  by  diminishing  glomevular 
filtration  and  increasing  tubular  reabsorpton. 
Thirst  is  also  produced,  leading  to  ingestion  of 
water. 

The  same  compensatory  phenomena  occur 
when  the  relative  blood  volume  is  altered,  as 
when  maintained  cutaneous  vaso  dilation  due 
to  heat  makes  the  normal  volume  inadequate 
by  about  0.5  liter  and  a conpensatory  increase 
occurs. 

In  such  a case,  the  vessels  involved  in  the 
dilatation  are  arterioles,  capillaries,  and  veins. 
The  great  reduction  in  peripheral  resistance 
which  allows  rapid  rates  of  flow  proves  that 
arterioles  are  concerned,  while  the  changes  in 
the  large  veins  may  be  directly  observed; 
changes  in  the  capillaries  and  venules  may  be 
secondary  to  those  in  arterioles.  But  evidence 
of  direct  effects  is  advanced  by  one  investigator, 
the  dilatation  is  accompanied  by  a very  rapid 


flow.  The  greater  part  of  this  increased  flow 
depends  on  an  increased  cutaneous  circulation, 
though  in  such  changes  the  deeper  flow  to  the 
muscles  may  also  be  somewhat  increased.  The 
greater  rate  of  flow  increases  thermal  conduc- 
tivity, allowing  rapid  transfer  of  heat  inward 
if  the  cutaneous  temperature  is  above  that  of 
the  rectum  or  of  heat  outward  if  the  thermal 
gradient  is  of  normal  direction.  In  either  case 
the  increased  rate  of  blood  flow  makes  the  sur- 
face and  deep  temperatures  approach  each 
other,  and  it  is  this  fact  which  makes  cutaneous 
temperature  measurements  useful  in  determi- 
ning the  cutaneous  circulation. 

The  vasodilatation  in  the  skin  is  accompanied 
by  a considerable  rise  in  capillary  pressure,  and 
this  increase  in  capillary  pressure  affects  fluid 
transudation,  so  that  edema  may  accumulate 
under  appropdiate  conditions  at  a more  rapid 
rate  at  the  higher  temperatures.  In  the  skin  such 
fluid  transudates  must  increase  the  moistness  of 
the  epidermis  and  so  increase  fluid  loss  by 
evaporation.  It  has  been  demonstrated  that 
such  adjustments  of  the  degree  of  moistness  of 
the  skin  do  occur  and  parallel  the  changes  in 
circulation  through  the  skin  both  above  and 
below  the  true  sweating  level. 

ALTERATIONS  IN  BLOOD  VOLUME 

The  volume  is  increased  as  a compensatory 
means  is  acclimatization  to  heat  (40%)  and 
in  hyperthyroidism  (6%);  and  following  the 
production  of  a large  arterio  venous  fistula  or 
its  placental  equivalent  in  pregnancy,  where 
volume  increases  until  delivery  ( 65% ) . It  is 
increased,  probably  passively,  in  congestive 
heart  failure,  although  this  will  increase  venous 
return  and  may  aid  in  maintaining  cardias  out- 
put. An  increase  beyond  the  compensatory  value 
of  both  cells  and  plasma  (35%)  as  in  cardiac 
failure  produces  deleterious  effects  by  causing 
edema  and  pulmonary  engorgement  necessi- 
tating reduction  by  venesection.  In  anemia 
where  the  cell  volume  is  diminished,  the  plasma 
volume  is  increased  to  bring  the  total  volume  to 
normal.  In  polycythemia  plasme  volume  is 
probably  decreased  in  preportion. 

The  volume  is  decreased  by  hemorrhage, 
shock  (due  to  loss  of  plasma  through  dilated 
capillaries  as  in  the  intestines),  acclimatization 
to  cold  ( 30% ) , hypothyroidism  ( 15% ) , on  assum- 
ing the  erect  posture  (loss  in  leg  tissues),  de- 
hydration, and  supposedly  in  hypoproteinemia, 
because  of  increased  formation  of  tissue  fluids. 
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A decrease  in  volume  to  the  point  of  producing 
an  inadequate  blood  flow  to  tissues  is  relieved 
best  by  injection  of  plasma  or  whole  blood,  or 
albumen  solution,  rather  than  by  crystalloid 
solutions  which  pass  rapidly  through  the  capil- 
lary wall  due  to  lack  of  protein  osmotic  pressure 
to  resist  their  passage.  In  cardiac  failure,  fur- 
ther increase  in  blood  volume  and  protein  di- 
lution by  injection  of  saline  is  especially  liable 
to  produce  pulmonary  edema.  Concentrated 
plasma  (2  to  ) times)  or  hypertonic  crystalloid 
solutions  (10%  dextrose  in  saline)  may  be  em- 
ployed to  increase  volume.  These  aid  by  with- 
drawal of  tissue  fluids  into  the  circulation,  if 
these  tissue  fluids  have  not  already  been  de- 
pleted. Hypertonic  NaCl  (5%)  is  sometimes 
used  in  treating  thromboangiitis  obliterans,  on 
the  basis  that  it  may  promote  circulation  by 
increasing  blood  volume  and  diminishing  vis- 
cosity. 

METHODS  OF  TESTS  FOR  DETERMINING 
BLOOD  VOLUME 

Consideration  of  the  blood  volume,  even  in 
a semiquantitative  sense,  lends  increased  sig- 
nificance to  many  of  the  more  familiar  labora- 
tory and  clinical  findings  in  two  general  ways: 

1.  Calculation  of  total  qualities  of  substances 
contained  in  the  blood.  The  quantity  of  any 
substance  contained  in  the  blood  (formed  ele- 
ments, protein,  gases,  electrolytes,  etc.)  can  be 
calculated  from  the  product  of  volume  and  its 
concentration,  whereas  data  concerning  concen- 
tration alone  are  often  misleading.  For  in- 
stance, samples  of  blood  from  a patient  with 
polcythemia  and  from  a patient  in  shock  result- 
ing from  burns  might  show  identical  hema- 
tocrit readings  of  65  per  cent.  Knowledge  that 
in  the  first  clinical  state  the  total  blood  volume 
is  usually  very  large,  and  that  in  shock  it  is 
reduced,  permits  the  conclusion  that  the  total 
volume  of  circulating  cells  is  greatly  increased 
in  the  first  patient  and  approximately  normal  in 
the  second.  Calculations  of  this  type  can  be 
used  in  guiding  therapy  with  blood  substitutes 
in  such  states  as  shock  and  chronic  protein 
depletion. 

2.  Interpretation  of  hemodynamic  distur- 
bances. Determinations  of  intravascular  pres- 
sure (arterial  or  venous)  render  an  incomplete 
picture  of  the  status  of  the  circulation  during 
hemodynamic  disturbances  such  as  shock,  car- 
diac failure  or  tamponade.  Knowledge  concern- 
ing the  approximate  volume  of  the  blood  and 


its  probable  distribution  within  the  various  por- 
tions of  the  cardiovascular  system  gives  insight 
into  the  nature  and  severity  of  those  processes 
which  involve  changing  relations  between  vas- 
cular capacity,  volume,  and  the  rate  of  blood 
flow.  For  instance,  arterial  pressure,  and  even 
the  blood  count,  may  be  within  normal  limits 
immediately  after  a hemorrhage  involving  as 
much  as  20  per  cent  of  the  blood  volume.  The 
physician  relying  only  on  these  signs  may  be 
unduly  optimistic  because,  soon  after  the  hemor- 
rhage, slight  tachycardia  and  cutaneous  pallor 
may  be  the  only  signs  to  indicate  the  increased 
sympathetic  activity  which  prevents  a fall  of 
blood  pressure.  At  first  the  blood  picture  is  not 
disturbed  because  hemodilution  occurs  relatively 
slowly  as  fluid  is  borrowed  from  the  extravas- 
cular  space  to  replenish  the  blood  volume. 
Awareness  of  the  extent  to  which  the  blood 
volume  has  been  depleted  permits  the  physician 
to  decide  the  urgency  and  the  extent  of  treat- 
ment which  may  be  necessary. 

As  the  result  of  a large  amount  of  experi- 
mental work,  several  technics  have  been  de- 
veloped which  employ  the  principle  of  dilution 
to  estimate  either  ( 1 ) the  total  space  occupied 
by  erythrocytes  or  (2)  plasma  volume.  Total 
blood  volume  is  calculated  from  the  cell  volume 
and  hematocrit  or  from  the  plasma  volume  and 
‘plasmacrit’.  ( Greater  precision  can  be  ob- 
tained by  measuring  cell  and  plasma  volumes 
simultaneously  and  adding  these  two  values.) 

Unfortunately,  these  methods  require  not  only 
special  equipment  and  meticulous  technic  but 
also  cautious  interpretation  of  data,  and  there- 
fore are  not  suitable  for  routine  use  in  the  aver- 
age laboratory.  When  employed  in  the  research 
laboratory,  however,  they  are  said  to  permit 
clinical  estimation  of  the  blood  volume  with  an 
error  of  about  5 per  cent.  This  compares  favor- 
ably with  several  other  determinations  which 
are  complicated  by  similar  difficulties  (cardiac 
output,  basal  metabolic  rate,  cardiac  area  or 
volume).  Although  it  would  be  interesting  to 
be  interesting  to  be  able  to  observe  variations 
of  the  same,  or  even  smaller,  magnitude  than 
the  experimental  error,  many  of  the  variations 
of  the  blood  volume  occurring  in  disease,  or 
even  under  certain  physiologic  conditions,  are 
so  large  that  this  error  becomes  unimportant. 
Furthermore,  even  though  isngle  determinations 
may  show  only  slight  deviations  from  ‘normal’, 
a series  of  measurements  made  on  the  same 
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subject  over  a period  of  time  may  show  con- 
sistently progressive  changes  which  are  highly 
significant. 

The  average  physician,  although  unable  to 
make  his  own  observations  of  the  blood  volume 
in  individual  patients,  may  be  guided  by  the 
results  of  a large  number  of  physiologic  and 
clinical  studies  which  have  been  made  at  labora- 
tories where  interest  has  been  centered  on  this 
problem. 

Obvious  difficulties  arise  in  the  determination 
of  total  blood  volume.  Welcher  in  1854  bled 
animals  to  death,  washed  their  blood  vessels 
and  extracted  the  Hb.  still  remaining  in  their 
tissues.  As  a result  of  his  experiments  he  con- 
cluded that  the  total  blood  mass  of  mammals 
constitutes  7.7  per  cent  of  the  body  weight. 
This  value  was  later  confirmed  for  human  be- 
ings by  Bischoff  who  bled  two  criminals. 

More  practical  methods  of  blood  volume  de- 
terminations are  based  on  the  principle  that  by 
the  addition  of  a definite  quantity  of  a known 
substance  to  the  circulation,  the  total  quantity 
of  blood  may  be  calculated  from  the  concentra- 
tion of  the  foreign  substance  in  a sample  of 
blood.  Normal  salt  solution  (Oohnstein  Zuntz), 
tetanus  antitoxin  (Von  Behring),  Acacia  (Meek 
& Gasser),  carbon  monoxide  (Haldane  & Smith) 
and  various  nontoxic  dyes  have  been  used  for 
this  purpose.  By  the  carbon  monoxide  methods, 
the  saturation  of  the  red  cells  of  an  individual 
to  whom  a certain  amount  of  carbon  monoxide 
has  been  administered  in  determined,  and  the 
total  quantity  of  blood  is  estimated  from  the 
relative  quantities  of  erythrocytes  and  plasma 
as  determined  by  means  of  a hematocrit.  In  the 
dye  method,  the  plasma  volume  is  first  deter- 
mined from  the  dilution  of  a given  quantity  of 
dye  injected  into  the  blood,  and  the  total  quan- 
tity of  blood  is  then  estimated  from  hematocrit 
values.  The  introduction  of  nontoxic,  slowly- 
diffusing  blue  dye,  T-1823,  and  various  tech- 
nical improvements,  such  as  those  introduced 
by  Price  and  Longmire,  have  made  the  proce- 
dure more  accurate.  Another  useful  method 
involves  the  introduction  of  erythrocytes  “tag- 
ged” with  radioactive  iron  and"  the  measurement 
of  their  dilution  among  the  subject’s  red  cells 
with  the  aid  of  appropriate  equipment. 

Methods  of  blood  volume  estimation  have 
been  criticized  by  most  investigators  who  have 
attempted  to  use  them.  As  Lamson  and  Nagay- 
ama  point  out,  the  blood  is  not  a homogeneous 


fluid,  but  a suspension  of  corpuscles  of  varying 
size  in  a fluid  which  is  undergoing  variation  in 
volume;  the  concentration  of  corpuscles  is  not 
constant  throughout  the  circulation.  Methods 
dependent  upon  the  injection  and  dilution  of  a 
known  amount  of  substances  into  the  blood 
stream  measure  only  the  volume  through  which 
the  blood  carrying  the  ingested  substance  cir- 
culates. By  such  methods,  it  is  not  possible  to 
differentiate  between  changes  in  circulating 
blood  volumes  due  to  fluid  loss  or  to  vasomotor 
or  circulatory  changes.  Absorption  of  the  foreign 
substance  into  the  tissues  and  its  rapid  excre- 
tion or  destruction  are  other  sources  of  errors. 
Specific  objection  to  the  carbon  monoxide 
method  include  the  time  lag  in  the  saturation 
of  the  Hb.— the  splenic  spaces,  the  dependence 
on  environmental  temperatures,  and  the  pos- 
sible absorption  of  carbon  monoxide  by  muscle 
Hb. 

It  has  been  found  that  the  usual  hematocrit 
procedure  fails  to  eliminate  plasma  completely 
from  between  red  cells,  the  true  volume  of 
packed  red  cells  per  1 cc.  ml.  being  7 to  8.5 
per  cent  lower  than  is  assumed.  Furthermore 
studies  with  radio  activity,  tagged  red  corpuscles 
indicate  that  average  for  the  whole  body  is 
lower  than  the  volume  of  packed  red  cells  in 
the  jugular  vein,  and  still  lower  values  are 
found  in  the  capillaries,  arterioles,  and  venules. 
BLOOD  VOLUME  IN  HEALTH 

The  total  blood  volumes  varies  with  the 
height,  weight,  and  surface  area  of  the  body. 
Using  the  dye,  T-1824,  or  Evan’s  blue,  Gibson 
and  Evans  found  an  average  of  43  cc.  plasma 
volume  per  kilogram  body  weight  in  adult 
males  and  42  cc.  in  females.  The  total  blood 
volumes  were  78  and  66  cc.  per  kilogram  respec- 
tively, and  2,923  and  2,523  cc.  per  square  meter 
body  surface  respectively.  Although  wider  in- 
ter-individual differences  were  found  in  major- 
ity of  adults,  plasma  volume  within  10  per  cent 
of  the  above  average  values  were  observed.  Ac- 
cording to  this  data,  the  total  blood  volume 
represents  7 to  8.2  per  cent  of  the  body  weight. 
By  the  carbon  monoxide  method  somewhat  lower 
values  have  been  recorded  (4.8-8. 4 per  cent). 

In  infants  the  blood  volume  in  relation  to 
body  weight  is  relatively  much  higher  than  in 
adults.  High  values  (100-195  cc.  for  each  kilo- 
gram of  body  weight)  are  found  particularly 
in  the  first  few  weeks  of  life.  Increased  quan- 
tities of  red  cells  are  said  to  make  up  the  greater 
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proportion  of  these  high  values.  On  the  other 
hand,  in  relation  to  surface  area,  infants  have 
relatively  less  blood  ( 1,700  cc.  for  each  square 
meter)  than  adults.  Rapid  alterations  in  blood 
volume  occur  in  the  first  few  weeks  of  life,  fol- 
lowing which  more  gradual  changes  take  place 
until  values  found  in  adult  life  are  reached. 

The  total  blood  volume  tends  to  remain  fairly 
constant  despite  numerous  disturbing  influences. 
The  ingestion  of  large  amount  of  water  and 
even  blood  transfusions  are  associated  c only 
vary  temporary  increases  in  the  total  blood 
volume.  The  fluid  portions  of  the  blood  are 
rapidly  removed  from  the  blood  vessels  by  tbe 
kidneys  and  tissues,  and  even  the  increases— 
the  cellular  elements  following  transfusions— 
are  maintained  only  for  a few  days.  Likewise, 
reduction  in  total  blood  volume  as  by  hemorr- 
hage or  excessive  vomiting  and  diarrhea  is  made 
up  as  much  as  possible  by  the  passage  of  liquids 
from  the  tissues  to  the  blood  vessels.  The  work 
of  Bancroft  and  his  co-workers  in  England,  of 
Binet  and  his  school  in  France,  and  of  Izquierdo 
and  Cannon,  and  Harzis  and  Mann  in  this  coun- 
try, indicates  that  the  spleen  plays  an  important 
part  or  role  in  buffering  mechanically  the  vas- 
cular system  against  alterations  in  blood  volume. 

BLOOD  VOLUME  IN  DISEASE 

Details  concerning  blood  volume  in  disease 
will  be  found  in  the  discussion  of  individual  dis- 
ease. It  will  suffice  here  to  say  that  in  poly- 
cythemia vera  and  in  leukemias  increases  in  the 
total  blood  volume  have  been  found,  whereas  in 
anemias  and  sometimes  absolute  increase  in 
plasma  volume  has  been  noted.  In  certain  dis- 
eases associated  with  splenomegaly,  notably 
cirrhosis  of  the  liver,  hemolytic  jaundice,  and 
Bantis  disease,  the  total  blood  volume  appears 
to  be  in  excess  of  normal. 

In  peripheral  circulatory  failure  of  shock,  the 
circulating  blood  volume  is  decreased,  and  in 
cardiac  failure,  it  is  increased. 

Not  until  1924  and  1925  when  the  studies  of 
Bancroft  were  published  did  the  problem  of 
blood  volume  changes  enter  into  circulatory  sys- 
tem pathology.  Bancroft  found  that  the  spleen 
is  a blood  depot  which  is  capable  of  storing 
“depot  blood”  and  of  releasing  it  into  the  cir- 
culation. Eppinger  and  Schurmeyer  studied  the 
changes  in  the  circulating  blood  volume  in  col- 
lapse and  related  conditions.  This  was  the  be- 
ginning of  an  extensive  literature  on  the  changes 


in  blood  volume  as  co-efficient  of  circulatory 
insufficiency. 

Wollheim  found  increased  blood  volume  in 
patients  with  disturbances  of  circulation  who 
had  the  following  clinical  signs:  decrease  in  the 
dyspnea  on  sitting  with  legs  hanging  down, 
insomnia,  acrocyanosis,  marked  filling  of  the 
neck  veins,  especially  on  liver  pressure,  increased 
venous  pressure,  decompensated  after  work  or 
rhythm  disturbances  (plus  decompensation). 
He  found  decompensation  with  decreased  blood 
volume  (minus-decompensation)  in  patients 
whose  dyspnea  was  slightest  on  lying  down,  who 
were  sommolent,  with  surface  area  cyanosis, 
poorly  filled  neck  veins,  low  venous  pressure 
and  decompensated  after  infection  or  distur- 
bance of  rhythm.  This  scheme  does  not  seem 
justified  since  a clinical  division  is  built  up  on 
the  basis  of  a symptom,  a procedure  whch  is 
not  done  for  other  symptoms  n patients  with 
circulatory  disturbances  such  as  dyspnea,  cyan- 
osis, or  edema.  It  is  also  difficult  to  classify 
these  cases  pathogenetically  or  to  determine 
the  pathologic-anatomic  cause  of  the  disease 
picture.  One  does  not  know  exactly  whether 
stasis  is  mechanical  or  due  to  insufficiency  of 
the  venous  backflow.  Wollheim  classifies  minus- 
decompensation  and  vasomotor  collapse  separ- 
ately. 

Hitzenberger  and  Tuchfeld  found  in  com- 
pensated hypertonias  decreased  or  barely  nor- 
mal blood  volumes.  In  decompensated  hyper- 
tonia and  myomalacia  slightly  but  occasionally 
greatly  decreased  blood  volume.  This  was  often 
found  in  connection  with  a large  liver.  They 
believed  that  the  active  or  passive  collection  of 
large  quantities  of  blood  in  the  liver  produced 
the  small  circulating  volume  of  blood  on  the 
one  hand  and  the  painful  liver  stasis  on  the 
other  hand.  Decompensated  emphysema  was 
found  to  be  associated  with  an  increased  cir- 
culating blood  volume,  a disease  picture  in 
which,  according  to  Wenckebach,  is  usually 
small.  Valcular  lesions  are  nearly  always  asso- 
ciated with  increased  blood  volume,  varying 
with  the  degree  of  stenosis  and  the  distribution 
of  the  stasis.  In  mitral  stenosis  there  are  rela- 
tively large  amounts  of  blood.  According  tc 
Wollheim,  left  insufficiency  with  orthopnea  is 
usually  associated  with  small  blood  volume.  He 
did  not  find  decreased  circulating  blood  volume 
in  decompensated  emphysemaand  found  the  re- 
sults of  treatment  on  blood  volume  to  be  ex- 
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tremely  variable.  In  hypertonia,  Ewig  and 
Winsberg  found  the  circulating  blood  volume 
to  be  decreased  at  tiems,  at  times  normal  and 
half  the  cases  increased.  In  decompensated 
hypertonia  there  was  a definite,  sometimes  con- 
siderable increase.  Normal  or  decreased  vol- 
umes were  never  found  in  decompensated  valve 
lesions. 

The  present  authors  made  a study  of  blood 
volume  in  82  patients,  most  of  whom  had  circula- 
tory disturbances,  some  had  other  diseases  which 
were  associated  with  circulatory  disturbances. 
Group  I consisted  of  12  patients  with  clinically 
definite  edema.  They  showed  a decreased  blood 
volume  and  a denitely  decreased  plasma  vol- 
ume. In  edema  there  is  difficulty  in  relating 
blood  volume  to  normal  body  weight.  It  is, 
therefore,  based  on  minimum  weight  in  a non- 
edematous  state.  In  cases  of  edema,  even  with 
severe  decompensation  there  is  a decrease  in 
the  circulating  blood  volume  and  the  circulating 
plasma  volume.  This  is  in  agreement  with 
Volhard  who  stated  that  the  greater  the  hydrops, 
the  smaller  the  volume  of  circulating  blood. 

The  Group  II  consisted  of  13  normal  persons. 
These  were  youthful  people,  chiefly  students 
which  explains  the  small  absolute  values.  The 
average  was  43  cc  per  kg.  body  weight  for  the 
circulating  plasma  volume  and  80  cc.  per  kg.  for 
the  circulating  blood  volume.  The  lowest  value 
obtained  for  plasma  volume  was  33  cc.,  the 
highest  51  cc.,  and  for  ricculating  blood  volume, 
the  lowest  value  66  cc.,  and  the  highest  93  cc. 

Group  III  comprised  9 cases  of  hypertonia. 
The  variations  were  quite  great.  There  were 
clinically  thoroughly  compensated  or  only 
slightly  decompensated  patients  who  had  in- 
creased, normal  or  definitely  decreased  blood 
volumes.  In  beginning  lung  congestion,  in  cases 
with  cardiac  asthma  (left  insufficiency  of  the 
heart)  there  were  increased  values. 

Group  IV  comprised  10  cases.  In  some  cases 
there  was  low  venous  pressure  with  small  plasma 
volumes,  and  group  V was  comprised  of  cases 
of  emphysema,  some  with  right  heart  failure  in 
which  the  average  volume  of  circulating  blood 
was  relatively  large.  This  is  in  agreement  with 
the  findings  of  Hitzenberger  and  Tuchfeld.  Pa- 
tients with  considerable  cyanosis  had  increased 
blood  volumes. 

Group  VI  consisted  of  10  cases  of  decom- 
pensated mitral  stenosis.  In  these  cases  there 
was  an  average  considerable  increase  in  the  cir- 


culating plasma  volume  to  52.3  cc.  and  of  the 
blood  volume  to  103  cc. 

Group  VII  comprised  13  cases  of  definitely 
enlarged  liver.  The  plasma  volume  reached  the 
highest  average  value  of  54  cc.,  the  blood  vol- 
ume its  highest  value  of  107  cc.  Three  patients 
with  liver  cirrhosis  had  98  and  105  cc.,  respec- 
tively. One  patient  wtih  Bantis  disease  con- 
firmed at  autopsy  had  112  cc.  She  had  severe 
stasis  hemorrhages.  In  a patient  with  polcythe- 
mia  rubra  of  the  Vaquez  type  the  blood  volume 
was  124  cc.,  the  plasma  value  being  normal. 
The  remainder  of  cases  consisted  of  mitral  sten- 
oses with  definite  enlargement  of  the  liver  and 
slight  or  absent  edema.  Not  included  in  the 
table  was  a case  of  patent  ductus  Botalli  (98  cc. 
blood,  48  cc.  plasma)  and  a case  of  paroxysmal 
tachycardia  (93  cc.  blood,  42  cc.  plasma). 

In  a number  of  cases  during  the  course  of 
treatment  with  improvement  of  the  clinical  pic- 
ture the  increased  blood  volumes  and  plasma 
volumes  decreased  to  normal  or  nearly  normal. 

CONCLUSION 

In  this  paper,  it  has  been  tried  to  summarize 
the  physiological  and  pathological  significance 
of  blood  volume  and  the  different  methods  to 
determine  it. 

In  passing  I would  like  to  express  my  appre- 
ciation to  Dr.  B.  Pasterneck,  Louis  Hirsch,  Miss 
Rose,  the  Librarian  of  St.  Mary’s,  and  Mr.  Jose 
del  Castillo  for  their  valuable  suggestions  and 
kind  assistance  in  helping  me  prepare  this  paper. 

BIBLIOGRAPHY 

1.  Tices,  Practice  of  Medicine,  1951,  p.  704. 

2.  Main,  Synopsis  of  Physiology,  C.  V.  Mosby  Company, 
1946,  pp.  128-143. 

3.  White,  Heart  Diseases,  New  York,  The  Macmillan  Com- 
pany 3rd  Edition,  1944. 

4.  Gibson,  John  G.,  2nd.,  and  Evans,  William  A.,  Jr.,  Clinical 
Studies  of  the  Blood.  Volume  II,  Journal  of  Clinical  Investigation, 
16:317  (May)  1937. 

5.  Bazett,  H.  C.,  The  Effect  of  Heat  on  the  Blood  Volume 
and  Circulation,  Journal  of  the  American  Medical  Association, 
111:1841  (November  12)  1938. 

6.  Uhlenbruck,  P.,  and  Vogels:  The  Problem  of  the  Circulat- 
ing Plasma  Volume  (Blood  Volume)  in  Circulatory  Disturbances. 
Zeitschrift  fur  flinische  Medizin,  118:172,  1931. 

7.  Brown,  Ellen  and  Hopper,  James,  Jr.:  Some  Practical 

Considerations  of  the  Blood  Volume,  American  Practitioner, 
4:191  (December)  1949. 


36 


Arizona  Medicine 


June,  1952 


MASSACHUSETTS  GENERAL 
HOSPITAL  CASE  NO.  17212 


The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


Dr.  Sven  M.  Gundersen:  This  was  a sixty- 
six  year  old  married  salesman  who  came  into  the 
hospital  on  March  17  in  a rather  delirious  con- 
dition. His  history  was  obtained  from  his  wife. 
As  he  had  been  married  to  her  only  twenty 
years,  the  past  history  is  probably  unreliable. 

He  had  passed  an  insurance  examination  nine 
years  before  admission  and  was  perfectly  well 
so  far  as  she  knew  until  three  years  before 
admission,  when  he  started  having  symptoms  of 
diabetes,— increased  thirst  and  appetite,  fre- 
quency of  urination,  some  loss  of  weight  and 
strength.  His  physician  found  sugar  in  his 
urine  and  put  him  on  a diet,  but  gave  him  no 
insulin.  He  lost  thirty  pounds  in  three  months 
under  treatment  and  felt  much  improved.  He 
returned  to  work  and  gradually  to  his  normal 
diet  when  his  physician  died. 

Ten  months  before  admission  he  started  to 
have  dyspnea  on  exertion  and  also  easy  fatigue. 
These  symptoms  lasted  until  six  months  before 
admission,  when  he  went  to  a doctor  and  was 
found  to  have  an  enlarged  heart  and  also  arterio- 
sclerosis. He  was  given  digitalis.  From  that 
time  until  admission  the  patient  did  not  work. 
His  activities  were  greatly  diminished.  He  had 
to  stay  at  home  all  the  time  and  could  get  about 
the  house  only  a little.  Three  months  before 
admission  he  developed  cough  productive  of  a 
small  amount  of  whitish  sputum.  At  the  same 
time  he  began  having  attacks  of  typical  paro- 
xysmal nocturnal  dyspnea.  Just  before  admis- 
sion he  had  been  having  ten  or  twelve  of  these 
attacks  at  night.  Three  weeks  before  admission 
he  suffered  a return  of  the  nocturia  which  he 
had  three  years  before  and  became  entirely 
disoriented  and  euphoric.  At  that  time  he  began 
to  have  edema  of  the  ankles  and  loss  of  appetite. 


His  physician  gave  him  more  digitalis,  some 
colorless  medicine  which  he  called  “nerve  medi- 
cne”,  and  some  pills. 

His  first  wife  died  of  tuberculosis.  Of  her 
four  pregnancies  one  child  was  stillborn,  one 
died  of  tuberculosis  and  one  was  in  an  institu- 
tion for  the  feeble-minded. 

Clinical  examination  revealed  a man  obviously 
in  a euphoric  and  irrational  state.  He  was 
cyanotic,  emaciated  and  quite  dyspneic,  sitting 
propped  up  in  bed.  The  pupils  were  irregular 
and  unequal  and  reacted  poorly  to  light,  better 
to  accommodation.  The  heart  was  greatly  en- 
larged to  the  left  and  downward.  At  the  base 
were  to-and-fro  soft  systolic  and  diastolic  mur- 
murs. The  blood  pressure  was  165/0  to  185T). 
There  was  marked  arteriosclerosis.  There  was 
Corrigan  pulse.  The  brachials  were  tortuous 
and  sclerotic.  There  were  signs  of  fluid  at  the 
right  base  posteriorly.  There  was  a pistol  shot 
in  the  groins.  The  right  ankle  jerk  could  not 
be  obtained. 

The  white  blood  cell  count  was  15,000,  with 
an  essentially  normal  differential  count.  There 
was  no  anemia.  The  one  urine  specimen  ob- 
tained showed  no  sugar. 

The  patient  became  rapidly  more  in  spite  of 
digalen  given  intramuscularly,  and  died  forty- 
eight  hours  after  admission. 

Robert  S.  Flinn,  M.  D. 

This  66  year  old  man  was  apparently  perfectly 
well  except  for  mild  diabetes  up  until  ten 
months  before  admission  when  he  began  to  be 
troubled  with  heart  failure.  In  spite  of  digitalis, 
there  was  apparently  no  improvement  in  his 
condition;  he  became  more  disabled;  developed 
nocturnal  dyspnea  and  became  disoriented  and 
euphoric. 

On  examination  he  was  found  to  be  cyanotic, 
emaciated,  dyspneic  and  irrational.  The  pupils 
were  irregular  and  unequal  and  reacted  poorly 
to  light,  better  to  accommodation.  The  heart 
was  greatly  enlarged  to  the  left  and  downward. 
At  the  base  was  a to-and-fro  soft  systolic  and 
diastolic  murmur  and  the  blood  pressure  165 
to  185  systolic  and  0 diastolic  confirmed  the 
diagnosis  of  aortic  regurgitation.  There  were 
signs  of  fluid  at  the  right  base  posteriorly.  The 
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right  ankle  jerk  could  not  be  obtained  from 
which  one  is  forced  to  conclude  that  the  left 
ankle  jerk  as  well  as  the  knee  jerks  were  ob- 
tainable. 

Let  us  discuss  for  a moment  the  clinical  find- 
ings. The  patient  is  said  to  be  euphoric  and 
irrational.  A patient,  mortally  ill  with  heart 
disease,  may  be  expected  to  be  irrational  but  I 
cannot  recall  having  seen  a patient  dying  from 
heart  disease  who  could  be  called  euphoric.  The 
cyanosis,  the  dyspnea  and  the  emaciation  can 
also  be  explained  on  the  basis  of  his  heart 
affliction.  The  pupils  were  described  as  irregu- 
lar and  unequal  and  reacted  poorly  to  light  but 
better  to  accommodation. 

The  Argyill-Robertson  sign  consists  in  the 
loss  of  contraction  of  the  pupils  to  light  with 
retention  of  contraction  of  the  pupil  to  conver- 
gence and  accommodation.  It  usually  indicates 
injury  to  the  mid-brain,  commonly  syphilitic. 
Indeed,  it  is  a sign  that  is  regarded  as  practically 
conclusive  evidence  of  syphilis  of  the  nervous 
system.  It  is  one  of  the  three  classical  signs  of 
tabes,  the  other  two  being,  of  course,  Westphal’s 
sign  (absent  knee  jerks)  and  Romberg’s  sign.  I 
should  hesitate  to  make  a diagnosis  of  central 
nervous  system  lues  on  the  basis  of  a question- 
able Argyall-Robertson  pupil  alone  without  col- 
lateral evidence.  The  statement  “the  right  ankle 
jerks  could  not  be  obtained”  implies  that  all  other 
reflexes  were  physiological  in  character  and  not 
abnormal.  It  is  possible,  of  course,  that  the  pa- 
tient was  so  critically  ill  and  uncooperative  that 
a satisfactory  neurological  examination  could  not 
be  made.  However,  there  is  nothing  in  the  past 
history,  inaccurate  as  it  is,  to  suggest  the  pres- 
ence of  tabes  dorsalis.  There  is  no  history  of 
the  sharp,  stabbing  pains  in  the  legs,  the  im- 
pairment of  sensibility  to  pain,  the  impairment 
of  sense  of  position  of  the  limbs,  the  visceral 
crises  or  urinary  incontinence.  There  is  also  no 
report  of  a flocculation  test  for  syphilis  but  I pre- 
sume the  patient  was  in  the  hospital  too  short 
a time  for  such  a test  to  be  reported  upon. 

Although  abnormality  of  pupillary  reflex  to- 
gether with  absence  of  deep  reflexes  are  con- 
sidered almost  pathognomonic  of  cerebro-spina! 
syphilis,  it  should  be  remembered  that  Adie’s 
syndrome,  a benign  disorder,  may  simulate 
tabes  dorsalis.  In  this  condition  the  pupils  are 
unequal  in  size  and  react  slightly  to  light.  How- 
ever, after  about  an  hour  in  the  dark,  the  pupils 
dilate  and  on  exposure  to  bright  light,  a slow 


contraction  of  the  pupil  is  seen.  Moreover  it 
behaves  in  a curious  fashion  on  convergence.  If 
the  patient  fixes  on  a near  object  and  continues 
to  gaze  at  it  intently,  the  pupil  sometimes  after 
a delay  of  several  seconds,  contracts  slowly  and 
with  increasing  slowness  through  a range  often 
greatly  in  excess  of  normal.  Contraction  down 
to  pinhead  size  is  not  uncommon.  The  larger 
pupil  then  becomes  smaller  than  its  fellow.  The 
tonic  pupil  responds  normally  to  mydriatics  and 
mioties.  There  may  be,  in  extreme  cases,  ab- 
sence of  all  deep  reflexes  but  more  frequently 
there  is  an  absence  of  one  or  both  ankle  jerks. 
This  disorder  is  seen  more  frequently  in  females 
than  in  males  and  in  the  young  adults.  This 
cause  is  unknown.  I can  recall  having  seen 
this  disorder  in  a young  man  at  the  Queens 
Square  Hospital  in  London.  A blood  Wasserman 
taken  as  preliminary  to  a blood  transfusion  in 
which  the  patient  was  to  act  as  donor,  was  re- 
ported as  faintly  positive.  Examination  dis- 
closed the  tonic  pupils  of  Adie  together  with 
the  absence  of  certain  deep  reflexes.  A tentative 
diagnosis  of  tabes  dorsalis  was  made  until  the 
second  Wasserman  report  was  negative  and  a 
more  careful  examination  disclosed  the  differ- 
ences between  this  tonic  pupil  and  the  Argyll- 
Robertson  pupil.  In  the  latter,  males  are  more 
frequently  affected,  the  pupil  is  usually  bilater- 
ally affected  and  does  not  respond  to  light 
but  reacts  promptly  and  normally  to  convergence 
and  accommodation.  It  should  be  emphasized 
however  that  not  infrequently  Adie’s  syndrome 
has  led  to  an  erroneous  diagnosis  of  tabes  dor- 
salis. 

When  we  turn  to  a consideration  of  the  cardiac 
condition,  it  is  apparent  that  the  “guts  of  the 
situation,”  as  the  English  say,  is  the  differen- 
tial diagnosis  of  the  aortic  diastolic  murmur.  I 
propose  to  dismiss  the  systolic  murmur  as  being 
of  little  value  in  the  differentiation,  since  aortic 
insufficiency  is  often  accompanied  by  a systolic 
aortic  murmur  in  association  with  a characteris- 
tic diastolic  murmur  and  peripheral  signs  of 
aortic  insufficiency.  The  systolic  murmur  in 
such  cases  is  due  to  the  forceful  ejection  of  the 
blood  into  the  aorta.  However,  it  should  be 
remembered  that  the  patients  with  pure  aortic 
stenosis  or  sub-aortic  stenosis  may  have  a systolic 
and  diastolic  aortic  murmur.  In  such  cases, 
however,  the  peripheral  signs  of  aortic  insuffi- 
ciency are  absent  and  the  exact  cause  of  the 
diastolic  murmur  here  is  not  known.  Coarcta- 
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tion  of  the  aorta  also  produces  a systolic  mur- 
mur at  the  aortic  area.  This  murmur  is  not  only 
transmitted  to  the  neck  but  to  the  back  where 
it  is  as  loud  as  the  murmur  is  anteriorly.  The 
question  we  must  then  decide  is  whether  or  not 
this  patient’s  aortic  insufficiency  is  on  a syphilitic 
or  on  a rheumatic  basis.  The  typical  murmur 
of  aortic  insufficiency  is  blowing  in  character, 
occasionally  musical,  usually  high  pitched  but 
may  be  soft  or  loud.  It  may  or  may  not  mask 
the  second  sound.  When  it  is  soft,  it  can  be 
heard  better  with  the  patient  leaning  forward 
and  by  using  the  Bowles  stethoscope  or  the 
naked  ear.  When  the  murmur  is  due  to  syphilitic 
aortic  insufficiency,  it  is  often  very  hard,  loud 
and  may  sound  like  the  buzzing  of  a saw  and 
may  even  be  audible  without  the  stethoscope. 
The  murmur  of  rheumatic  aortic  insufficiency 
is  usually  softer  and  lower  pitched. 

The  murmur  is  transmitted  along  the  left  ster- 
nal border  toward  the  apex.  When  it  is  due  to 
rheumatic  aortic  insufficiency,  it  is  usually  heard 
best  in  the  third  left  interspace  and  not  in  the 
aortic  area,  contrary  to  the  murmur  of  syphilitic 
aortic  insufficiency.  Several  reasons  have  been 
advanced  for  this.  In  rheumatic  heart  disease 
a clockwise  rotation  of  the  heart  around  its  long 
axis  is  common.  This  rotates  the  aorta  to  the 
left.  In  syphilitic  aortic  insufficiency  there  is 
usually  marked  dilatation  of  the  aorta  which 
extends  beneath  the  sternum  towards  the  right. 
In  addition,  massive  left  ventricular  enlargement 
is  often  present  with  its  counter-clockwise  rota- 
tion which  rotates  the  aorta  to  the  right.  It 
should  be  pointed  out  that  functional  aortic  in- 
sufficiency with  all  of  the  characteristic  signs  of 
organic  aortic  insufficiency  can  occur  in  dis- 
secting aneurysm  of  the  aorta  and  in  dynamic 
dilatation  of  the  aorta.  In  the  former  condition 
a diastolic  murmur  may  appear  if  the  dissecting 
column  of  blood  causes  deformity  or  incom- 
plete coaptation  of  the  aortic  valve.  In  dynamic 
dilatation  of  the  aorta  there  is  a functional 
dilatation  of  the  ascending  aorta  and  aortic 
valve  seen  in  patients  with  hypertensive  cardio- 
vascular disease,  glomerulonephritis,  in  severe 
anemias,  in  hyperthyroidism  and  may  even  occur 
in  patients  with  rheumatic  heart  disease.  Al- 
though on  physical  examination  the  character- 
istic murmurs  of  aortic  insufficiency  are  present 
together  with  the  wide  pulse  pressure  and  other 
peripheral  signs  of  organic  aortic  insufficiency, 
on  post-mortem  examination  normal  aortic  valves 


may  be  found  and  the  aorta  may  be  actually 
hypoplastic.  Dynamic  dilatation  of  the  aorta  can 
sometimes  be  suspected  if  the  signs  of  the  aortic 
insufficiency  appear  only  during  the  time  when 
the  heart  is  over  active  or  the  patient  is  in  heart 
failure,  the  signs  disappearing  when  the  heart 
rate  slows  or  when  cardiac  compensation  re- 
turns. 

There  are  further  differential  points  between 
the  syphilitic  and  rheumatic  aortic  insufficiency 
which  hear  mentioning.  Rheumatic  aortic  in- 
sufficiency, of  course,  is  seen  in  younger  aged 
groups;  syphilitic  aortic  insufficiency  in  older 
people.  Indeed,  uncomplicated  aortic  insuffi- 
ciency in  adults  over  35  years  of  age  is  rarely 
of  rheumatic  origin.  Frequently  in  rheumatic 
aortic  insufficiency  precordial  prominence  or 
marked  displacement  of  the  left  nipple  is  present 
indicating  that  the  heart  disease  began  in  child- 
hood. In  most  cases  of  syphilitic  aortic  insuffi- 
ciency, the  flocculation  tests  for  syphilis  is  posi- 
tive but  it  is  possible  for  a patient  with  rheu- 
matic heart  disease  to  have  coincidental  syphilis. 
Neurosyphilis  is  present  in  a high  per  cent  of 
cases  of  cardiovascular  syphilis  and  such  stig- 
mata such  as  inequality  or  irregularity  of  pupils, 
the  Argyll-Robertson  pupil,  the  loss  or  diminu- 
tion of  knee  or  ankle  jerks,  abnormal  spinal  fluid 
findings  and  such  as  are  usually  present. 

In  the  case  under  consideration,  the  descrip- 
tion of  the  murmurs  make  it  impossible  to  dif- 
ferentiate between  syphilitic  aortitis  and  rheu- 
matis  heart  disease  on  the  basis  of  the  murmur 
alone.  Moreover  the  past  history  lends  little 
support  to  either  diagnosis  except  that  one  may 
speculate  that  the  one  stillbirth  and  one  feeble 
minded  raises  a suspicion  of  syphilis.  The  age 
of  the  patient  favors  a diagnosis  of  syphilis  rather 
than  that  of  rheumatic  infection.  That  fact,  to- 
gether with  the  abnormality  of  the  pupillary 
reflex,  makes  a diagnosis  of  syphilitic  aortitis 
and  neurosyphilis  a most  reasonable  one. 

Geo.  G.  McKhann,  M.  D. 

We  shall  title  this  mystery,  “The  Wages  of 
Sin”. 

Judge  Phillips  has  picked  a case  that  is  short, 
looks  easy,  with  an  admittedly  unreliable  his- 
tory, an  insufficiency  of  X-ray  and  electrocar- 
diographic reports,  and  a totally  inadequate 
laboratory  work-up.  Either  some  pertinent  in- 
formation has  been  omitted,  or  the  hospital  staff 
was  on  vacation,  or  they  were  too  busy  working 
up  my  next  case,— a three  page  one  that  Dr. 
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Dysart  chose.  However,  there  is  ample  clinical 
information. 

Once  last  year  I searched  so  hard  for  the 
“nigger  in  the  wood  pile”,  Dysphagia  Lusoria, 
that  I missed  the  wood  pile  completely,— a dis- 
secting aneurysm  of  the  aorta.  This  time  I shall 
keep  to  the  wood  pile.  Any  “niggers”  in  it  are 
hereby  advised  that  they  will  not  be  disturbed. 

Our  patient  was  a 66  year  old  salesman,  un- 
conscious on  March  17th.  Could  he  have  been 
Irish  and  have  celebrated  St.  Patrick’s  Day  too 
well? 

His  second  wife  of  twenty  years  furnished  the 
history  which  was  said  to  be  unreliable.  Evi- 
dently he  followed  the  dictum  of  “tell  ’em 
nothing”. 

At  the  age  of  57  he  had  no  cardiac  murmurs, 
for  he  passed  a life  insurance  examination.  At 
age  63  diabetes  developed,  as  evidenced  by  poly- 
dipsia, polyphagia,  polyuria,  glycosuria,  and 
loss  of  strength  and  weight.  Diet  with  loss  of 
thirty  pounds  in  three  months  relieved  the  dia- 
betes. He  must  have  been  overweight.  He 
remained  well  for  an  unknown  period  until  his 
own  physician  died,  when  he  returned  to  his 
usual  diet.  The  effect  was  not  reported.  For 
patients  there  is  a moral  to  this  story.  Pay 
your  doctor  bills,  and  keep  your  physician  alive. 
You  may  need  him. 

Anyway  he  continued  well  for  one  year  and 
eleven  months.  Then  dyspnea  on  exertion  indi- 
cated developing  heart  disease.  But  he  en- 
dured this  for  four  months  before  choosing  a 
new  physician,  who  found  arterio-sclerosis  and 
an  enlarged  heart,  for  which  he  prescribed 
digitalis.  Evidently  this  M.D.  did  not  do  a 
serology  test  either,  nor  did  he  take  too  careful 
a history.  That  ended  our  patient’s  working 
days,  for  now  he  could  “only  get  around  the 
house  a little.”  After  three  more  months  pul- 
monary edema  appeared,  and  nocturnal  cardiac 
asthma,  then  disorientation,  euphoria,  nocturia, 
and  ankle  edema  three  weeks  before  admission. 
All  these  were  no  doubt  signs  of  progressive 
cardiac  failure.  Medication:  more  digitalis, 

“nerve  medicine”,  and  pills. 

Now  we  get  the  low  down.  His  first  wife 
died  of  tuberculosis  as  did  one  child.  That 
does  not  seem  pertinent.  But  this  wife  had  one 
stillborn,  and  one  child  became  an  inmate  of 
an  institution  for  the  feeble-minded.  Even  if  we 
are  not  given  his  serology,  these  two  facts  lend 
suspicion  of  lues. 


On  admission  he  was  euphoric,  irrational, 
cyanotic,  orthopneic,  and  had  cardiac  dilatation 
and  hypertrophy  of  an  aortic  configuration,  sys- 
tolic and  diastolic  murmurs,  a high  systolic  blood 
pressure  with  a zero  diastolic,  a Corrigan  pulse, 
and  “a  pistol  shot’  in  the  femorals.  All  these 
pieces  of  the  diagnostic  picture  puzzle  when  as- 
sembled reveal  an  aortic  valvular  lesion  with 
complete  insufficiency.  A right  hydrothorax 
appears  early  in  heart  failure.  There  was  arterio- 
sclerosis also.  Also  there  were  symptoms  and 
signs  of  a lesion  of  the  nervous  system,— namely 
irrationality  (which  might  be  ischemic),  euph- 
oria, anisocoria,  Argyll-Robertson  pupil,  and 
an  absent  right  ankle  jerk. 

A still-birth,  a feeble-minded  child,  a gradual, 
late  developing  aortic  regurgitation  without  acute 
illness  or  infection,  and  with  neurological  signs 
completes  the  wood  pile,  and  these  sticks  fall 
into  position  to  spell  syphilis.  He  must  have 
gotten  it  from  or  given  it  to  his  first  wife.  The 
only  flaw  in  this  is  the  long  duration  before  the 
cardio-vascular  and  neurosyphilis  developed, 
more  than  twenty  years.  Perhaps  he  had  had 
some  treatment  from  his  own  physician.  Again 
one  must  say  that  it  was  most  unfortunate  that 
his  own  physician  died. 

But  just  to  be  certain  of  our  diagnosis,  let  us 
review  the  possible  sources  of  such  a combina- 
tion of  clinical  wood.  According  to  Paul  White 
the  following  may  cause  aortic  insufficiency. 
First,  Rheumatic  Fever,  of  which  we  have  no 
history.  Such  heart  disease  is  said  to  occur 
more  often  in  cold  climates.  The  murmur  is 
heard  more  often  along  the  left  sternal  border. 
Second,  Syphilis,  in  which  the  murmur  is  more 
likely  to  be  along  the  right  sternal  border.  This 
type  of  lesion  is  more  often  seen  in  warm  cli- 
mates,—a commentary  on  the  sex  habits  of  the 
natives.  Third,  Acute  and  Subacute  Bacterial 
Endocarditis.  We  have  no  history  consistent 
with  such.  Fourth,  Sclerosis  of  the  aorta  and 
valves.  Here  a systolic  murmur  transmitted 
toward  the  neck  is  present,  but  the  diastolic  is 
usually  lacking.  Fifth,  Trauma,  of  which  we 
have  no  history.  Sixth,  Dissecting  Aneurysm, 
which  is  a very  rare  cause  of  aortic  regurgita- 
tion. 

Rarely  a dissecting  aneurysm  heals  with  a 
double  barrelled  aorta,  and  may  result  in  aortic 
insufficiency.  But  we  have  no  history  of  sudden 
onset  with  severe  illness  following  excruciating 
pain,  altho  the  hypertension,  and  the  neurologic 
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signs  might  be  consistent  with  dissecting  ane- 
urysm. Ten  to  fifteen  percent  of  dissecting 
aneurysms  are  reported  not  to  have  pain.  Prob- 
ably many  of  these  do  not  live  long  enough 
to  give  any  history  at  all. 

Still,  a dissecting  aneurysm  might  be  the  “nig- 
ger in  the  wood  pile”  that  I have  sworn  not  to 
disturb.  But  if  it  is,  such  a diagnosis  is  not 
permissible  from  the  information  given.  The 
development  is  entirely  lacking  in  the  sudden, 
severe,  tearing  pain  with  shock,  and  step  like 
spread  of  pain  and  neurological  symptoms  seen 
in  dissecting  aneurysm.  Our  patient  had  a 
slowly  progressive  development  of  symptoms. 
It  was  tragic  that  he  was  not  treated  earlier 
by  his  own  physician. 

My  diagnosis  is  Syphilis  wth  Syphilitic  Aorti- 
tis with  Aortic  Insufficiency,  and  Neuro-syphilis. 
CLINICAL  DIAGNOSIS 
(From  Hospital  Record) 

Arteriosclerotic  and  luetic  heart  disease  with 
aortic  regurgitation. 

Relative  mitral  insufficiency. 

Congestive  failure 

Central  nervous  system  lues? 

Diabetes  mellitus. 

ANATOMIC  DIAGNOSIS 

Arteriosclerosis. 

Syphilitic  aortitis  regurgitation. 

Vascular  nephritis. 

Accessory  lobes  of  the  liver  (gummata?) 

Hyalin  degeneration  of  the  arterioles  of  the 
pancreas. 

Cholesterosis  of  the  gall  bladder. 

PATHOLOGIC  DISCUSSION 

Dr.  Tracy  B.  Mallory:  The  autopsy  on  this 

man  was  unusual,  showing  the  most  extreme 
degree  of  arteriosclerosis  that  I think  I have 
ever  seen.  I have  his  heart  and  kidneys  here. 
I think  even  at  this  distance  you  can  see  the 
extraordinary  degree  of  atheroma.  The  process 
is  most  marked  in  the  ascending  and  abdominal 
portions.  There  is  an  extreme  degree  of  vas- 
cular nephritis.  We  found  evidence  of  arterio- 
sclerosis everywhere. 

Throughout  almost  the  entire  aorta  there 
were  raised  areas  varying  from  a few  millimeters 
to  a centimeter  or  more  in  diameter  which  were 
sometimes  yellowish,  more  often  pinkish  in 
color,  extending  up  a considerable  distance,  two 
or  three  sometimes  four  millimeters  from  the 
surface.  Those  masses  looked  almost  like  the 
vegetations  seen  on  the  heart  valves  in  bacterial 


endocarditis  except  that  they  were  not  quite 
so  red.  They  did  not  seem  to  contain  much 
fibrin.  In  between  these  areas  the  intima  was 
thick,  white  and  fibrous,  here  and  there  show- 
ing definite  pitted  scars  quite  suggestive  of 
lues.  Two  of  the  cusps  of  the  aortic  valve  were 
rather  definitely  separated  and  I feel  quite 
certain  represent  a luetic  lesion.  Many  cases  of 
luetic  aortitis  show  an  associated  very  marked 
atheroma.  In  the  face  of  atheroma,  when  it  is 
marked  one  fairly  regularly  gets  shallow  ulcers, 
and  in  those  ulcers  little  thrombi  of  platelets  and 
fibrin  commonly  form.  It  is  most  unusual,  how- 
ever, to  find  such  extensive  thrombosis. 

This  section  represents  one  of  those  projecting 
thrombi.  Every  one  of  those  slits  represents  a 
crystal  of  either  cholesterin  or  some  fatty  acid. 
The  major  portion  of  the  mass  consists  of  lipoid 
crystals  which  are  imbedded  in  a rather  delicate 
hyalin  matrix  probably  made  up  of  fused  pla- 
telets. It  seems  to  contain  very  little  fibrin. 
The  media  is  very  much  narrowed,  while  the 
advertitia  is  much  thicker  and  denser  than  usual 
and  contains  many  perivascular  clusters  of  dym- 
phocytes.  Such  a picture  is  ordinarily  taken  as 
characteristic  of  lues.  In  some  places  the  media 
shows  vascularization,  which  is  again  sugges- 
tive of  lues  but  not  positive  evidence. 

The  lung  is  quite  interesting  in  that  it  too 
shows  a very  unusual  degree  of  arteriosclerosis. 
This  vessed  for  example  is  almost  completely 
occluded.  Only  one-tenth  of  its  lumen  is  patent. 
Here  is  another  artery  with  well  marked  intimal 
thickening,  though  still  fairly  patent,  while  in 
the  center  of  the  field  is  a completely  occluded 
artery. 

The  kidneys  are  typical  of  vascular  nephritis. 
The  cortex  is  narrowed.  The  larger  vessels 
show  thickened  walls.  The  small  vessels  are 
hyalinized.  Some  of  the  glomeruli  are  com- 
pletely sclerotic,  and  there  are  beginning  areas 
of  tubular  atrophy  about  them. 

The  liver  was  quite  interesting.  It  showed 
some  very  deep  depressions  which  divided  the 
liver  into  several  small  accessory  lobes.  The 
question  came  up  as  to  whether  it  was  a con- 
genita] abnormality  or  whether  they  were  scars 
of  healed  gummata.  It  is  very  suggestive  of  a 
syphilitic  lesion,  although  not  entirely  char- 
acteristic. In  one  section  of  the  liver  was  a 
small  area  of  necrosis.  With  the  higher  power 
you  can  make  out  the  giant  cells  and  a few 
lymphocytes.  It  may  be  either  a miliary  tu- 


Vol.  9,  No.  6 


Arizona  Medicine 


41 


bercle,  the  only  one  found  in  any  of  our  sec- 
tions, or  it  may  be  a miliary  syphilide.  The 
remainder  of  the  liver  shows  only  very  marked 
passive  congestion.  His  pancreas  shows  a very 
definite  hyalin  degeneration  of  the  arterioles 
which  goes  with  the  history  of  diabetes. 

It  is  interesting  in  view  of  the  extraordinary 
atheromatous  deposits  in  the  aorta  that  he  had 
very  marked  cholesterosis  of  the  gall  gladder. 
That  is  an  association  which  one  would  expect 
but  as  a matter  of  fact  one  only  rarely  finds. 
It  would  have  been  interesting  if  we  could  have 
got  his  blood  fats. 

Dr.  Chester  M.  Jones:  Were  there  any  stones 
or  gravel? 

Dr.  Mallory:  No. 

A Physician:  Was  syphilis  the  cause  of  his 
arteriosclerosis? 

Dr.  Mallory:  I think  the  process  is  almost 

certainly  a combined  one  of  syphilis  and  athero- 
matosis. They  very  frequently  are  combined. 
In  some  of  the  cases  of  chronic  syphilis  one  gets 
the  most  marked  atheromatous  lesions.  I think 
that  is  probably  the  situation  here,  but  I do 
not  believe  we  are  justified  in  assuming  an 


etiologic  relationship. 

Dr.  Gundersen:  There  was  strongly  positive 

serology. 

Dr.  Mallory:  Yes,  and  of  course  the  family 

history  fits  too. 

Dr.  George  W.  Holmes:  Did  he  have  any 

x-rays? 

Dr.  Gundersen:  No. 

A Physician:  Do  you  think  there  is  any 

causal  relation  between  atheromatosis  and 
syphilis? 

Dr.  Mallory:  I do  not  believe  so. 

Dr.  Walter  Bauer:  Do  you  think  this  whole 

picture  could  have  been  caused  by  arteriosclero- 
sis alone? 

Dr.  Mallory:  No,  I do  not.  The  intimal 

changes  in  that  aorta  I think  are  purely  atheroma. 
The  changes  in  the  aortic  valve  I am  sure  must 
have  been  syphilis;  I do  not  see  how  atheroma 
could  have  done  that.  I am  a little  surprised 
that  he  showed  as  much  clinical  evidence  of 
aortic  regurgitation  as  he  did.  They  could  not 
measure  his  diastolic  pressure.  I think  there 
is  a large  element  of  functional  dilatation  of  the 
ring  without  a doubt. 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION.  (See  MEDICAL  WRITING  by  Morris  Fish- 
bein.) 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Submit  manuscript  typewritten  and  double-spaced. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


Reply  to  criticisms  voiced  against  the  American  Medical  Asso- 
ciation in  a proposed  editorial  prepared  and  distributed  by  the 
Citizens  Committee  for  the  Hoover  Report. 

A recent  proposed  editorial  prepared  and  dis- 
tributed by  the  Citizens  Committee  for  the 
Hoover  Report  criticizes  the  American  Medical 
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Association  for  its  position  with  respect  to  S. 
1140,  82nd  Congress.  This  legislation  proposed 
that  a new  Department  of  Health  be  established 
in  the  Executive  Branch  of  the  government, 
under  which  all  federal  health  services,  including 
most  of  the  hospital  facilities  of  the  Armed 
Services  and  all  of  the  Department  of  Medicine 
and  Surgery  of  the  Veterans  Administration, 
would  function. 

The  Hoover  Commission’s  Report,  which  it  is 
alleged  S.  1140  would  effectuate,  was  presented 
in  March,  1949,  based  on  reports  received  from 
its  Medical  Task  Force  in  January  and  Febru- 
ary of  1949.  Although  the  report  did  recom- 
mend, in  part,  the  program  proposed  by  the 
pending  bill,  the  basic  or  primary  recommenda- 
tions of  the  commission  were  that: 

( a ) the  Congress  clearly  define  the  beneficiar- 
ies entitled  to  medical  care  from  the 
federal  government  and  the  relative  prior- 
ities of  such  beneficiaries,  and 

(b)  the  present  inconsistencies  in  the  federal 
hospital  construction  program  be  re- 
solved. 

The  Medical  Task  Force,  in  conducting  the 
studies  prior  to  the  issuance  of  its  report,  found 
that  the  existing  federal  medical  program  was 
“devoid  of  any  central  plan”  and  concluded 
that  there  must  be  over-all  planning,  which 
would  require  “first  a clear  definition  of  the 
extent  of  the  responsibilities,  and  second  an  or- 
ganization appropriate  to  carry  out  the  commit- 
ment.” Although  S.  1140  would  establish  an 
agency  for  “carrying  out  the  commitment,”  the 
primary  recommendations  have  been  ignored. 

In  addition  to  the  vital  objections  referred 
to  above,  the  American  Medical  Association  ob- 
jects to  the  inclusion  of  the  medical  facilities 
of  the  Armed  Services  and  the  Veterans  Admin- 
istration in  the  new  Department  of  Health.  It 
is  the  belief  of  the  association  that  such  a trans- 
fer would  be  difficult  at  this  time  without  seri- 
ously hampering  the  primary  mission  of  the 
Armed  Services  and  the  Veterans  Administration. 
The  proposed  transfer  of  military  installations, 
although  questionable  even  in  peacetime,  would 
be  fraught  with  danger  during  the  present  emer- 
gency. 

The  aforementioned  editorial  indicated  that 
the  opposition  of  the  American  Medical  Associa- 
tion to  this  legislation  is  directed  to  certain  minor 
details  in  the  bill.  On  the  contrary,  it  is  obvious 
from  the  above  facts  that  the  objections  of  the 


association  are  basic. 

The  editorial  states  that  even  the  proponents 
of  the  measure  are  in  agreement  with  the 
A.M.A.’s  position  with  respect  to  the  transfer  of 
the  hospitals  of  the  Armed  Services.  Despite 
this  agreement,  however,  S.  1140  still  provides 
for  the  inclusion  of  the  major  medical  military 
facilities  in  the  new  Department  of  Health. 

The  American  Medical  Association  is  in  favor 
of  the  establishment  of  a Department  of  Health 
and  is  in  wholehearted  accord  with  the  desire 
to  effect  economy  in  the  operation  of  federal 
medical  services,  but  it  is  the  belief  of  the  asso- 
ciation that  S.  1140  will  not  accomplish  the  de- 
sired results. 

The  American  Medical  Association  has  re- 
peatedly pointed  out  the  wastfulness  of  the 
present  uncoordinated  system  of  providing  medi- 
cal care  and  hospital  benefits  by  the  federal 
government.  Testimony  to  this  effect  was  pre- 
sented before  the  Senate  Committee  on  Labor 
and  Public  Welfare  during  the  81st  Congress 
on  a similar  bill,  S.  2008.  Since  that  time  the 
Board  of  Trustees  of  the  association  has  on  sev- 
eral occasions  (most  recently  on  Feb.  8,  1952) 
reiterated  its  belief  that  the  best  way  to  institute 
governmental  economy  in  the  use  of  funds  and 
medical  manpower  is: 

(a)  to  obtain  a clear  congressional  definition 
of  the  extent  of  the  government’s  respon- 
sibility for  furnishing  medical  care  with 
particular  reference  to  the  treatment  of 
veterans  with  nonservice-connected  dis- 
abilities and  the  dependents  of  service 
personnel;  and 

(b)  to  establish  a federal  board  to  control 
the  distribution  of  beds  among  the  sev- 
eral federal  hospital  services,  to  insure 
joint  planning  in  the  field  of  hospital  con- 
struction and  to  determine  the  need  and 
location  of  proposed  new  hospitals  in  the 
United  States. 

The  editorial  also  leaves  the  distinct  impres- 
sion that  the  American  Medical  Association  has 
been  unwilling  to  discuss  its  position  in  an  at- 
tempt to  arrive  at  a satisfactory  solution  to  the 
problem.  This  is  untrue. 

In  response  to  an  invitation  from  the  National 
Doctors  Committee,  an  affiliate  of  the  Citizens 
Committee,  representatives  of  the  American 
Medical  Association  met  with  that  committee  on 
several  occasions  for  the  purpose  of  reconciling 
the  divergent  views  concerning  this  legislation. 
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Clinical  Results*  with  Banthine  Bromide 

(Brand  of  Methantheline  Bromide) 


22  Published  Reports  Covering  Treatment  of  1443  Peptic  Ulcer  Patients  with  Banthine 

Comprising  the  reports  published  in  the  literature  to  date  which  give  specific  facts  and  figures  of  the  results  of  treatment 


AUTHORS 

No.  of 
Patients 

Chronic, 
Resistant 
to  Other 
Therapy 

TYPES  OF  ULCERS 

RELIEF  OF  SYMPTOMS 
(Chiefly  Pain) 

Surgery 

or 

Compli- 

cations' 

Side  Effects 
Requiring 
Discontinuance 
of  Drug7 

EVIDENCE  OF  HEALING 

Duodenal 

Jejunal 

Stomal 

Gastric 

Good 

Fair 

Poor 

No 

Report 

Complete 

Moderate 

None 

No  Report 

Grimson,  Lyons,  Reeves 

100 

100 

93 

7 

80 

11 

4 

5 

47 

19 

29 

Friedman 

15 

15 

14 

1 

5 

4 

6s 

2 

13 

Bechgaard.  Nielsen,  Bang, 
Gruelund,  Tobiassen 

26 

26 

21 

5 

16 

4 

6 

8 

6 

12 

McHardy,  Browne.  Edwards 
Marek.  Ward 

162 

162 

136 

12 

11 

3 

1 

14 

9 

7 

129 

Segal,  Friedman,  Watson 

34 

34 

34‘ 

14 

13 

7 

2 

5 

8 

14 

Brown.  Collins 

117 

99 

117 

97 

7 

8 

5 

8 

55 

9 

8 

40 

Asher 

77 

65 

7 

5 

52 

9 

16 

16 

9 

21 

47 

Rodriguez  de  la  Vega, 
Reyes  Diaz 

5 

4 

5 

4 

1 

3 

2 

Winkelstein 

116 

116 

102 

8 

6 

102 

14 

53 

18 

45 

Hall,  Hornisher,  Weeks 

18 

18 

18 

11 

1 

6s 

18 

Maier,  Meili 

38 

38 

24 

146 

27 

7 

47 

10 

2 

5 

21 

Meyer,  Jarman 

25 

18 

25 

21 

4 

25 

Poth,  Fromm 

37 

37 

37 

33 

3 

1 

33 

3 

1 

Plummer,  Burke.  Williams 

41 

41 

41 

36 

5 

38 

3 

McDonough,  O’Neil 

104 

100 

104 

63 

10 

31 

11 

4 

11 

89  i 

Broders 

60 

60 

58 

1 

1 

35 

19 

6 

10 

1 

498 

Legerton,  Texter,  Ruffin 

11 

11 

11 

11 

Holoubek,  Holoubek, 
Langford 

76 

69 

76 

35 

27 

10 

4 

10 

26 

10 

36 

Ogborn 

42 

39 

2 

1 

42» 

42 

Shaiken 

48 

48 

48 

33 

10 

3 

2 

33 

10 

3 

Johnston 

145 

145 

145 

143 

2 

2 

143 

2 

Rossett,  Knox,  Stephenson 

146 

141 

5 

146 

410 

53 

93 

TOTALS 

1443 

968 

1380 

17 

8 

38 

1142 

132 

131 

12 

26 

54 

552 

52 

179 

634 

PERCENTAGES 

67.8 

95.6 

1.2 

0.6 

2.6 

81.3 

9.4 

9.3 

3.7 

70.5 

6.6 

22.9 

1.  Not  included  in  tabulations.  6.  Two  with  symptoms  only;  no  demonstrable  ulcer. 

2.  Included  in  "Relief  of  Symptoms"  as  "Poor”  and  7.  Three  were  psychopathic  patients  and  one  had  a ventricular  ulcer  of  the  lesser  curvature. 

in  "Evidence  of  Healing”  as  "None."  8.  Roentgen  findings  after  treatment  period  of  two  weeks;  forty-seven  had  duodenal  deformity. 

3.  Four  had  no  symptoms  when  Banthine  therapy  was  begun.  9.  All  returned  to  work  within  a week. 

4.  Of  which  seven  were  penetrative  lesions  and  five  partially  obstructive.  10.  In  these  four,  after  relief  of  symptoms,  Banthine  was  discontinued 

5.  No  symptoms  were  present  in  four.  because  of  urinary  retention. 


During  the  past  two  years,  more  than  200  ref- 
erences to  Banthine  therapy  in  peptic  ulcer 
and  other  parasympathotonic  conditions  have 
appeared  in  medical  literature.  Of  these  re- 
ports, 22  have  presented  specific  facts  and 
figures  on  the  results  of  treatment  in  a total  of 
1,443  peptic  ulcer  patients,  67.8  per  cent  of 
whom  were  reported  as  chronic  or  resistant 
to  other  therapy.  These  results  are  tabulated 
above  and  show: 

"Good”  relief  of  symptoms  was  obtained  in 
81.3  per  cent  of  the  1,405  patients  on  whom 
reports  were  available. 

"Complete”  evidence  of  healing  was  ob- 
tained in  70.5  per  cent  of  the  883  patients  on 
whom  reports  were  available. 

In  all  but  9.7  per  cent,  relief  of  pain  was 
"good”  or  "fair.”  In  all  but  22.9  per  cent,  evi- 
dence of  healing  was"complete”or  "moderate.” 


During  treatment,  26  patients  required  sur- 
gery or  developed  complications  other  than 
ulcer  which  required  discontinuance  of  the 
drug  before  results  could  be  evaluated. 

Of  the  remaining  1,417  patients,  only  3.7  per 
cent  experienced  side  effects  sufficiently  an- 
noying to  require  discontinuance  of  the  drug. 


^Volume  containing  complete  references, with  abstracts 
of  39  additional  reports,  will  be  furnished  on  request  by 

G.  D.  Searle  8c  Co.,  P.  O.  Box  5110,  Chicago 
80,  Illinois. 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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At  those  conferences  representatives  of  the  Citi- 
zens Committee  and  and  its  affiliated  Doctors 
Committee  indicated  orally  that  they  would 
be  agreeable  to  suggested  amendatory  legisla- 
tion which  would  incorporate  the  majority  of 
the  suggestions  presented  by  the  American  Medi- 
cal Association.  A revised  bill  was  subsequently 
prepared  and  submitted  to  the  association  for 
consideration. 

After  a careful  study  of  the  substitute  pro- 
posal, the  American  Medical  Association’s  Com- 
mittee on  Legislation  noted  that,  while  certain 
minor  suggested  changes  had  been  made,  the 
revised  bill  still  included  the  transfer  of  the 
major  military  and  all  Veterans  Administration 
hospitals  a transfer  opposed  by  the  A.M.A.  Also, 
no  provisions  were  incorporated  which  would 
clearly  define  the  extent  of  the  government’s 
responsibility  for  furnishing  medical  care,  par- 
ticularly to  veterans  with  nonservice-connected 
disabilities  and  the  dependents  of  service  per- 
sonnel. Neither  did  it  provide  for  the  establish- 
ment of  a federal  board  to  control  the  distribu- 
tion of  beds  among  the  several  federal  hospital 
services  to  insure  joint  planning  in  the  field 
of  hospital  construction  and  to  determine  the 


need  and  location  of  proposed  new  hospitals  in 
the  United  States. 

Therefore,  the  American  Medical  Association 
was  left  no  other  alternative  but  to  continue  its 
opposition  to  S.  1140. 

Notwithstanding  the  validity  of  certain  of  the 
recommendations  of  the  Hoover  Commission  at 
the  time  of  the  issuance  of  the  report  in  1949, 
such  proposals  are  not  necessarily  applicable 
today,  due  in  part  to  the  hostilities  in  Korea 
and  to  the  threat  of  war  in  various  other  parts 
of  the  world. 

The  proposed  editorial  is  inaccurate  in  that 
it  implies  the  official  endorsement  of  the  pend- 
ing legislation  by  the  American  College  of 
Surgeons,  the  American  Academy  of  General 
Practice  and  others.  Official  endorsement  by 
these  organizations  has  not  been  given.  Further- 
more, a number  of  public  and  private  agencies 
testified  in  opposition  to  the  bill  at  the  time 
of  the  recent  hearings  before  the  Senate  Com- 
mittee on  Expenditures  in  the  Executive  De- 
partment. These  agencies  included  the  De- 
partment of  Defense,  the  Veterans  Administra- 
tion, the  Federal  Security  Agency,  the  American 
Legion,  and  the  Veterans  of  Foreign  Wars. 


5055  N.  34th  Street 
Private  Phone:  6-7238 
Phoenix 


Ethically  operated,  in 
cooperation  with  you, 
for  your  patient.  . . . 


Arizona's  finest  sanatorium  for  non-contagious  disorders. 
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From  among 
all  antibiotics, 
Orthopedic  Surgeons 
often  choose 


New  aureomycin  minimal  dos- 
age for  adults — four  250  mg. 
capsules  daily,  with  milk. 


AUREOMYCIN 


because 

Aureomycin,  following  oral  administra- 
tion, diffuses  rapidly  into  the  skeletal  and 
structural  tissues  of  the  body. 

Aureomycin  exhibits  little  tendency  to 
favor  the  development  of  resistant  bac- 
terial strains. 

Aureomycin  in  daily  repeated  small  dos- 
age gives  satisfactory  serum  levels,  and 
may  be  continued  over  a long  period. 

Aureomycin  has  been  reported  to  be  clin- 
ically effective  against  susceptible  organ- 
isms in  the  following  conditions  fre- 
quently seen  by  the  orthopedic  surgeon: 
Suppurative  Arthritis  • Osteomyelitis 
Infected  Compound  Fractures  • Osteitis 
Brucella  Arthritis  • Periostitis 


Throughout  the  world,  as  in 
the  United  States,  aureomycin  is 
recognized  as  a broad-spectrum 
antibiotic  of  established  effectiveness. 


Capsules:  50  mg. — Bottles  of  25  and  100;  250  mg. — Bottles 
of  16  and  100.  Ophthalmic:  Vials  of  25  mg.  with  dropper; 
solution  prepared  by  adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION 


AMER/CAN 


Cuanamid 


COMPANY 


30  Rockefeller  Plaza,  New  York  20,  N.  Y. 


Hydrochloride  Crystalline 
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YOUR  GRIEVANCE  COMMITTEE 


THE  ANNUAL  REPORT  OF  YOUR  GRIEVANCE  COMMITTEE  COVER- 
ING IN  DETAIL,  CASE  BY  CASE,  THE  RESULTS  OF  ITS  FIRST  COM- 
PLETE YEAR  OF  OPERATION,  PRESENTED  TO  THE  HOUSE  OF  DELE- 
GATES IN  ANNUAL  SESSION  HELD  RECENTLY,  IS  A DOCUMENT 
WHICH  ATTRACTED  CONSIDERABLE  ATTENTION.  THE  REFERENCE 
COMMITTEE  ON  REPORTS  OF  STANDING  COMMITTEES  WAS  SO  IM- 
PRESSED WITH  ITS  INTERESTING  AND  INSTRUCTIVE  CONTENT 
THAT  IT  RECOMMENDED,  FOR  THE  EDIFICATION  OF  ALL  MEMBERS 
OF  THE  ASSOCIATION,  REPRODUCTION  OF  THAT  PORTION  OF  THE 
REPORT  DEALING  WITH  TIMELY  SUGGESTIONS  TO  THE  MEDICAL 
PROFESSION,  BELOW  PUBLISHED: 

“IT  IS  THE  OBSERVATION  OF  YOUR  GRIEVANCE  COMMITTEE  THAT 

MANY  OF  THE  COMPLAINTS  FILED  COULD  HAVE  BEEN  AVOID- 
ED HAD  WE,  AS  PHYSICIANS,  BEEN  JUST  A BIT  MORE  CONSIDER- 
ATE OF  OUR  PATIENTS.  WE  COMMEND  FOR  YOUR  FAVORABLE 

CONSIDERATION,  THE  FOLLOWING  SUGGESTIONS: 

“1.  AS  SOON  AS  PRACTICABLE,  TAKE  THE  TIME  TO  EXPLAIN  TO 
THE  PATIENT  HIS  CONDITION  IN  LANGUAGE  HE  WILL  UNDER- 
STAND. INTERPRET  YOUR  FEE,  THEREBY  GIVING  HIM  THE 
OPPORTUNITY  TO  DISCUSS  ABILITY  TO  PAY. 

“2.  WHERE  SURGERY  IS  INDICATED,  HAVE  COMPLETE  UNDER- 
STANDING OF  FEES  INVOLVED,  PROBABLE  HOSPITAL  COSTS 
INCLUDING  ANESTHESIOLOGY,  PATHOLOGY  AND  RADIOLOGY. 
ARRANGE  A CONSULTATION,  WHENEVER  POSSIBLE,  BETWEEN 
THE  PATIENT  AND  ANESTHETIST  PRIOR  TO  OPERATION.  THE 
PATIENT  SHOULD  BE  MADE  TO  UNDERSTAND  THAT  THE  ANE- 
STHETIST TOO  IS  AN  IMPORTANT  PART  OF  THE  OPERATING 
TEAM  AND  MAY  EXPECT  TO  RECEIVE  A SEPARATE  BILL  FOR 
HIS  FEE. 

“3.  ITEMIZED  MONTHLY  BILLS  WITH  LABORATORY  FEES,  ETC. 
SEPARATED  WILL  ELIMINATE  MANY  COMPLAINTS.  THE  PA- 
TIENT IS  ENTITLED  TO  KNOW  WHAT  HE  OR  SHE  IS  PAYING 
FOR.  IT  IS  SOUND  BUSINESS  PRACTICE. 

“4.  PATIENTS  SHOULD  BE  MADE  TO  UNDERSTAND  THAT  A CURE 
CANNOT  BE  ‘GUARANTEED.’  TOO  MANY  BELIEVE  IT  CAN  BE 
AND  EXPECT  SUCH  ASSURANCE,  ONLY  LATER  TO  BECOME 
COMPLETELY  DISSATISFIED  WITH  DIAGNOSIS  AND  TREAT- 
MENT PRESCRIBED. 

“5.  MAKE  A CONCERTED  EFFORT  TO  REDUCE  TO  A MINIMUM  THE 
WAITING  TIME’  REQUIRED  OF  PATIENTS  SCHEDULED  FOR  OF- 
FICE APPOINTMENTS.  WHEN  AN  EMERGENCY  ARISES,  HAVE 
YOUR  SECRETARY  ENDEAVOR  TO  CONTACT  PATIENTS  BEFORE 
THEIR  DEPARTURE  FOR  YOUR  OFFICE,  RESCHEDULING  THE 
APPOINTMENT. 

“6.  IT  IS  A FACT  THAT  ‘LOOSE  TALK’  AND  ‘UNGUARDED  STATE- 
MENTS’ ARE  THE  BASIS  FOR  NINE  OUT  OF  TEN  MALPRACTICE 
SUITS.” 


Vol.  9,  No.  6 


Arizona  Medicine 


47 


RX,  DX,  AND  DRS. 

By  GUILLERMO  OSLER,  M.D. 


An  improved  drug  for  the  treatment  of  gout 
and  arthritis  has  been  reported  at  the  April  Cali- 
fornia Medical  Ass’n.  Meeting.  . . . Dr.  R.  W. 
Shafiarzick  of  Stanford  described  the  use  of 
‘PHENYLBUTAZONE’,  a drug  developed  in  Swit- 
zerland. It  seems  to  be  almost  a specific  remedy 
for  gout,  effective  to  some  degree  in  all  cases  of 
rheumatoid  arthritis;  it  was  also  of  value  in  spinal 
arthritis,  and  acute  bursitis  usually  subsided.  . . . 
The  drug  is  said  to  have  fewer  toxic  effects  than 
ACTH  and  cortisone,  with  no  effect  on  the  gland- 
ular balance.  ...  It  is  said  to  be  ‘a  powerful  tem- 
porary suppressor’.  The  best  effects  are  on  pain 
and  inflammation. 


Civil  Defense  in  the  Los  Angeles  area  has  esti- 
mated the  results  of  eight  ATOMIC  BOMB  strikes 
in  California,  partly  in  order  to  know  what  provi- 
sions to  make  for  hospital  care.  . . . Total  casual- 
ties would  reach  378,000;  total  requiring  hospitali- 
zation (%)  would  be  252,000;  maximum  number  of 
people  in  hospitals  at  one  time  (3/4)  would  be 
189,000.  . . . The  casualties  wouldn't  be  more  num- 
erous in  Arizona — just  more  important. 


A decision  on  whether  to  abandon  silver  nitrate 
as  a prophylaxis  for  gonorrheal  OPHTHALMIA 
OF  THE  NEWBORN  will  have  to  come  sometime, 
but  it  won’t  be  at  once.  The  usage  is  too  en- 
trenched, and  a substitute  is  too  controversial.  . . . 
Nevertheless  the  silver  preparation  is  a frequent 
irritant,  and  fails  twice  in  a thousand  cases.  Peni- 
cillin, which  may  not  be  the  ultimate  best,  has 
failed  once  in  28,169  collected  cases,  and  in  one 
series  of  2,667,  not  at  all. 


Dr.  Emil  Bogen,  a leading  tuberculosis  research 
worker  in  Los  Angeles,  has  shown  the  logical  con- 
nection between  all  of  the  drugs  used  for  TREAT- 
MENT OF  TUBERCULOSIS.  . . . The  sulfones, 
PAS,  streptomycin,  aldinamide,  and  the  new  isoni- 
cotinic  acid  hydr  azide  (INH)  drugs  all  contain  the 
benzene  ring  as  a nucleus.  . . . The  connection  is 
not  a progress  from  one  to  another,  since  they  have 
been  found  separately  and  often  long  ago.  It 
should  give  a future  lead  for  search  or  synthesis, 
however. 


Resistance  of  bacilli  (in  vivo)  from  use  of  an 
INH  drug  has  now  been  reported  by  communica- 
tion from  New  York.  It  was  hoped  that  this 
might  be  an  absent  quality  of  the  drugs,  but  it 
was  predicted  that  it  should  be  expected.  . . . The 
first  notable  roundup  on  the  drug  effects  should  be 
reported  from  the  national  TB  meetings  in  Boston 
in  late  May.  You  probably  will  see  data  in  the 


newspapers  before  we  can  give  it  to  you  here.  . . . 
An  amazine  dynamic  piece  of  research  and  publi- 
cation has  just  appeared, — The  V.A.  Tuberculosis 
section  was  told  of  the  INH  drugs  on  January 
22nd;  a working  protocol  was  set  up  in  10  days 
in  a dozen  V.A.  Hospitals;  the  drug  was  available 
and  started  by  and  after  February  5th;  an  official 
visited  the  hospitals  and  interviewed  most  of  the 
early  patients;  the  summaries  of  2 to  8 weeks  of 
usage  were  sent  to  Washington  as  available;  and 
a mimeographed  report  was  back  in  the  hands  of 
the  consultants  by  April  23rd.  Truly  a wonder- 
ful job  of  correlation.  . . . However  the  INH  drugs 
eventually  fit  into  the  therapy  program,  the  early 
effects  (2  to  4 weeks)  of  their  use  are  dramatic. 
Fever  and  sputum  drop;  appetite  and  weight  rise. 
Now  we’ll  see  the  bacterial  and  x-ray  studies. 


NURSING  HOMES  now  have  a bimonthly  jour- 
nal, the  'Nursing  Home  Administrator.'  ...  It 
could  be  a sign  of  more  nursing  homes,  or  a need 
for  such  a publication,  or  of  an  improvement  in 
nursing  homes.  They  are  badly  in  need  of  a lift, 
in  large  cities,  where  they  are  hard  to  control.  . . . 
The  cover  of  a recent  issue  was  badly  chosen.  It 
showed  a patient  in  bed  under  restraint  by  a new 
kind  of  harness. 


A paradox  of  pharmacology  (not  clear  to  this 
here  scientist)  is  a new  Merck  drug,  ‘Nalline’,  said 
to  be  a specific  ANTIDOTE  FOR  OVERDOSAGE 
OF  MORPHINE,  its  derivatives,  and  meperidine, 
and  methadone.  . . . The  paradox  is  that  the  drug 
is  an  opium  derivative,  and  requires  a narcotic 
Rx.  ...  It  is  given  parenterally,  preferably  by  vein 
for  fast  (2  min.)  action.  It  is  a strong  respiratory 
stimulant  in  narcotized  patients. 


The  World  Health  Organization  has  been  survey- 
ing European  countries  for  tuberculosis  infection, 
as  a prelude  to  BCG  VACCINATION.  The  inci- 
dence at  the  age  of  20  years  is  so  high  as  to  be 
nearly  universal.  . . . The  chief  result,  other  than 
epidemiological  data,  seems  to  be  the  slicing  of  the 
good  old  tuberculin  test  into  tiny  pieces.  Nothing 
seems  certain  when  the  statisticians  move  in. 


Dr.  Kenneth  Eastlick  of  the  University  of  Mich- 
igan school  of  dentistry  pleads  again  for  a slow 
hand  in  pulling  ‘bushels  of  teeth’  unnecessarily. 
. . . Dental  research  confirms  the  belief  that 
pyorrhea  does  not  condemn  teeth.  Treatment  of 
infection  and  ‘splinting’  of  the  affected  teeth  may 
save  them.  . . . The  connection  of  possible  peri- 
dental lesions,  with  inflammation  elsewhere,  is  so 
much  less  certain  that  another  reason  is  removed. 
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. . . Strangely,  the  belief  in  extraction  dies  hardest 
among  patients,  not  dentists.  They  have  heard  of 
the  reasons  for,  not  against  it. 


Dr.  Frank  Courlwright  has  dissected  the  mean- 
ing of  the  phrase  'PROFESSIONAL  COURTESY'. 
He  finds  more  to  it  than  a remission  of  charges  for 
service  to  another  doctor.  . . . The  physician,  he 
says,  should  survey  his  courtesy  towards  the  peo- 
ple with  whom  he  works — and  probably  revise  it. 
(Do  you  throw  instruments?  Are  you  sorry?  Are 
you  ever  wrong?  Does  your  lack  of  sleep  show?) 
. . . Courtesy  to  patients  could  often  be  improved. 
(Do  you  tell  your  patients  anything?  Enough? 
Readily?)  . . . Courtesy  to  other  physicians  can 
exceed  a casual  greeting  in  the  corridor,  or  a re- 
ferred patient.  (Do  you  say  'Who  in  the  world  pre- 
scribed bifocals  for  you?  or  'Why  would  a surgeon 
operate  on  such  a condition!) 


Dr.  B.  B.  Stamell  of  Detroit  takes  a refreshing 
pediatric  approach  in  the  Journal  of  the  Michigan 
State  Medical  Society.  He  writes  on  ‘The  Emo- 
tionally HEALTHY  Child’  . . . Certain  traits  must 
be  developed,  certain  behavior  must  be  cultivated, 
and  certain  needs  must  be  satisfied  in  the  home 
life.  . . . The  list  which  he  surveys  includes  love, 
security,  a moderate  protection,  a minimum  of 
anger,  a lack  of  family  discord,  a sense  of  worth 
and  self-respect  and  self-esteem,  with  sufficient 
appi'oval,  acceptance  of  individuality,  a need  for 
direction  with  a balance  of  limitations  and  of 
pressure,  the  use  of  play  for  development,  the 
culture  of  independence  and  adaptability.  . . . This 
list  is  probably  as  complex  and  disturbing  to  many 
physicians  as  it  is  to  most  parents.  It  is  the  tar- 
get, however. 


More  than  3 years  ago  a case  was  described  in 
the  now-disconlinued  section  'ARIZONA  MEDI- 
CAL PROBLEMS' — Dr.  N.  C.  Gilbert  of  Chicago 
(lhen  editor  of  the  Archives  of  Infernal  Medicine 
and  medical  chief  at  Northwestern)  wrote  the  case- 
analysis  for  the  problem.  . . . The  problem  was  a 
difficult  one  and  the  diagnosis  was  "a  Collagen 
disease,  probably  dermatomyositis'  ...  A progress 
note  can  now  be  made.  The  patient  found  that 
rest  gave  her  great  relief  from  pain  in  the  abdo- 
men and  in  the  extremities,  but  her  resttime  was 
limited  because  she  had  to  continue  work.  Trials 
of  cortisone  produced  symptomatic  relief,  tho  it 
was  transient.  ...  At  present  the  blood  pressure, 
once  elevated  only  with  work  or  tension,  often  goes 
to  250  mm.  The  skin  lesions  are  not  active  if  the 
patient  is  not  exposed  to  much  sun.  She  has 
moved  to  the  costal  area  of  California!)  . . . The 
diagnosis  has  apparently  been  confirmed,  and  the 
progress  is  as  expected,  tho  of  a chronic  sort. 


REPORT  OF  THE  CHAIRMAN  OF 
COUNCIL 

To  date,  two  meetings  of  the  Council  have 
been  held,  and  both  were  well  attended.  The 
fact  that  it  was  necessary  to  call  only  two  meet- 
ings since  May,  1951,  to  conduct  the  business 
affairs  of  this  Association,  is  an  eloquent  testi- 
monial to  the  efficiency  of  our  Executive  Secre- 
tary, Robert  Carpenter,  and  his  staff  in  the  cen- 
tral office. 

At  these  meetings,  the  financial  and  other 
business  transactions  of  the  Association  receive 
careful  consideration.  I am  impressed  by  the 
manner  in  which  disbursement  of  funds  is 
handled  by  a group  of  doctors;  physicians  are 
supposed  to  be  poor  businessmen!  However, 
you  may  be  assured  that  the  funds  of  this  Asso- 
ciation are  jealously  guarded  by  your  own  col- 
leagues, duly  elected  to  represent  you. 

Matters  of  legislation  pertaining  to  public 
health  and  the  practice  of  medicine  and  other 
healing  arts  are  also  discussed.  Your  Council 
is  kept  fully  informed  of  pending  legislation  at 
all  times  by  the  Legislation  Committee  headed 
by  Dr.  Jesse  D.  Hamer,  and  by  our  attorney, 
Edward  Jacobson.  This  Council  favorably  re- 
viewed and  supported  legislation  to  provide  aid, 
both  moral  and  financial,  to  Arizona  residents 
who  apply  for  admission  to  medical  schools.  The 
Council  also  favored  the  proposed  Amendment 
to  the  Medical  Practice  Act,  and  the  proposed 
Nurses  Practice  Act,  and  the  Act  creating  a 
Board  of  Physical  Therapy  Examiners. 

Not  all  of  the  actions  of  the  Council  are  those 
of  formulation  of  policy.  In  this  democratic 
organization,  The  Arizona  Medical  Association, 
Inc.,  the  formulation  of  policy  belongs  right- 
fully to  the  House  of  Delegates.  However,  it 
must  be  realized  that  the  members  of  the  Coun- 
cil are  also  your  duly  elected  representatives, 
who  act  in  your  interest  and  in  the  interest  of 
providing  good  medical  care  and  health  services 
to  the  people  of  Arizona.  The  reports  of  the 
various  Committees  and  Boards  are  also  con- 
sidered in  detail.  The  Committee  on  By-Laws 
of  the  Constitution,  of  which  Dr.  Edward  M. 
Hayden  is  Chairman,  is  working  on  a draft  of 
Articles  of  Incorporation  of  this  Association,  and 
we  hope  to  have  these  ready  soon  for  your  con- 
sideration and  approval.  Group  coverage  for 
Health  and  Accident  Insurance,  available  at  re- 
duced premium  to  all  members  of  this  Associa- 
tion, is  also  being  deliberated.  Action  on  this 
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matter  is  being  deferred  until  we  are  able  to 
analyze  all  submitted  proposals.  Your  Chair- 
man of  the  Council  feels  that  the  Council  made 
a wise  choice  in  its  action  of  retaining  the  firm 
of  Snell  and  Wilmer  as  attorneys  for  this  Asso- 
ciation. I wish  to  commend  Mr.  Edward  Jacob- 
son, a member  of  that  firm,  for  his  services  in 
behalf  of  this  group.  I also  express  my  sincere 
thanks  to  my  colleagues  in  this  Council  for  their 
guidance,  their  cooperation,  and  their  unselfish 
sacrifices  in  giving  up  their  week-ends  of  rest 
to  travel  long  distances,  and  giving,  without  com- 
plaint, of  their  services— to  all  of  us. 

Respectfully  submitted  A.  I.  Podolsky,  M.D. 

Chairman  — Council 

1951-52  Annual  Report  of  Secretary 

During  the  fiscal  year  1951-52  not  yet  com- 
pleted, seventy  (70)  new  medical  doctors  were 
accepted  into  membership  of  our  component 
societies  and  this  Association.  Of  this  number, 
29  were  admitted  into  Maricopa,  20  into  Pima,  7 
into  Yuma,  5 into  Yavapai,  3 into  Pinal,  2 each 
into  Cochise  and  Coconino,  and  1 each  into  Gila 
and  Navajo  County  Medical  Societies.  Total 
membership  as  of  this  writing  is  667  for  a net 
gain  of  47  over  last  year.  For  the  knowledge 
of  the  members,  I am  listing  below  by  county 
medical  society,  of  which  there  are  fourteen 
(14),  membership  in  each: 


Apache 

3 

Mohave 

2 

Cochise 

19 

Navajo 

8 

Coconino 

10 

Pima 

193 

Gila 

18 

Pinal 

16 

Graham 

6 

Santa  Cruz 

8 

Greenlee 

5 

Yavapai 

21 

Maricopa 

336 

Yuma 

22 

Further  broken  down  into  membership  classi- 
fications, there  are  611  “Active”  (of  which  10 
are  designated  “Fifty  Year  Club”),  47  “Affiliate” 
(of  which  17  are  “Military”),  and  9 “Associate” 
members.  As  we  multiply,  so  grow  our  respon- 
sibilities to  the  profession  and  the  communities 
in  which  we  serve. 

The  Council  held  three  meetings  here  in  Phoe- 
nix, June  3,  1951,  January  13,  1952,  and  March 
30,  1952,  each  of  a full  day’s  duration,  and  is 
scheduled  to  meet  again  on  April  29.  Well  at- 
tended with  representation  from  all  quarters  of 
the  state,  the  business  of  your  Association  con- 
tinues to  be  handled  with  efficiency  and  dispatch. 
Matters  of  vital  concern  to  the  medical  profes- 
sion were  discussed  and  decisions  reached  which 


will,  no  doubt,  be  the  subject  of  report  by  your 
chairman  of  Council.  Outstanding  was  its  in- 
terest and  handling  of  the  legislative  program 
during  the  Second  Regular  Session  of  the  Twen- 
tieth Legislature.  Here  again  the  details  will 
appear  in  the  report  of  the  Legislation  Com- 
mittee, but  it  is  worthy  of  mention  that  we 
experienced  another  successful  year  under  the 
able  guidance  and  leadership  of  our  attorney. 
The  Constitution  and  By-Laws  Committee  has 
devoted  considerable  time  and  effort  toward  the 
revision  of  our  By-Laws,  approved  at  our  last 
meeting.  It  is  anticipated  the  House  of  Dele- 
gates will  give  deliberation  to  its  final  adoption 
during  the  forthcoming  Annual  Meeting. 

The  Professional  Board  met  in  Phoenix  on 
October  21,  1951,  and  again  on  March  16,  1952, 
with  anticipation  of  a further  meeting  during 
the  Annual  Meeting  just  ahead;  the  Public 
Relations  Board  held  meetings  in  July  and  Nov- 
ember of  last  year;  and  the  Grievance  Commit- 
tee held  four  meetings  in  1951.  Each  has  pre- 
pared a report  of  its  stewardship  and  accom- 
plishments which  will  be  presented  to  the  House. 
The  Arizona  Advisory  Committee  to  the  Selec- 
tive Service  System  has  functioned  effectively 
throughout  the  fiscal  year  and  the  Civil  Defense 
Committee  has  stepped  up  its  pace,  attending 
many  meetings,  the  result  of  activation  of  the 
State  Civil  Defense  Agency.  The  Medical  De- 
fense Committee  has  to  its  credit  the  successful 
trial  of  an  important  malpractice  suit  and  stands 
ever  ready  to  defend  our  members  when  called 
upon  so  to  do.  The  Industrial  Relations  Com- 
mittee has  had  a busy  year  and  out  of  its  deli- 
berations it  is  anticipated  will  come  a revised 
fee  schedule  more  in  keeping  with  the  changed 
economic  conditions  prevailing.  This  latter 
phase  will  be  a topic  of  discussion  during  the 
coming  Scientific  Sessions. 

The  established  policy  of  filing  with  the  Secre- 
tary of  each  of  our  component  societies  a sum- 
mary of  the  proceedings  of  Council  and  our  vari- 
ous Boards  and  Committees,  prepared  through 
this  office,  has  been  continued.  The  membership 
has  been  similarly  informed  through  the  Journal. 

ARIZONA  MEDICINE,  the  official  Journal 
of  the  Association,  I am  proud  to  state,  continues 
as  one  of  the  outstanding  scientific  publications 
among  the  constituent  state  associations.  Circu- 
lation has  reached  3328  copies  monthly,  and  the 
Business  Manager  is  due  credit  for  his  devotion 
to  its  progress.  It  is  also  interesting  to  note  in 
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connection  with  the  publication  of  ARIZONA 
MEDICINE  that  exchange  copy  with  forty- 
three  foreign  county  medical  society  libraries  has 
been  effected,  resulting  in  periodical  requests 
for  reprints  of  our  scientific  articles.  I he  Edi- 
torial Board  has  functioned  effectively  and  as 
Editor  I am  most  grateful  for  their  untiring 
assistance. 

The  Executive  Secretary  has  given  full  co- 
operation to  and  effective  administration  of  the 
duties  of  this  office.  As  we  grow,  so  mounts  the 
burdens  and  tasks  involving  voluminous  detail 
in  the  conduct  of  our  business.  With  a staff  of 
two  competent  stenographers  and  many  long 
hours  of  effort,  I can  report  with  satisfaction 
that  we  are  obtaining  results.  The  conduct  of 
the  Annual  Meeting  alone  is  a continuing  busi- 
ness process  from  one  session  to  the  next  and 
each  seems  to  surpass  the  previous  one  which 
must  be  a source  of  pride  to  all  of  us.  He  has 
attended  all  meetings  of  the  Maricopa  County 
Medical  Society,  including  its  Grievance  Com- 
mittee, easily  accessible  due  to  location  here  in 
Phoenix;  two  meetings  of  our  Pima  County  Medi- 
cal Society;  and  one  each  of  our  Yuma  and 
Yavapai  Societies.  It  is  his  intention  to  con- 
tinue this  program  of  visitation  and  expand  it 
to  cover  all  societies  within  the  next  fiscal  year 
as  opportunity  affords.  Likewise,  he  attended 
the  annual  meeting  and  clinical  session  of  the 
American  Medical  Association  and  meetings  too 
numerous  to  mention  involving  civic,  health 
and  allied  societies  whose  activities  are  of  in- 
terest to  the  medical  profession,  keeping  us  well 
informed.  Space  will  not  permit  of  a detailed 
report  of  his  activities,  suffice  to  say,  that  we 
are  receiving  a good  accounting  of  his  steward- 
ship. 

In  conclusion,  it  is  my  observation  that  the 
Officers  and  Council  of  our  Association,  together 
with  the  members  of  our  various  Boards  and 
Committees,  have  completed  another  year  of 
successful  administration  and  accomplishments. 
Each  is  well  aware  of  his  responsibilities  and 
has  served  with  distinction  and  untiring  energy. 
It  has  been  a privilege  and  pleasure  to  have 
served  you  and  1 hasten  to  take  this  opportunity 
to  again  thank  each  and  all  of  you  for  your  con- 
tinu'ng  support,  cooperation  and  indulgence. 

Respectfully  submitted, 

Frank  J.  Milloy,  M.  D. 

Secretary  Arizona  Medical  Association 

Editor  Arizona  Medicine 


PRESIDENT'S  REPORT 

Mr.  Speaker,  members  of  the  House  of  Dele- 
gates: The  state  of  your  Association  is  excellent. 

The  purpose  of  this  report  is  to  acquaint  you 
with  some  of  the  activities  during  the  past  year, 
and  to  emphasize  some  of  the  work  that  has 
been  done  by  your  officers  and  committees,  and 
to  propose  some  problems  that  must  be  given 
consideration. 

The  accomplishment  of  projects  this  year  has 
been  the  result  of  the  untiring  efforts  of  many 
of  your  officers,  committee  chairmen  and  com- 
mittee members,  and  cannot  in  any  way  be  at- 
tributed to  one  individual  or  the  influence  of  any 
one  individual. 

The  burden  of  carrying  on  the  day  to  day 
business  of  the  Association  during  this  past  year 
has  been  born  by  your  Secretary  who  has  had  to 
devote  a part  of  each  day  to  the  transaction  of 
Association  business.  Our  very  capable  Execu- 
tive Secretary  has  made  it  possible  to  handle 
the  volume  of  business  in  an  orderly  manner. 

Your  Vice-President  has  spent  many  hours 
revising  our  Constitution  and  By-Laws,  which 
must  be  adopted  at  this  meeting. 

The  Treasurer  has  devoted  an  enormous 
amount  of  time  during  the  year,  not  only  to 
the  routine  of  bookkeeping  but  in  trying  to 
devise  ways  and  means  of  making  your  dollars 
stretch  over  a long  list  of  activities.  The  genes 
for  such  a characteristic  have  apparently  been 
handed  down  from  father  to  son.  When  you 
quickly  analyze  the  Treasurer’s  report,  and  rapid- 
ly calculate  that  it  is  entirely  wrong,  keep  in 
mind  the  facts  that  only  paying  members  of  the 
Association  are  reflected  in  the  bank  balance; 
don’t  overlook  the  continued  depreciation  of  the 
dollar,  increasing  costs,  and  the  inevitable  in- 
crease in  salaries.  The  ability  of  your  Treasurer 
to  keep  the  books  out  of  the  red  this  year  was 
partly  due  to  the  fact  that  several  of  our  Stand- 
ing Committees  did  not  use  their  allotted  budget. 
Our  Association  is  at  that  awkward  stage  when 
it  is  really  just  a baby,  but  is  expected  to  keep 
up  with  the  larger  Associations,  both  on  a state 
and  national  level.  In  considering  a budget  for 
the  coming  year,  consider  seriously  the  recom- 
mendations for  your  Treasurer.  An  expenditure 
which  has  been  little  understood  by  many  is  the 
allotment  to  the  Woman’s  Auxiliary  to  the  Ari- 
zona Medical  Association.  Just  recently  this  has 
been  increased  to  an  amount  that  permits  that 
organization  to  function  with  some  freedom. 
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Rapidly  absorbed  following  oral  administration. 
Crystalline  Terramycin  Hydrochloride  Capsules 
elicit  prompt  therapeutic  response  in  acute 
and  chronic  infections  involving  a wide  range 
of  organs,  systems  and  tissues.  Its  broad  spectrum 
of  antimicrobial  activity  encompasses  organisms 
of  the  bacterial  and  rickettsial  as  well  as 
certain  spirochetal,  viral  and  protozoan  groups. 

Supplied : 250  mg.,  bottles  of  16  and  100; 

100  mg.,  bottles  of  25  and  100; 

50  mg.,  bottles  of  25  and  100. 

Terramycin  is  ulso  available  as: 

Elixir,  Oral  Drops,  Intravenous, 

Ophthalmic  Ointment,  Ophthalmic  Solution. 


CHAS.  PFIZER  & CO.,  INC..  Brooklyn  6,  New  York 
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If  nothing  more  were  accomplished  than  Public 
Relations,  the  cost  to  the  Association  would  be 
cheap.  Be  cautious  about  the  dissipation  of  the 
Medical  Defense  Fund.  This  sum  is  too  small 
for  many  of  the  proposed  plans,  but  still  is 
large  enough  to  do  a lot  of  good  for  the  Asso- 
ciation if  wisely  used.  All  the  foregoing  leads 
to  the  consideration  of  the  appointment  of  a 
Budget  Committee  to  function  throughout  the 
entire  year,  and  to  the  possibility  of  increasing 
our  annual  dues  sufficiently  to  insure  a margin 
of  safety  commensurate  with  increasing  costs  and 
activities. 

Your  Council  has  met  throughout  the  year  to 
transact  the  necessary  business.  You  may  be 
assured  that  each  member  has  sincerely  guarded 
the  democratic  principles  of  your  organization, 
and  at  no  time  has  there  ever  been  any  doubt 
that  any  member  of  the  Council  or  the  Council 
as  a whole  has  attempted  to  further  anything 
that  would  not  benefit  the  entire  Association,  or 
that  might  be  objectionable  to  the  members  of 
the  House  of  Delegates,  or  to  the  individual 
County  Societies. 

The  district  Councilors  and  Councilors-at- 
Large  have  not  been  as  active  as  they  should 
have  been.  However,  with  the  adoption  of  the 
new  By-Laws,  perhaps  these  duties  will  be  ful- 
filled. 

The  Professional  Board  has  been  handicapped 
by  lack  of  a Chairman  to  direct  it  until  the  ap- 
pointment of  the  present  Chairman,  and  it  is 
hoped  that  this  very  important  Board  will  func- 
tion with  the  same  enthusiasm  that  it  has  in 
past  years.  Individual  members  of  the  Board, 
however,  are  to  be  complimented  for  their 
work. 

As  you  know,  Public  Relations  has  been 
stressed  from  the  national  level,  and  this  will  con- 
tinue to  be  one  of  our  best  weapons  against 
Socialization.  Every  member  of  the  Association 
is  a member  of  this  Board,  since  good  Public 
Relations  start  with  each  individual  doctor. 

Time  will  not  permit  a lengthy  report  on  all 
our  Committees.  The  Committees  on  History 
and  Obituaries,  Industrial  Relations,  Medical 
Economics  and  Publishing  have  functioned  well. 

The  Scientific  Assembly  has  grown  too  large 
and  too  important  to  be  handled  by  anyone 
inexperienced  in  this  procedure.  It  is  con- 
ceivable that  sometime  the  President-Elect  will 
have  neither  the  experience  nor  the  ability  re- 
quired to  handle  such  an  assignment.  The  By- 


Laws,  as  they  stand,  designate  the  President- 
Elect  to  be  Chairman  of  the  Committee  on 
Scientific  Assembly.  Should  we  consider  the 
appointment  of  an  experienced,  capable  Chair- 
man for  this  Committee  by  the  Council  for  a 
three-year  term,  and  have  the  President-Elect 
an  ex-officio  member? 

The  Arizona  Advisory  Committee  to  the  Se- 
lective Service  System  is  to  be  commended  for 
accomplishing  a very  difficult  and  distasteful 
duty,  which  required  much  time,  energy  and 
travel  in  the  performance  of  this  assignment. 

Members  of  the  Association  who  have  worked 
on  Civil  Defense  are  also  to  be  recognized  for 
their  arduous,  and  at  times  confusing,  task. 

Your  Committee  on  Legislation  has  worked 
hard  this  year,  but  their  efforts  have  paid  divi- 
dends. The  Association  is  very  fortunate  in 
having  a Committee  that  is  experienced  in  legis- 
lative matters  and  capable  of  carrying  through 
in  spite  of  many  reverses.  The  Chairman  of  this 
Committee  with  the  help  of  the  Secretary,  the 
Executive  Secretary  and  members  of  the  Asso- 
ciation who  responded  when  called  upon  have 
placed  the  Association  in  a rather  enviable  posi- 
tion. Our  legal  advisor  is  responsible  in  no  small 
measure  to  the  success  of  our  program  this 
year.  Through  his  insight  in  guiding  the  action 
of  our  Committee,  we  were  successful  in  our 
undertaking.  Let  us  remember  also  that  we 
were  blessed  with  a Governor  and  many  Legis- 
lators who  would  listen  to  our  problems  and 
would  consider  them  with  understanding  and 
reason.  A word  of  caution  must  be  injected 
into  the  discussion  regarding  legislation.  Each 
member  of  the  Association  should  be  familiar 
with  the  procedure  as  set  forth  in  our  By-Laws 
regarding  Legislation  and  the  Legislative  Com- 
mittee, and  particularly  to  that  portion  which 
specifically  states,  quote:  “No  County  Society, 
group  of  members,  or  individual  members  shall 
advance  any  medical  legislation  as  representative 
of  the  view  points  of  the  Arizona  Medical  Asso- 
ciation, Inc.,  or  of  any  of  its  component  societies, 
without  obtaining  the  consent  of  this  Commit- 
tee,’’ unquote.  This  in  no  way  construes  the  idea 
that  the  Association  is  attempting  to  be  dictator- 
ial. It  is  merely  a means  of  having  one  Com- 
mittee responsible  for  our  actions,  and  to  pre- 
vent any  such  unhappy  circumstances  as  might 
result  should  separate  committees  or  groups  of 
individuals  attempt  to  further  legislation  along 
divided  lines  and  opinions,  thus  leaving  serious 
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doubt  in  the  minds  of  the  Legislators  as  to  just 
what  the  Medical  Profession  really  wants. 

Your  Grievance  Committee  has  functioned 
well,  and  is  beginning  to  show  results  in  im- 
proved Public  Relations.  The  importance  of 
this  Committee  will  grow  as  it  becomes  older 
and  better  established. 

With  deep  humility,  I thank  each  officer,  each 
member  of  the  Council,  each  committeeman,  and 
individual  member  and  our  two  “adopted’'  mem- 
bers, our  Executive  Secretary  and  our  Legal 
Advisor,  for  their  help  during  the  past  year. 

Respectfully  submitted, 

Harry  T.  Southworth,  M.  D. 

President 

PERSONAL  NOTE 

Dr.  William  Snyder  of  Phoenix  was  certified 
as  a Diplomate  of  the  American  Roard  of  Der- 
matology and  Syphilology  at  their  recent  exam- 
inations in  Chicago. 
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LEGISRATION  COMMITTEE 
1951-52  Annual  Report 

The  Legislation  Committee  of  this  Association 
is  pleased  to  submit  its  Annual  Report  relating 
to  its  activities  before  the  Twentieth  Legislature 
of  the  State  of  Arizona— Second  Regular  Ses- 
sion. 

H.B.  22— Medical  Practice  Act  Amendment- 
Approved 

Drawn  with  the  cooperation  of  the  Attorney 
General’s  office,  this  Bill  encompasses  all  of  the 
possible  grounds  for  suspension,  refusal  or  revo- 
cation of  a license  by  the  State  Board  of  Medical 
Examiners  based  on  the  strongest  comparable 
statutes  of  the  states  of  New  York,  New  Jersey, 
Michigan,  Minnesota,  Illinois,  California  and 
Massachusetts.  Briefly,  it  provides  for  such  sus- 
pension, refusal  or  revocation  on  the  grounds: 

(a)  Having  professional  connection  with,  or 
lending  one’s  name  to  an  illegal  practitioner  of 
medicine  or  any  of  the  healing  arts.  (The  intro- 
duction of  this  Bill  alone  was  sufficient  to  cause 
“El  Docteur”  to  move  to  New  Mexico). 

(b)  Gross  malpractice  resulting  in  death  of 
a patient. 

(c)  Fraudulent  representation  that  a mani- 
festly incurable  condition  of  sickness,  disease  or 
injury  of  any  person  can  be  permanently  cured 
or  that  a curable  condition  of  sickness,  disease  or 
injury  can  be  cured  within  a stated  time  if  such 
be  not  the  fact. 

(d)  Any  conduct  or  practice  contrary  to  rec- 
ognized standards  of  ethics  of  the  medical  pro- 
fession, or  any  conduct  or  practice  which  con- 
stitutes a danger  to  the  health,  welfare  or  safety 
of  a patient  or  the  public. 

(e)  When  the  holder  of  a certificate  is  men- 
tally or  physically  unable  safely  to  engage  in  the 
practice  of  medicine  and  surgery. 

(f)  When  the  holder  of  a certificate  has  been 
declared  insane  by  a court  of  competent  juris- 
diction and  not  thereafter  having  been  lawfully 
declared  sane. 

(g)  When  any  condition  exists  which  impairs 
the  intellect  or  judgment  to  such  an  extent  as 
to  incapacitate  him  for  the  safe  performance  of 
his  professional  duties. 

The  Bill  also  provides  mechanics  for  judicial 
review  and  appeal  of  any  finding  of  the  State 
Board  of  Medical  Examiners  in  such  hearing. 

This,  the  principal  piece  of  legislation  of  our 
Association  for  the  year  1952,  passed  with  the 


“emergency  clause”  attached,  was  signed  by  the 
Governor  on  March  sixth  and  became  Chapter 
16  of  the  Session  Laws  of  the  Second  Regular 
Session  of  the  Twentieth  Legislature. 

State  Hospital  Board 

Arising  out  of  and  as  a part  of  the  legislative 
activity  on  the  Bill  hereinabove  first  mentioned, 
the  doctors  conferred  with  the  Governor  during 
the  Session  of  the  Legislature  on  certain  of  the 
medical  aspects  at  the  State  Hospital.  After 
many  conferences  with  certain  legislators  and 
with  the  Governor,  it  was  agreed  that  the  Gov- 
ernor would  suggest  to  the  State  Hospital  Board 
that  it  invite  the  doctors  to  appoint  a five-man 
advisory  committee.  This  committee  would  act 
in  an  advisory  capacity  to  the  Board  on  all  medi- 
cal aspects  of  institutional  care  of  the  patients. 
H.B.  266— Providing  for  Compact  for  Western 

Regional  Cooperation  in  Higher  Education- 
Approved 

At  the  last  Annual  Meeting  of  our  Association, 
the  State  Medical  Council  requested  that  the 
Legislation  Committee  confer  with  the  Gov- 
ernor and  the  Board  of  Regents  and  other  inter- 
ested parties  to  explore  the  possibilities  of  effect- 
ing appropriate  legislation  which  would  permit 
the  State  of  Arizona  to  join  the  Compact  for 
Western  Regional  Cooperation  for  Higher  Edu- 
cation. This  action  originally  was  the  result 
of  agitation  therefor  by  both  our  Pima  County 
doctors  and  the  Professional  Board  of  this  Asso- 
ciation, later  to  be  likewise  supported  by  our 
Maricopa  County  doctors. 

The  Governor  manifested  a receptive  interest 
in  this  project  and  we  have  reason  to  believe 
was  responsible  for  securing  the  support  of  the 
Board  of  Regents  and  many  of  the  legislators. 
As  a result  of  his  interest  and  efforts  by  our 
Counsel  and  Legislation  Committee,  H.B.  266 
ratifying  and  approving  the  Compact  for  West- 
ern Regional  Cooperation  for  Higher  Educa- 
tion was  introduced  during  the  latter  part  of  the 
Session,  approved  by  both  Houses  of  the  Legis- 
lature with  the  “emergency  clause”  attached  and 
approved  by  the  Governor  on  March  twenty- 
fifth  to  become  Chapter  104  of  the  Session 
Laws  of  the  Second  Regular  Session  of  the 
Twentieth  Legislature. 

H.B.  10—  Board  of  Physical  Therapy  Examiners 
Approved 

H.B.  10  creating  a Board  of  Physical  Therapy 
Examiners  was  signed  by  the  Governor  on  March 
12,  becoming  Chapter  37  of  the  Session  Laws 
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of  the  Second  Regular  Session  of  the  Twentieth 
Legislature.  This  was  the  third  piece  of  legis- 
lation endorsed  by  the  Medical  Association. 

It  is  particularly  interesting  and  significant  that 
in  spite  of  the  fact  that  this  Legislature  and  the 
legislative  majority  thereof  was  opposed  to  the 
formation  of  any  new  boards,  and  in  spite  of 
the  fact  that  in  the  first  ten  days  of  the  Session, 
bills  were  introduced  to  create  fifteen  new  boards 
most  of  which  were  never  even  given  serious 
consideration,  those  wto  boards  which  the  Medi- 
cal Association  endorsed  (being  this  one  and 
H.B.  2 described  below)  were  created.  I am 
not  quite  certain,  but  I believe  that  ours  were 
the  only  two  new  boards  created. 

H.B.  2— Arizona  State  Board  of  Nurses  Registry 
Approved 

H.B.  2 providing  for  the  Arizona  State  Board 
of  Nurses  Registry  and  nursing  education  was 
signed  by  the  Governor  on  March  13,  becoming 
Chapter  39  of  the  Session  Laws  of  the  Second 
Regular  Session  of  the  Twentieth  Legislature.  It 
does  not  carry  the  emergency  clause.  It  sets  up 
proper  licensing  and  supervision  of  both  regis- 
tered and  practical  nurses  and,  as  indicated  in 
the  discussion  of  H.B.  10  above,  was,  I believe, 
the  only  new  board  created  with  the  exception 
of  H.B.  10. 

H.  B.  100— Practical  Nursing- 
Disapproved 

H.B.  100  provided  for  a separate  licensure 
board  for  practical  nurses  and  was  not  approved 
by  the  Medical  Association  for  the  reason  that 
it  was  more  properly  covered  in  H.B.  2 above. 
H.B.  r0— Board  of  Collection  Agent  Examiners 
Disapproved 

H.B.  80  creating  a board  of  collection  agent 
examiners,  designed  technically  to  “clean  up”  the 
collection  agency  business,  was  referred  to  the 
Medical  Association’s  counsel  for  inspection  in 
order  to  see  whether  it  in  any  way  impeded 
the  activities  of  the  Bureau  of  Medical  Eco- 
nomics run  by  the  Maricopa  County  Medical 
Society  or  in  any  other  way  affected  the  col- 
lection of  medical  bills.  It  was  determined  that 
the  Bill,  though  not  apparently  harmful,  might 
be  construed  bythe  board  in  such  manner  as  to 
be  obstructive  to  effective  collection  of  medical 
bills  by  doctors  or  their  agencies. 

H.B.  156— Medical  Herbalist  Board 
Disapproved 

H.B.  156  created  a new  form  of  shoestring 
medicine  called  Medical  Herbalists,  setting  them 


up  with  a board,  examinations,  qualifications, 
and  the  right  to  practice,  being  somewhere 
half  way  between  chiropractors  and  naturopaths. 
Our  counsel  was  instructed  by  the  Association 
to,  if  possible,  defeat  the  Bill.  The  Bill  never 
reached  the  legislative  floor  for  action. 

H.B.  162— Laboratory  Technicians 
Disapproved 

H.B.  162  provided  for  a Laboratory  Techni- 
cians Board,  licensure,  etc.  The  State  Associa- 
tion’s Council,  together  with  the  Maricopa  and 
Pima  Counties’  Medical  Societies  and  the  Ari- 
zona Society  of  Pathologists,  disapproved  this 
Bill.  It  failed  of  passage. 

H.B.  146— Exempting  Chiropractors  from  the 
Basic  Science  Act—Disaproved 

H.B.  146  was  designed  to  exempt  the  chiro- 
practirs  from  the  Basic  Science  Act.  This  Bill 
had  a tremendous  amount  of  pressure  behind  it 
for  passage.  The  defeat  of  this  Bill  required 
several  reports  to  legislative  leaders  and  nu- 
merous conferences  with  the  chiropractors’  at- 
torney, Mr.  Stanley  Jerman.  Had  the  Bill  passed 
it  would  have  opened  the  door  to  a parade  of 
exemptions  from  the  basic  Science  Act  contrary 
to  the  best  interests  of  our  Association  and  the 
people  of  Arizona. 

H.B.  147— Increasing  Qualification  of  Chiroprac- 
tors—No  Action 

H.B.  147  purposed  to  increase  the  qualifica- 
tions for  chiropractors  to  become  licensed  to 
practice  in  the  State  of  Arizona.  It  was  loaded 
with,  gimmicks  which,  among  other  things,  al- 
lowed for  a chiropractor  to  be  licensed  on  the 
basis  of  experience  satisfactory  to  the  board 
without  any  education  whatsoever.  Your  coun- 
sel had  the  attorney  for  the  chiropractors  him- 
self submit  an  amendment  clearing  ad  correct- 
ing all  of  these  gimmicks,  after  which  time  no 
objection  was  made  to  the  Bill.  The  Legislature 
however,  clearly  understood  how  contradictory 
this  Bill  was  to  the  chiropractors’  attempted 
exemption  from  the  Basic  Science  Act  and  see- 
ing the  cast  of  bad  faith  in  the  entire  chiro- 
practic attempt,  did  not  allow  the  Bill  to  clear. 

H.B.  168— Amendments  to  the  Naturopathic 
Practice  Act  — Disapproved 

This  Bill  provided  for  all  of  the  amendments 
which  the  naturopaths  had  asked  for  in  their 
act  last  year  with  the  exception  of  the  right  to 
practice  obstetrics.  Affirmatively  stated,  the 
naturopaths  were  requesting  the  right  to  use  all 
drugs  and  minor  surgery  with  no  further  edu- 
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cational  requirements  whatsoever.  The  naturo- 
paths succeded  in  bringing  tremendous  pressure 
on  the  Legislature  to  pass  this  act  this  year,  but 
our  counsel  had  many  conferences  with  all  par- 
ties concerned  and  nally  submitted  a brief  to  the 
Legislature  on  the  entire  subject.  This  detailed 
brief  was  sufficient,  apparently,  to  cause  the 
defeat  of  this  bill. 

S.B.  br — State  Laboratory  Appropriation 
Approved 

S.B.  28  created  appropriations  for  additions 
to  the  State  Laboratory  and  at  various  times  dis- 
bursement of  that  Laboratory  into  several  units 
to  be  located  outside  of  Phoenix.  Our  counsel 
was  asked  for  Association  aid  in  order  to  keep 
the  State  Laboratory  entirely  in  Phoenix  which, 
in  this  instance  and  at  that  time,  had  to  be  re- 
fused on  the  basis  that  it  would  endanger  the 
rest  of  the  Association’s  legislative  program.  The 
Bill  with  the  “emergency  clause”  attached  was 
passed  and  signed  by  the  Governor  on  March  26. 

Our  score  is  “perfect”  for  this  Second  Session 
of  the  Legislature  in  which  we  are  humbly 
proud.  Your  Legislation  Committee  wishes  to 


express  its  grateful  appreciation  to  the  Governor, 
members  of  the  Twentieth  Legislature  and  others 
of  our  Association,  with  special  commendation 
to  our  attorney,  Mr.  Edward  Jacobson,  whose 
wise  counsel  and  able  leadership  guided  a suc- 
cessful course,  each  contributing  much  of  their 
time  and  effort  in  the  interest  and  support  of 
sound  health  legislation. 

Respectfully  submitted, 

Jesse  D.  Hamer,  M.  D. 

Chairman  — Legislation  Committee 
Addendum  No.  1: 

It  would  be  amiss  not  to  say  a few  words 
regarding  national  legislation.  The  Washington 
Office  of  the  American  Medical  Association, 
through  very  efficient  and  effective  reporting, 
keeps  this  Committee  well  informed  and  abreast 
of  all  legislation  before  the  Congress  of  the 
United  States  affecting  or  relating  to  the  prac- 
tice of  medicine.  Your  Committee  in  coopera- 
tion with  a like  committee  of  AMA  has  again 
displayed  team-work  to  our  mutual  advantage 
in  effecting  favorable  action  on  several  impor- 
tant national  measures. 


ENJOY  A SCIENTIFIC  VACATION 
AT  THE  AIR  CONDITIONED  SHAMROCK  HOTEL,  HOUSTON,  TEXAS 
JULY  21  — 22  — 23  — 1952 

Postgraduate  Medical  Assembly  of  South  Texas 

EIGHTEENTH  ANNUAL  MEETING 

Three  Separate  Sections;  Medical,  Surgical  and  Eye,  Ear,  Nose  and  Throat 
9:00  A.M.  to  6:00  P.M.  Daily 
DAILY  LUNCHEON  — For  All  Sections  Combined 

DISTINGUISHED  GUEST  SPEAKERS 


Walter  C.  Alvarez,  M.D.,  Professorial  Lecturer,  Univ.  of 
111.  Chicago;  Editor  in  Chief  of  Modern  Medicine. 

James  J.  Callahan,  M.D.,  Prof,  of  Orthopedics,  University 
of  Loyola,  Chicago. 

John  Maxwell  Chamberlain,  M.D.,  Associate  Surgeon, 
Columbia  Univ.  New  York  City. 

Arthur  C.  Curtis,  M.D.,  Prof,  and  Chairman  Dept.,  of 
Dermatology  and  Syphilology,  University  of  Michigan. 

Walter  A.  Fansler,  M.D.,  Clinical  Prof,  of  Surgery,  Univ. 
of  Minnesota. 

George  T.  Harrell,  M.D.,  Prof,  of  Medicine  and  Head  of 
Dept.;  Wake  Forest  College,  The  Bowman  Gray  School 
of  Medicine,  Winston  Salem,  N.  C. 

Bernard  J.  Hanley,  M.D.,  Clinical  Prof,  of  Obstetrics  and 
Gynecology,  Univ.  of  Southern  California,  Los  Angeles. 

Chevalier  L.  Jackson,  M.D.,  Honorary  Prof,  of  Laryngology 
and  Broncho-esophagology,  Temple  Univ.,  Philadelphia. 

Charles  A.  Janeway,  M.D.,  Thomas  Rotch  Prof,  of  Pedia- 
trics, Harvard  Medical  School,  Boston. 

Daniel  B.  Kirby,  M.D.,  Prof,  of  Ophthalmology,  New 
York  University  College  of  Medicine,  New  York  City. 


William  B.  Kountz,  M.D.,  Prof,  of  Gerontology,  Wash- 
ington University,  St.  Louis. 

Francis  L.  Lederer,  M.D.,  Professor  and  Head  of  Dept., 
of  Otolaryngology,  Univ.  of  Illinois,  Chicago. 

Albert  N.  Lemoine,  Jr.,  M.D.,  Prof,  of  Ophthalmology, 
University  of  Kansas,  Kansas  City,  Kans. 

Victor  F.  Marshall,  M.D.,  Associate  Prof,  of  Clinical  Sur- 
gery (Urology),  Cornell  University,  New  York  City. 

John  Parks,  M.D.,  Professor  of  Obstetrics  and  Gynecology, 
George  Washington  University,  Washington,  D.C. 

John  M.  Sheldon,  M.D.,  Associate  Prof,  of  Medicine,  Uni- 
versity of  Michigan;  Executive  Committee,  American 
Academy  of  Allergy. 

James  H.  Wall,  M.D.,  Associate  Prof.,  Clinical  Psychiatry, 
Cornell  University,  New  York  City. 

C.  Stuart  Welch,  M.D.,  Prof,  of  Surgery,  Tufts  Medical 
College,  Boston. 

Harry  M.  Weber,  M.D.,  Associate  Prof.,  Radiology,  Mayo 
Foundation  Graduate  School;  Chief  of  Section  on  Roent- 
genology, Mayo  Clinic. 


DANCE  . . . Emerald  Room  . . . Shamrock  Hotel,  Tuesday  Evening,  July  22 

Interesting  and  Instructive  Scientific  Exhibits,  Technical  Exhibits,  Motion  Pictures 
REGISTRATION  FEE  $20.00  covers  all  Features,  including  Luncheons 
(Reduced  Fee  of  $10.00  to  doctors  on  Active  Duty  in  the  Armed  Forces.) 

Special  Rates  are  Offered  for  this  Meeting  by  The  Shamrock 
FOR  FURTHER  INFORMATION  WRITE  THE  POSTGRADUATE  MEDICAL  ASSEMBLY  OF  SOUTH  TEXAS 

229  Medical  Arts  Building,  Houston,  Texas 
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Question  quiz 

Do  40U  knou>  ike  answers? 


Association  Home  Office 
Moved  to  New  Location 


Q.  How  many  Arizonans  were 
members  of  ihe  Association 
when  it  was  organized  seven 
years  ago? 


The  Hospital  Benefit  Association  moved  its  Home  Office  into  new, 
larger  quarters  at  First  Street  and  Willetta,  Phoenix,  on  May  19. 

Due  to  a 700%  increase  in  membership  in  the  last  four  years, 
additional  space  was  needed  for  the  personnel  required  to  take  care 
of  the  increased  volume. 


A.  514. 

Q,  How  many  Association  mem- 
bers are  there  today? 

A.  Almost  35,000. 

Q.  How  much  did  the  Association 
pap  out  in  1951  on  hospital  and 
surgical  bills? 

A.  More  than  a quarter  of  a mil- 
lion dollars. 

Q.  May  Association  members 
choose  their  own  hospitals  and 
physicians? 


Move  Will  Help  Maintain  Prompt  Payment 

In  1951,  there  was  a 50%  increase  in  the  amount  the  Association 
paid  on  members’  hospital  and  surgical  bills.  In  order  to  keep  up  its 
record  of  prompt  payments  to  physicians  and  hospitals,  the  Asso- 
ciation’s Underwriting  Department  has  been  expanded  in  the  new 
location  and  will  be  able  to  handle  additional  increases. 

Two  Branch  Offices 

In  addition  to  the  new  Home  Office  at  First  Street  and  Willetta,  the 
Association  will  continue  operation  of  a downtown  office  at  407 
Professional  Building,  Phoenix.  This  office  will  be  maintained  for 
the  sole  purpose  of  receiving  membership  dues.  All  records  pertain- 
ing to  hospital  and  surgical  benefits  have  been  transferred  to  the 
First  Street  at  Willetta  office. 

The  Association’s  Tucson  office  at  706  Valley  National  Building 
will  also  be  retained. 


A.  Yes.  Member  benefits  are  paid 
to  any  licensed  hospital  or  to 
any  physician  (M.D.)  anywhere 
in  the  world. 


Physicians'  Cooperation  Helped 

The  Hospital  Benefit  Association  appreciates  the  cooperation  of 
the  physicians  of  Arizona  in  helping  make  this  growth  possible,  and 
your  suggestions  for  improving  its  service  will  be  welcomed. 


Attractive  new  Home  Office  of  the  Hospital  Benefit  Association,  First  Street  at  Willetta,  Phoenix. 
Location  of  office  is  shown  on  map.  James  S.  Mecham,  Phoenix,  was  the  general  contractor. 


58 


Arizona  Medicine 


June,  1952 


PUBLIC  RELATIONS  BOARD 
1951-52  Annual  Report 

During  the  year  it  has  been  found  necessary 
to  discontinue  publication  of  the  “Health  Acti- 
vities Bulletin”  with  completion  of  the  June, 
1951,  edtion.  Most  of  you  will  recall  that  this 
public  relations  media  was  designed  to  bring 
to  the  people  of  Arizona,  timely  health  subjects 
and  topics  of  interest  in  keeping  with  the  rapid- 
ity of  medical  progress  on  both  the  local  and 
national  levels.  The  “new  look”  or  revised  edi- 
tion was  developed  for  release  on  a bi-monthly 
basis  in  anticipation  of  a 10,000  circulation 
throughout  the  state,  and  at  no  cost  to  the  As- 
sociation, supported  through  paid  advertising. 
The  goal  was  never  achieved  and  the  publisher 
requested  and  was  granted  contractual  release, 
the  result  of  his  inability  to  obtain  sufficient  ad- 
vertising to  meet  expenses.  An  advance  loan  of 
$2,500  by  the  Association  to  the  publisher  is 
presently  being  satisfactorily  amortized.  Effort 
is  being  continued  to  reactivate  this  project; 
however,  despite  numerous  conferences  and 
search  for  a qualified  publisher,  the  objective  has 
not  been  reached  to-date.  Finances  do  not  per- 
mit underwriting  the  entire  cost  by  the  Asso- 
ciation. With  rising  labor  and  material  costs, 
an  outlay  of  approximately  $2,200  per  issue 
would  be  required.  Reducing  the  size  of  the 
bulletin  and  circulation  would  achieve  a lesser 
expenditure  but  it  has  always  been  felt  that 
reduction  in  circulation  below  a certain  mini- 
mum would  make  the  value  of  the  endeavor 
questionable.  In  any  event,  the  cost  seems 
prohibitive  without  supporting  advertising. 

Our  second  discouragement  was  the  discon- 
tinuance of  the  column  “To  Your  Health"  in  the 
Sunday  edition  of  the  Arizona  Republic.  Medical 
subjects  prepared  and  contributed  by  the  mem- 
bership for  lay  consumption  appeared  in  the 
local  press  for  an  extended  period  of  time.  In 
canceling  this  privilege,  effective  in  April,  1951. 
the  publishers  reported  that  newsprint  shortage 
necessitated  such  action.  Some  of  us,  however, 
believe  that  lack  of  reader  interest  and  appeal 
is  more  probably  the  underlying  cause. 

The  Board  met  in  July,  1951,  and  again  dur- 
ing the  latter  part  of  November  when  Mr.  Law- 
rence W.  Rember,  Field  Director  of  the  Public 
Relations  Department  of  A.M.A.,  spent  several 
days  with  us  reviewing  our  program  and  mak- 
ing us  all  more  closely  aware  of  our  mutual 
objectives. 


Your  Chairman  along  with  the  Secretary  and 
other  members  of  the  Association,  including  the 
Executive  Secretary,  attended  the  Fourth  An- 
nual Medical  Public  Relations  Conference  held 
in  Los  Angeles,  December  second  and  third,  in 
conjunction  with  the  AMA  Clinical  Session.  The 
interest  in  this  meeting  was  manifest  by  the 
large  and  growing  attendance  each  year  from 
every  section  of  the  country.  “Joining  Forces 
for  Better  PR”  was  the  theme  with  emphasis  on 
the  “grass  roots”  level.  Review  of  major  medical 
and  public  opinion  surveys  undertaken  during 
the  year  was  presented,  followed  by  numerous 
panel  discussions  on  what  is  considered  the  No. 
1 PR  problem  today,  “The  Cost  of  Sickness.” 
While  there  remains  much  to  be  accomplished 
to  improve  the  doctor-patient  relationship,  it  is 
worthy  of  mention  that  the  establishment  of  ef- 
fective “Emergency  Call”  systems,  of  necessity 
on  the  local  level,  and  continuance  and  expan- 
sion of  “Grievance  Committee”  activities,  con- 
tinue foremost  nationally  in  PR  objectives  to  be 
achieved.  Arizona  is  far  advanced  in  these  ac- 
complishments. 

A “speakers  panel”  maintained,  made  it  pos- 
sible to  satisfy  all  requests  received  from  civic, 
educational  and  society  groups  to  supply  medical 
doctors  to  address  them  on  selected  health  sub- 
jects. Likewise,  participation  on  radio  and  TV 
programs  was  arranged.  In  this  latter  field, 
development  of  a medical  program  as  a public 
service  is  being  given  serious  consideration. 

Distribution  of  “Your  Doctor”  pamphlet  con- 
tinued and  received  national  recognition.  Aside 
from  gratifying  response  and  extensive  distribu- 
tion within  the  state  through  the  cooperation  of 
Association  members,  many  states  were  supplied 
with  copies  for  review  and  local  distribution, 
particularly,  Pennsylvania,  the  result  of  AMA 
“PR  Doctor”  promotion.  It  is  possible  we  may 
be  called  upon  to  consider  a “reprint”  in  the  new 
year. 

Several  local  press  conferences  were  held 
during  the  year  and  it  can  be  stated  there  has 
been  marked  improvement  through  better  under- 
standing in  local  medical  news  reporting.  De- 
velopment of  an  annual  press-radio  conference 
on  a sectional  state-wide  basis  will  be  given  high 
priority  in  proposed  activities  of  your  Board  in 
the  immediate  future.  Recognizing  the  mutual, 
ethical,  moral  and  legal  responsibilities  of  the 
medical  profession,  the  press  and  the  radio  to 
the  public,  the  Colorado  State  Medical  Associa- 
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tion  several  years  ago  undertook  such  a project 
in  the  interest  of  improving  press  relations. 
There  followed,  in  due  course,  the  establishment 
of  a “Code  of  Ethics”,  now  in  practice,  heralded 
by  all  participants  as  an  important  medium  of 
mutual  understanding  and  cooperation.  Its  suc- 
cess has  commanded  national  interest  and  many 
state  associations  are  now  pursuing  a similar 
course  or  being  urged  so  to  do. 

During  the  current  fiscal  year  a sum  of  $4,000 
was  appropriated  to  the  Board  of  Public  Rela- 
tions for  its  work.  Through  judicious  adminis- 
tration, it  is  not  anticipated  this  entire  sum 


will  have  been  expended  by  the  close  of  this 
term.  The  forces  of  socialism  are  less  apparent 
and  present  today  and  we  must  be  ever  alert 
and  ready  to  meet  whatever  problem  may  lie 
ahead.  Public  relations  is  a continuing  process 
as  important  today  and  tomorrow  as  yesterday. 
Its  activity  should  be  continued  and  expanded 
consistent  with  need  and  available  finances.  We 
would  recommend  an  appropriation  no  less  than 
that  current  for  the  new  fiscal  year. 
Respectfully  submitted, 

William  B.  Steen,  M.  D. 

Chairman  — Public  Relations  Board 


PROFESSIONAL  X-RAY  AND  CLINICAL  LABORATORY 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 
CLINICAL  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

TISSUE  PATHOLOGY  BY  QUALIFIED  PATHOLOGIST 

R.  Lee  Foster,  M.D.,  Director  John  W.  Kennedy,  M.D.,  Radiologist 

W.  W.  Watkins,  M.D.,  Consultant  Radiologist 
Diplomates  of  American  Board  of  Radiology 


General  practitioner  and  surgeon,  age  32, 
married,  category  four,  desires  association,  in- 
dustrial contract  with  private  practice  privileges 
or  location.  Have  own  equipment. 

Write  to: 


ARIZONA  MEDICINE  JOURNAL 

426  Heard  Building 
Phoenix,  Arizona 


FOR  SALE 


Attractive  Offices  and  Home,  are  marks 


of  distinction  and  indicative  of  ability. 


DOCTOR  SEE  THIS  PROPERTY 

39  West  McDowell  Road 


L.  L.  STEWARD  REALTOR 

Phoenix,  Arizona 

1414  E.  McDowell  Road  — PHONE  4-1636 
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CONVENTION  REPORT 


The  twenty-second  Annual  Convention  of  the 
Woman's  Auxiliary  to  the  Arizona  Medical  As- 
sociation convened  in  Phoenix  on  May  1 and 
2.  One  hundred  women  registered  during  the 
two  days  and  almost  every  county  in  the  State 
was  represented.  The  weather  was  perfect  and 
thanks  to  the  efficient  planning  of  Mrs.  Rudolph 
and  her  Convention  chairman,  Mrs.  George  A. 
Williamson  and  Mrs.  Harry  J.  French,  the  busi- 
ness sessions  moved  smoothly  and  the  enter- 
tainment was  delightful. 

The  Brunch,  which  was  held  on  Thursday 
morning  at  the  Phoenix  Country  Club,  was  at- 
tended by  eighty-five  members,  despite  the  early 
hour.  After  a delicious  meal,  Mrs.  Rudolph 
opened  the  first  session  of  the  Convention  with 
a few  words  of  greeting.  Dr.  George  Hunter 
Hall,  pastor  of  the  First  Presbyterian  Church  of 
Phoenix,  gave  the  Invocation,  following  which 
Mrs.  Thomas  Woodman,  immediate  past  Presi- 
dent of  Maricopa  County  Auxiliary  welcomed 
the  members  to  Convention  and  urged  them 
to  prize  dearly  their  Americanism,  the  freedom 
of  medicine  and  private  enterprise  and  the  priv- 
ilege of  exercising  their  power  to  vote.  We 
should  all  pledge  ourselves  to  the  task  of  going 
and  getting  others  to  the  polls  to  vote  for  a 
government  that  will  see  to  it  that  our  Freedom 
is  preserved.  Mrs.  Donald  E.  Nelson,  of  Graham 
County  Auxiliary  gave  the  response. 

The  reports  of  the  State  Officers  were  stream- 
lined to  the  point  of  brevity,  but  plainly  show- 
ed the  splendid  work  which  had  been  accom- 
plished during  the  year.  Mrs.  William  F.  Schoff- 
man,  President-elect,  reported  that  she  had  at- 
tended the  Conference  for  Presidents  and  Presi- 
dents-elect  in  Chicago  in  November  and  had 
given  her  report  on  this  meeting  to  all  County 
Auxiliaries. 

The  State  Auxiliary  closed  the  year  with  394 
paid  members,  an  increase  of  44  over  last  year. 
Three  new  Counties  were  organized,  bringing 
the  total  of  County  Auxiliaries  to  seven.  A 
NEWSLETTER  was  inaugurated  this  year  and 


sent  to  the  wives  of  all  doctors-at-large.  It  was 
voted  to  send  the  letter  next  year  to  all  doctor’s 
wives  throughout  the  state  and  it  is  hoped  that 
a correct  list  of  home  addresses  may  be  ob- 
tained in  order  to  be  sure  that  the  women  re- 
ceive their  copy  and  thus  keep  informed  of 
happenings  on  county  and  state  levels. 

Today’s  Health  chairman  reported  338  sub- 
scriptions sold,  an  increase  of  nine  over  last 
year.  Pima  and  Yavapai  counties  placed  fifth 
and  sixth  in  their  groups  in  the  National  con- 
test. Bulletin  chairman  reported  that  147  Bul- 
letins were  purchased  by  members  this  year,  an 
increase  of  seven  over  last  year. 

Public  Relations  and  Health  chairmen  reported 
that  four  out  of  seven  counties  sponsored  the 
Radio  Health  Program  and  plans  are  being 
made  to  carry  on  with  these  programs  next 
year.  These  counties  were  Pima,  Graham,  Gila 
and  Yavapai.  Nurse  Recruitment  was  the  pro- 
ject of  Maricopa  and  Pinal  counties  and  will  be 
continued  next  year.  Reports  of  both  these 
programs  have  been  written  up  in  this  magazine. 

Seven  girls  have  received  aid  from  the  State 
Student  Nurses’  Loan  Fund  during  the  past  two 
years.  One  of  them  has  graduated  and  has 
begun  to  repay  her  obligation. 

Four  more  girls  were  selected  at  the  pre-con- 
vention meeting  of  the  Student  Nurses’  Loan 
Fund  Committee  and  will  begin  receiving  their 
aid  upon  their  entrance  into  Nursing  School 
in  the  Fall.  Generous  response  from  the  mem- 
bership of  the  Auxiliaries  has  made  it  possible 
to  help,  through  the  loan,  these  eleven  girls. 
Special  mention  this  year  goes  to  Yavapai 
County  for  a $69.00  gift  to  the  Fund.  Pinal 
County  members  voted  to  include  their  Loan 
Fund  contribution  in  their  dues  for  the  next 
five  years. 

The  Legislation  committee  was  most  active 
this  year  in  disseminating  information  to  the 
members  at  county  meetings,  in  the  NEWSLET- 
TER and  ARIZONA  MEDICINE,  by  publish- 
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ing  a pamphlet  “How  and  Why  to  Write  our 
Congressman”  and  by  writing  a humourous  skit 
“The  Life  of  the  Party”  to  instruct  members  as 
to  how  a bill  is  passed.  It  also  initiated  a card 
index  showing  member’s  name,  legislative  dis- 
trict, name  of  her  respective  U.  S.  and  State 
senators  and  representatives. 

The  Publicity  chairman  has  seen  to  it  that 
twelve  articles  for  ARIZONA  MEDICINE  were 
written  by  Auxiliary  members  and  has  secured 
good  newspaper  coverage  for  all  special  events. 

Civil  Defense  has  been  brought  to  the  notice 
of  the  membership  through  distribution  of  pam- 
phlets, reports  of  meetings  of  the  State  Civil 
Defense  group  and  by  articles  urging  mem- 
bers to  assist  this  program  in  every  way  pos- 
sible. 

Doctor’s  wives  are  found  working  in  every 
volunteer  service  group  throughout  the  State 
and  giving  financial  aid  also  through  their  local 
county  auxiliaries.  The  State  Auxiliary  gave 
$50.00  to  the  American  Medical  Educational 
Fund  and  is  proud  that  we  are  one  of  the 
States  that  met  this  recommendation  from  Na- 
tional. 

The  Historian  has  initiated  the  formation  of 
an  historical  file  to  be  kept  at  the  central  State 
office.  This  file  contains  data  pertinent  to  the 
origin  and  growth  of  the  organization.  A scrap 
book  contains  all  publicity  material. 

Mrs.  Enfield,  1st  Vice  President,  took  the 
chair  while  Mrs.  Rudolph  gave  her  President’s 
report.  This  fine  report  will  be  printed  in  the 
next  issue  of  Arizona  Medicine.  It  gives  the 
key  to  the  success  that  the  Auxiliary  has  enjoyed 
this  year  under  Mrs.  Rudolph’s  stimulating  lead- 
ership. 

The  second  general  Session  of  the  Convention 
was  called  to  order  at  10:00  A.M.  on  Friday, 
May  2,  by  Mrs.  Rudolph  in  the  Lounge  at  the 
Westward  Ho.  Greetings  were  given  by  Mari- 
copa’s President,  Mrs.  A.  E.  Cruthirds.  The  guest 
of  Honor,  Mrs.  Harold  F.  Wahlquist,  National 
Auxiliary  President,  was  introduced  and  said  a 
few  words  of  gracious  greeting  Mrs.  James  R. 
Moore  conducted  a simple  but  impressive  Mem- 
oriam  service  for  Mrs.  C.  R.  K.  Swetnam  of 
Yavapai,  Mrs.  R.  J.  Cron  of  Gila,  Mrs.  James 
Barger  of  Maricopa,  who  have  passed  on  during 
this  year. 

The  President  of  each  County  Auxiliary  read 
her  year’s  report,  the  results  of  which  have 
been  shown  in  the  reports  of  the  State  Officers. 


However,  these  reports  were  most  interesting 
and  worthwhile  and  each  county  is  to  be  com- 
mended upon  their  splendid  achievement. 

Mrs.  Wahlquist  installed  the  following  State 
Officers  who  had  been  elected  at  the  first  Ses- 
sion:—Mrs.  William  F.  Schoffman,  President; 
Mrs.  George  S.  Enfield,  President-elect;  Mrs. 
Brick  P.  Storts,  1st  Vice  President;  Mrs.  Hugh 
C.  Thompson,  2nd  Vice  President;  Mrs.  Louis 
Hirsch,  Recording  Secretary;  Mrs.  R.  Lee  Fos- 
ter, Treasurer;  Directors— Mrs.  J.  H.  Allen,  and 
Mrs.  R.  W.  Rudolph  for  one  year;  Mrs.  T.  C. 
Harper,  for  two  years.  The  new  President  then 
took  the  chair  and  gave  her  inaurgural  address, 
which  will  also  be  printed  in  a future  edition 
of  this  magazine.  After  the  reading  of  the 
minutes  by  the  Secretary  and  their  approval, 
Mrs.  Schoffman  declared  the  Session  adjourned. 

Eighty-six  members  sat  down  to  luncheon  in 
the  Corinthian  Room  of  the  Adams  Hotel  honor- 
ing the  National  President  and  listened  to  an 
enthusiastic  and  inspiring  address  by  Mrs.  Wahl- 
quist. Mrs.  George  A.  Williamson  presided  and 
introduced  the  other  honor  guests  at  the  head 
table.  They  were  Dr.  Harry  T.  Southworth,  im- 
mediate past  President  of  Arizona  State  Associa- 
tion, Dr.  Thomas  H.  Bate,  President  of  Arizona 
Medical  Association,  Dr.  Frank  J.  Milloy,  Secre- 
tary, Dr.  Jesse  D.  Hamer,  Delegate  to  the  AMA, 
Dr.  A.  I.  Podolsky,  Chairman  of  the  Council. 

An  Art  Exhibit  of  pictures  painted  by  Arizona 
Doctors  was  held  for  the  first  time  this  year  and 
enjoyed  by  everyone.  Mrs.  Howell  S.  Randolph 
of  Phoenix  and  her  committee  gathered  and  hung 
the  pictures. 

The  Convention  closed,  as  far  as  the  women 
were  concerned,  with  a gala  evening  with  their 
husbands  at  a cocktail  hour  and  dinner-dance 
as  guests  of  the  Arizona  Medical  Association. 
A good  time  was  had  by  all  and  we  parted  to 
go  our  separate  ways  until  Fall  when  we  meet 
again  in  our  small  groups  to  plan  and  work 
toward  another  State  Convention. 

Respectfully  submitted 

Mrs.  George  Enfield 
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Changes  In  the  Membership  and 
Fellowship  Structure  of  A.  M.  A. 


1918  Prior  to  1950,  and  since  the  year  1918,  all  physicians  who  were  active  members  of 
to  their  State  Society  were  non-dues  paying  members  of  the  American  Medical  Associa- 
1949  tion. 

Of  the  144,211  members  of  the  A.M.A.  in  June,  1949,  77,723  were  listed  as  fellows. 
Fellows  paid  dues  to  the  A.M.A.  and  received  THE  JOURNAL  A.M.A. 

1949  The  House  of  Delegates  of  the  A.M.A.  assessed  all  members  of  the  AM. A.  $25.00,  but 
this  assessment  was  voluntary  and  not  compulsory.  This  was  the  only  assessment 
made. 


1950  There  was  no  assessment  in  1950.  The  A.M.A.,  for  the  first  time,  set  the  dues  for 
membership  in  the  A.M.A.  at  $25.00  a year  If  these  dues  were  not  paid  by  the 
end  of  the  year  the  member  was  dropped  for  non-payment;  before  he  could  be  rein- 
stated, it  was  necessary  for  him  to  pay  the  delinquent  year’s  dues. 

The  1950  dues  did  not  include  a subscription  to  THE  JOURNAL  A.M.A. 

A member  in  1950  again  had  to  pay  fellowship  dues  to  receive  THE  JOURNAL  A.M.A., 
or  could  subscribe  to  it  separately. 

1951  The  membership  dues  in  the  A.M.A.  in  1951  were  $25.00  and  included  a subscription 
to  THE  JOURNAL  A.M.A.  Fellowship  dues  were  reduced  but  no  longer  included 
a subscription  to  THE  JOURNAL  A.M.A. 

1952  The  same  as  1951,  except  that  there  are  no  fellowship  dues  and  fellowship  cards  are 
not  being  issued.  Fellowship  will  probably  be  abolished  after  the  Annual  Meeting  of 
the  A.M.A.  in  June,  1952. 

The  following  summary  will  further  clarify  the  changes  from  1949  to  1952: 


Membership  In  the 
American  Medical  Assn. 


Year 

Membership  dues  in 
the  A.M.A.  never  in- 
cluded Fellowship  dues. 
Membership  dues  have 
been  payable  only  thru 
the  County  and  State 

Societies. 

1949 

Assessed  $25.00  but  pay 
ment  not  compulsory 

1950 

Dues  of  $25.00  did  not 
include  The  Journal. 

1951 

Dues  of  $25.00  included 
THE  JOURNAL. 

1952 

Dues  of  $25.00  included 
THE  JOURNAL. 

Fellowship  In  the 
American  Medical  Assn. 

Fellowship  in  the  A.M.A.  was 
dependent  upon  membership 
in  the  State  and  County  So- 
cieties and  the  A.M.A.  Fel- 
lowship dues  were  payable  to 
the  A.M.A.  and  were  in  addi- 
tion to  the  membership  dues. 

Dues  of  $12.00  included  THE 
JOURNAL  A.M.A. 

Dues  of  $12.00  included  THE 
THE  JOURNAL. 

Dues  of  $5.00  did  not  include 
THE  JOURNAL. 

No  fellowship  dues  for  1952. 


Subscription  Price  Of  The 
Journal  A.M.A. 

Since  January  1,  1951,  the 
price  of  THE  JOURNAL  has 
been  included  in  membership 
dues;  rates  below  for  1951 
and  1952  are  for  non-mem- 
bers, and  laymen.  Anyone 
may  subscribe  to  THE  JOUR- 
NAL. 

$12.00 

$12.00 

$15.00 

$15.00 
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MEDICAL  DEFENSE  COMMITTEE 
1951-52  Annual  Report- 

Since  the  Annual  Meeting  of  1951,  $1750  has 
been  expended  on  two  cases  of  alleged  mal- 
practice filed  against  Society  members. 

Nine  (9)  cases  in  various  stages  of  litigation, 
previously  filed,  continue  of  record,  one  having 
been  disposed  of  during  the  year  through  trial 
by  jury,  the  verdict  in  favor  of  the  defendant 
physician.  During  this  same  period,  to-date 
only  one  ( 1 ) application  for  medical  defense  has 
been  received  from  the  membership  and  placed 
on  file  with  Committee  approval. 

The  Treasurer  of  this  Association  will,  of 
course,  submit  a detailed  report  on  the  financial 
status  of  the  Medical  Defense  Fund.  Latest  in- 
formation available  reveals  that  this  fund  pre- 
sently approximates  $38,579.79  of  which  slightly 
less  than  $36,000  is  in  government  bonds,  the 
balance  in  cash  in  bank  depository. 

Clarification  of  the  intent  of  the  action  of  the 
House  of  Delegates  in  1950  relating  to  “ap- 
proval” by  this  Committee  of  all  applications 
filed  for  medical  defense  by  qualified  member 
physicians  was  sought.  Cases  have  been  rou- 
tinely approved  in  the  past  without  judgment  as 
to  which  should  or  should  not  be  “deemed  neces- 
sary” for  defense,  the  Committee  lacking  inves- 
tigatory facilities  and  being  of  the  opinion  that 
they  are  not  in  a position  to  properly  judge. 
Subsequently,  Council  directed  that  the  Griev- 
ance Committee  act  as  a “Board  of  Review”  of 
cases  coming  before  this  Committee,  and  rec- 
ommend which  ones  should  be  given  legal  sup- 
port, to  be  financed  out  of  the  Medical  Defense 
Fund.  The  Grievance  Committee  determined 
that  it  should  not  be  called  upon  to  make  such 
determination  which,  in  effect,  would  be  pre- 
judging its  merits.  It  is  felt  by  that  Committee 
that  each  ( qualified  association ) member,  having 
contributed  to  the  support  of  the  Fund  through 
allocation  of  a portion  of  his  or  her  annual  dues 
appropriated  therefor,  is  entitled  to  legal  assis- 
tance whenever  requested.  It  directed  that 
Council  be  informed  of  its  views,  with  the  hope 
that  following  further  review  of  the  subject  by 
its  members,  it  will  in  its  wisdom  see  fit  to  direct 
the  Medical  Defense  Committee  to  accept  all 
cases  for  legal  defense  when  requested,  regard- 
less of  merit.  Council  at  a meeting  held  Janu- 


ary 13,  1952,  direct  that  this  report  be  not  ac- 
cepted and  referred  to  its  proper  ( Medical  De- 
fense) committee.  Unless  other  action  is  taken 
by  the  House  of  Delegates,  the  Medical  Defense 
Committee  will,  of  necessity,  approve  all  cases 
which  apply  for  aid. 

The  Medical  Defense  Committee  again  recom- 
mends: 

1.  That  one  dollar  yearly  deduction  per  mem- 
ber for  medical  defense  be  continued. 

2.  That  the  Medical  Defense  Fund  (Reserve 
Fund)  be  for  medical  defense  solely,  the  pur- 
pose for  which  it  was  originally  intended. 

The  Medical  Defense  Committee  wishes  to 
bring  to  the  attention  of  the  members  of  the  As- 
sociation that  suits  are  increasing  in  number  and 
that  they  are  for  much  higher  amounts  than  in 
past  years;  and  that  some  Insurance  Companies 
are  canceling  policies  held  by  physicians  or  re- 
fusing to  issue  such  policies.  It  is  also  the  feel- 
ing of  the  committee  that  careless  or  thought- 
less talk  or  conversation  by  member  physicians 
has  in  some  instances  been  a large  factor  in 
bringing  about  the  increasing  difficulties  above 
detailed. 

Respectfully  submitted, 

Otto  E.  Utzinger,  M.  D.,  Chairman 

HILL-BURTON  GRANTS 
STATE  OF  ARIZONA 

The  American  Medical  Association,  Washing- 
ton Office  advises  that  the  Division  of  Hospital 
Facilities,  FSA,  reports  that  as  of  March  31, 
1952,  no  new  projects  has  been  approved  for 
Hill-Burton  grants  in  the  State  of  Arizona. 

Status  of  all  Hill-Burton  hospital  construction 
in  this  state  is  an  follows: 

Completed  and  in  Operation:  7 projects  at  a 
total  cost  of  $3,340,593,  including  federal  contri- 
bution of  $1,132,562  and  supplying  246  addition- 
al beds. 

Under  Construction:  2 projects  at  a total  cost 
of  $6,086,549,  including  federal  contribution  of 
$1,523,230  and  designed  to  supply  375  additional 
beds. 
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DIAGNOSTIC  LABORATORY 

MAURICE  ROSENTHAL,  M.D., 
Pathologist 

Diplomate  of  American  Board  of  Pathology 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 
CLINICAL  PATHOLOGY 
AUTOPSIES 
TISSUE  PATHOLOGY 
E.K.G.  B.M.R. 

Medical  Arts  Building 
543  E.  McDowell  Road 
Phone  8-1601 
Phoenix,  Arizona 


DOCTORS'  DIRECTORY 


DOCTORS  DIRECTORY  ESTABLISHED 
1920 
3-4189 

Emergency  calls  given  special  attention  We  will 
locate  your  doctor  before  or  after  office  hours. 
BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 
1541  East  Roosevelt 
Phoenix,  Arizona 


DOCTOR  S CENTRAL  DIRECTORY 

Minnie  C.  Benson  R.N.,  Manager 
24  Hour  Service 
Phone  5-1551  — E.  Hedrick  Dr. 

Tucson,  Arizona 
Established  In  1932 


ORTHOPEDIC  SERVICE 


STATEWIDE  ORTHOPEDIC 
SERVICE 


(Formerly  Grunow  Clinic  Brace  Shop) 

925  East  McDowell  Road  Phoenix,  Arizona 

Surgical  and  Orthopedic  Appliances 
Shoe  Corrections  . . Extentions 
General  Shoe  Repair 

Telephone 

Day  4-7746  Night  6-4189 


TUCSON  BRACE  SHOP 

Orthopedic  Appliances 

Braces,  Limbs,  Belts,  Trusses 
Arch  Supports  and  Repairing 

Phone  3-4581  805  E.  Broadway 

Tucson,  Arizona 


NURSES1  DIRECTORY 

DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS'N 

MRS.  MARJORIE  E.  KASUN,  R.N., 
Registrar 

Nurses'  Professional  Registry 

711  East  Monroe  Phoenix  Ph.  4-4151 


Our  members  are  dairymen  whose  busi- 
ness is  supplying  good  milk  for 

milk  and  milk  products. 

YVe  are  aware  of  the  importance  of  good 
milk  to  good  health  and  of  our  obligation 
to  supply  a product  which  will  merit  your 
confidence. 

ARIZONA  MILK  PRODUCERS 

422  Heard  Building  Phone  3-0893 
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AMBULANCE  SERVICE  DIRECTORY 


ARIZONA’S  FINEST 

THIS  SPACE  FOR  SALE 

Charter 

FOR  INFORMATION  AND  RATES 
write  to 

And  Ambulance  Service 

ARIZONA  MEDICINE 

Phone  4-5605  — Day  or  Night 

426  Heard  Bldg. 

ARIZONA  AIRMOTIVE 

Phone  2-4884 

Phoenix  Sky  Harbor 

PHOENIX,  ARIZONA 

MEDICAL  BOOKS 

MEDICAL  AND  DENTAL  EXCHANGE 

ROBERTA  DAVEY  HALL 

THIS  SPACE  FOR  SALE 

MEDICAL  BOOKS 

FOR  INFORMATION  AND  RATES 

Of  All  Publishers 

write  to 

PROMPT  HANDLING  OF  ALL  ORDERS 

ARIZONA  MEDICINE 

To  order:  Telephone  5-1062 

426  Heard  Bldg. 

40  East  Rose  Lane 

Phone  2-4884 

Phoenix,  Arizona 

PHOENIX,  ARIZONA 

SANATORIUM  DIRECTORY 


ALCOHOLISM 

There  is,  today,  a rapidly  increasing,  nation-wide 
awareness  of  alcoholism  as  a disease,  as  a major  health 
problem  and  as  a responsibility  of  the  medical  pro- 
fession. 

Physicians  throughout  the  country  are  recognizing 
the  need  of  special  facilities  for  the  proper  care  and 
treatment  of  the  victims  of  this  disease. 

In  THE  FRANKLIN  Phoenix  has  a modern  center 
for  care  and  treatment  of  acute  and  chronic  cases 
of  alcoholism. 

All  treatment  at  THE  FRANKLIN  is  under  the 
supervision  of  a licensed  physician.  Patients  may 
retain  their  own  physicians  or  may  be  attended  by  a 
staff  physician  of  THE  FRANKLIN. 

Nursing  care  is  continuous,  24  hours  a day,  under 
supervision  of  a registered  nurse;  with  a staff  of  un- 
derstanding, experienced  people. 


Uke  Zb 


ranteun 


ALCOHOLIC  PROBLEMS  - EXCLUSIVELY 
367  N.  21st  Ave.,  Just  Above  Van  Buren 
Telephone  3-4751 
Phoenix,  Arizona 
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SANATORIUM  DIRECTORY— (Cont'd.) 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


MARQUARD  REST  HOME 

General  Care  Aged  and  Convalescence 
Personalized  Diets  — 24  Hour  Nursing  Service 
Loving  Care  To  the  Senile  Aged 

Reasonable  Rates 

Phone  6-4712  — 126  E.  Bethany  Home  Road 

Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 

EVELYN  DODD  REST  HOME 

FOR  INFORMATION  AND  RATES 

(Under  new  Management— Mr.  & Mrs.  W.  M.  Davey) 

write  to 

• 24  Hour  Nursing  Care 

ARIZONA  MEDICINE 

• Home  Cooking  and  Baking 

• Convalescent 

426  Heard  Bldg. 

• Quiet— Home  Like 

Phone  2-4884 

PHOENIX,  ARIZONA 

1608  E.  Meadowbrook  Ave.  Phone  5-4185 

Phoenix,  Arizona 

LA  CONTENTA  NURSING  HOME 

THIS  SPACE  FOR  SALE 

Convalescents 

FOR  INFORMATION  AND  RATES 

Invalids  and  Semi-Invalids 
Asthmatic  and  Arthritic  Cases 

write  to 

ARIZONA  MEDICINE 

Quiet  - Excellent  Food  - 24  Hour  Nursing  Care 

426  Heard  Bldg. 

5331  N.  29th  Ave.,  Phoenix  — Phone  5-5710 

Phone  2-4884 

Laura  Condon,  Manager 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 

OCOTILLO  CONVALESCENT  HOME 

FOR  INFORMATION  AND  RATES 

• Convalescent  Cases 

write  to 

• Quiet  & Restful 

ARIZONA  MEDICINE 

• 24  Hour  Nursing 

• Best  of  Food 

• Diets 

426  Heard  Bldg. 

Phone  2-4884 

3434  E.  McDowell  Road  Phone  4-6050 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

426  Heard  Bldg. 

Phone  2-4884 

Phone  2-4884 

PHOENIX,  ARIZONA 

PHOENIX.  ARIZONA 
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WAYLAND’S 

TWO  STORES 

☆ 

Wayland's  Prescription  Pharmacy 
13  E.  Monroe  Street 
Phone  4-4171 

Wayland's  McKinley  Pharmacy 
138  W.  McKinley  Street 
Phone  4-7243 

PHOENIX.  ARIZONA 

☆ 

FREE  DELIVERY 


23  Registered  Pharmacists 

Tucson  Casa  Grande 


Open  9:00  A.M.-11:00  P.M.  Call  2-1123 

We  Deliver 

BLUE  CROSS  PHARMACY 

PRESCRIPTION  SPECIALISTS 
1924  East  Van  Buren 

Surgical  Appliances  — Private  Fitting  Room 


ROHRER-BLOOM  DRUG  CO. 

(Walgreen  Agency) 
PRESCRIPTIONS  PHARMACISTS 
Phone  40 

Gurley  and  Montezuma 
Prescott,  Arizona 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 

KELLY'S  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 


Open  8 A.M.  to  11  P.M.  Daily  & Sunday 

Broadway  Village  Drug  Store 

PHONE  5-2631 

Broadway  at  Country  Club  Road 
(Free  Delivery) 

TUCSON  ARIZONA 


FOURTH  AVENUE  PHARMACY 

J.  W.  Holloway,  Prop. 

Free  Delivery  Service  Within  Radius  of  8 Miles. 
Try  Us  and  See 

Cor.  E.  6th  St.  and  4th  Ave.  — Phone  4-1182 
Tucson,  Arizona 


AL'S  DRUG  STORE 

THIS  SPACE  FOR  SALE 
write  to 

PHONE  5-5552 

ARIZONA  MEDICINE 

7th  Avenue  and  Camelback  Road 

426  Heard  Building 

Phoenix,  Arizona 

Phone  2-4884 

PHOENIX,  ARIZONA 
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FELSHER  PRESCRIPTION 

JOHNSON'S  DRUG  STORE 

PHARMACY 

PRESCRIPTIONS 

Sick  Room  Supplies  — Vitamins 

“Service  you  will  like” 

650  N.  First  Avenue  — Phone  3-2070 

Corner  Speedway  and  Park  Avenue 

Phoenix,  Arizona 

Phone  2-8865  Tucson,  Arizona 

SUNNYSLOPE  PHARMACY 

STONE  AND  3RD  PHARMACY 

749  N.  Stone  — Phone  3-6041 

‘Ralph’s’ 

REXALL  DRUGS 

8946  N.  7th  St.  — Sunnyslope 

ENCANTO  PARK  DRUG  CO. 

Telephone  6-8363 

3352  E.  Speedway  — Phone  5-3102 

Sunset  Pharmacy  - 1609  E.  Indian  School  Rd. 

Tucson,  Arizona 

FLORES  & SON 

(FARMACIA  FLORES) 

SPACE  FOR  SALE 

“Your  Nyal  Service  Drug  Store” 

W.  Congress  and  Meyer  Sts.  Rhone  3-3362 

Phone  2-4884 

Tucson,  Arizona 

WOOD'S  PHARMACY 

ENSMINGER  PHARMACY 

Prescription  Pharmacists 

RELIABLE  PRESCRIPTIONS 

100  Washington  Street 

121  North  Cortez 

Peoria,  Arizona 

Phone  188  Prescott,  Arizona 

THIS  SPACE  FOR  SALE 

write  to 

HAMILTON'S  DRUG 

ARIZONA  MEDICINE 

The  REXALL  Store 

426  Heard  Bldg. 
Phone  2-4884 

Benson,  Arizona 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

write  to 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

426  Heard  Bldg. 

Phone  2-4884 

Phone  2-4884 

PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 

SPACE  FOR  SALE 

write  to 

ARIZONA  MEDICINE 

Phone  2-4884 

426  Heard  Bldg. 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 

MONTE  BLISS 

ARIZONA  MEDICINE 

Frontier  Village  Drug  Store 

426  Heard  Bldg. 

“Your  Reliable  Neighborhood  Prescription  Pharmacy” 

Phone  2-4884 

1700  N.  Maple  Blvd.  Phone  5-5252 

PHOENIX,  ARIZONA 

Tucsom,  Arizona 
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CAMPBELL  DRUG  COMPANY 

1007  No.  7th 
“Right  Now  Delivery” 

Phone  3-1992 
Phoenix,  Arizona 

EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists  ; 

Phone  4587 
Mesa,  Arizona 

NATIONAL  PHARMACY 

Prescriptions 

Phone  2-2412  340  Ajo  Way 

Tucson,  Arizona 

McDowell 

PRESCRIPTION  CENTER 

Professional  Prescription  Service 
Phones  8-3694-8-3695  312  W.  McDowell  Rd. 

Phoenix,  Arizona 

MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 

McDowell  pharmacy 

545  E.  McDowell  Rd.  Phone  2-3137  - 3-4332 

Phoenix,  Arizona 

SHARPE  & PULLINS 

Prescriptions 
229  E.  Glendale 
Phone  Glendale  298 
Glendale,  Arizona 

MURRAY'S  PHARMACY 

PRESCRIPTION  DRUGGISTS 
Phone  28 
Superior,  Arizona 

Physicians  and  Surgeons  Pharmacy 

PRESCRIPTIONS 

753  E.  McDowell  Road  Phone  4-8434 

Phoenix,  Arizona 

ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  3-3470 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

LAIRD  & DINES 

The  REXALL  Store 

Reliable  Prescription  Service 
Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 

MAC  ALPINE  DRUG  CO. 
The  fiexaJUL  Store 

This  label  is  your  guarantee  of  accurate 
prescription  compounding 

FREE  DELIVERY  PHONE  4-2606 

2303  No.  7th  St.  Phoenix,  Arizona 
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NEUROLOGY  and  PSYCHIATRY 


OTTO  L.  BENDHEIM,  M.D. 

NEUROLOGY  and  PSYCHIATRY 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 


MILTON  H.  ERICKSON,  M.D. 

PSYCHOTHERAPY  AND  PSYCHIATRY 
Certified  by  American  Board  of 
Psychiatry  and  Neurology 


32  West  Cypress  Street 

Phoenix,  Arizona 


Phone  2-4254 


NEUROLOGICAL  SURGERY 


JOHN  A.  EISENBEISS,  M.D. 
F.A.C.S. 

Certified  by  American  Board  of 
Neurological  Surgery 

Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Road 
Phone  4-3151 
Phoenix,  Arizona 


EDWARD  BLANK,  M.D. 

Practice  Limited  Exclusively  To 

Psychiatry  and  Neurology 

733  West  McDowell  Road 
Phoenix 

Hours  by  Appointment 

Phone  2-2294— If  no  answer  call  3-4189 


Plastic  and  Reconstructive  Surgery 


HOWARD  C.  LAWRENCE,  M.D. 

Diplomate  of  the 
American  Board  of  Plastic  Surgery 

709  Professional  Building 
15  E.  Monroe  Street  Phone  8-4101 

Phoenix,  Arizona 


ANESTHESIOLOGY 


LOUISE  BEWERSDORF,  M.D. 
F.  A.  C.  A. 

ANESTHESIOLOGY 

208  West  Glenrosa 
Phone  5-4471  - 3-5101 
Phoenix,  Arizona 


UROLOGY 


MERRIWETHER  L.  DAY, 

M.D. 

F.  A.  C.  S. 

Diplomate  of  The  American 

Board  of  Urology 

LADDIE  L.  STOLFA,  M.D. 

Lois  Grunow  Memorial  Clinic 

926  East  McDowell  Road 

Tel.  4-3674 

Phoenix 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

E.  R.  UPDEGRAFF,  M.D. 

1010  N.  Country  Club  Road 
Telephone  5-2609  Tucson,  Arizona 


PAUL  L.  SINGER,  M.D.,  F.  A.  C.  S. 

DONALD  B.  LEWIS,  M.D. 

Certified  American  Board  of 

UROLOGY 

UROLOGY 

Certified  by  the  American  Board  of  Urology 

1313  N.  Second  Street  Phone  3-1739 

123  So.  Stone  Ave.  Phone  2-7081 

PHOENIX,  ARIZONA 

Tucson,  Arizona 
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UROLOGY— (Cont'd.)  INTERNAL  MEDICINE 


ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the 
American  Board  of  Urology 

808  Professional  Building 
15  East  Monroe  Phone  4-3577 

Phoenix,  Arizona 


J.  REICHERT,  M.D. 

General  Practice 

CARDIO  VASCULAR  DISEASES 
ELECTROCARDIOGRAPHY 

303  West  McDowell  Rd.  Office  Phone  4-7028 
Phoenix,  Arizona 


ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 
1118  Professional  Building 
Phone  4-1078 
Phoenix,  Arizona 


JESSE  D.  HAMER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suit  910  Phoenix 

15  E.  Monroe  St.  Arizona 


FRANK  J.  MILLOY,  M.D. 
F.  A.  C.  P. 

INTERNAL  MEDICINE 

611  Professional  Building 
Phone  4-2171 
Phoenix,  Arizona 


ROBERT  E.  RIDER,  M.D. 

INTERNAL  MEDICINE 
ELECTROCARDIOGRAPHY 

Del  Sol  Hotel  Bldg.  Phone  3-3721 

Yuma,  Arizona 


DANIEL  H.  GOODMAN,  M.D. 

INTERNAL  MEDICINE  CARDIOLOGY 

ELECTRO  CARDIOGRAPHY 

607  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 


KENT  H.  THAYER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
Diplomate  of  the 

American  Board  of  Internal  Medicine 

ROBERT  H.  STEVENS,  M.D. 

INTERNAL  MEDICINE  ALLERGY 

1313  N.  Second  St,  Phone  4-8841 

Phoenix,  Arizona 


JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  Jr.,  M.D. 

Diplomate  of  American  Board  of  Internal  Medicine 
GASTROENTEROLOGY,  GASTROSCOPY 

800  North  First  Avenue  Phone:  4-7245 

PHOENIX,  ARIZONA 


DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 
1850  N.  Laurel  Avenue  — Phone  4-7970 
Phoenix,  Arizona 


72 


Arizona  Medicine 


June,  1952 


PHYSICIANS 

/ 

Dl  RECTORY 

ORTHOPEDIC 

SURGERY 

GEORGE  L.  DIXON,  M.D. 
PHILIP  G.  DERICKSON,  M.D. 

ORTHOPAEDIC  SURGERY 

Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  5-1533 

TUCSON,  ARIZONA 

GEO.  A.  WILLIAMSON,  M.D., 
F.A.C.S. 

LEO  L.  TUVESON,  M.D. 

ORTHOPAEDIC  SURGERY 

800  North  First  Ave.  Telephone  2-2375 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D., 
F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

ROBERT  W.  WEBER.  M.D. 

ORTHOPAEDIC  SURGERY 
1014  N.  Country  Club 
TUCSON,  ARIZONA 

JAMES  LYTTON-SMITH,  M.D. 
RONALD  S.  HAINES,  M.D. 
JOHN  H.  RICKER,  M.D. 
STANFORD  F.  HARTMAN,  M.D. 
EDWARD  W.  McLOONE,  M.D. 

926  East  McDowell  Road 
Phoenix,  Arizona 

HOSPITAL 

WALTER  V.  EDWARDS,  Jr.,  M.D. 

Obstetrics  and  Gynecology 
Lawrence  Memorial  Hospital 
Cottonwood,  Arizona 

H.  B.  LEHMBERG,  M.D. 

J.  T.  O'NEIL,  M.D. 

Casa  Grande  Clinic  Phone  4495 

Casa  Grande,  Arizona 

CHILDREN'S  DISEASES 

WM.  F.  SCHOFFMAN,  M.D. 
CECILIA  H.  SHEMBAB,  M.D. 
JOHN  R.  KEEFREY,  M.D. 

DOCTORS  BUILDING 

316  West  McDowell  Road  Telephone  4-7287 

Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

CLINIC 

NELSON  CLINIC 
D.  E.  NELSON,  M.D. 
C.  J.  BOZZI,  M.D. 

501-505  Fifth  Avenue 
SAFFORD,  ARIZONA 

SUN  VALLEY  CLINIC 

34  North  Macdonald 
MESA.  ARIZONA 
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PROCTOLOGY 

ALLERGY 

WALLACE  M.  MEYER,  M.D. 

E.  A.  GATTERDAM,  M.D. 

PROCTOLOGY 

ALLERGY 

903  Professional  Bldg. 
Phone  2-2822  - 3-4189 
Phoenix,  Arizona 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M.  to  5 P.  M. 
Phoenix,  Arizona 

MALIGNANT  DISEASE 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

JAMES  M.  OVENS,  M.  D. 
F.A.C.S.  F.I.C.S. 

Cancer  and  Allied  Diseases 
608  Professional  Bldg.  Phone  4-1973 

Phoenix,  Arizona 

DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

KENNETH  C.  BAKER,  M.D. 

DERMATOLOGY 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Telephone  3-0602  729  N.  Fourth  Ave. 

Phone  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

Tucson,  Arizona 

PATHOLOGICAL 

LABORATORIES 

THIS  SPACE  FOR  SALE 

Professional  X-ray  and  Clinical 

FOR  INFORMATION  AND  RATES 

Laboratory 

write  to 

Successor  To  ; 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 
Phoenix,  Arizona 
Phone  3-4105 

PHOENIX,  ARIZONA 

R.  LEE  FOSTER,  M.D,  Director 

G.  0.  HARTMAN,  M.D. 

MEDICAL  CENTER  LABORATORY 

PATHOLOGICAL  LABORATORY 

1313  N.  Second  St. 

20  E.  Ochoa  St.  Phone:  3-4861 

Phoenix,  Arizona 

TUCSON,  ARIZONA 

W.  Warner  Watkins,  M.D.,  Director 
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EYE,  EAR,  NOSE 


D.  E.  BRINKERHOFF,  M.D.,  F.A.C.S. 

EAR,  NOSE  AND  THROAT 
Certified  by  American  Board  of  Otolaryngology 

ROBERT  D.  SMITH,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
Lois  Grunow  Memorial  Clinic 
926  E.  McDowell  Rd.  Phone  4-3807 

Phoenix,  Arizona 


SURGERY 


DELBERT  L.  SECRIST,  M.D., 
F.A.C.S. 

123  South  Stone  Avenue 
Tucson.  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 


EDWARD  L.  KETTENBACH,  M.D. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  5-2605 

Tucson,  Arizona 


DUNCAN  G.  GRAHAM,  M.D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

114  West  Pepper  Street 
Mesa,  Arizona 


JOHN  J.  McLOONE,  M.D. 

Diplomate  American  Board  of  Otolarynogology 

OTORHINOLARYNGOLOGY 

BRONCHOESOPHAGOLOGY 

316  West  McDowell  Rd.  — Phone  2-1865 

Phoenix,  Arizona 


and  THROAT 


BERNARD  L.  MELTON,  M.D. 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 


H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.D. 

GENERAL  SURGERY 
Certified  by  the  American  Board  of  Surgery 
800  North  First  Avenue 
Phone  4-7245 
Phoenix,  Arizona 


W.  R.  MANNING,  M.D.,  F.A.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

620  North  Country  Club  Road  Phone  5-2687 

Tucson,  Arizona 


GENERAL  PRACTICE 


FOR  INFORMATION  AND  RATES 
write  to 


ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


M.  G.  FRONSKE,  M.  D. 

GENERAL  PRACTICE 
Phones: 

Office  99;  Residence  155 

10  N.  Leroux  St. 

Flagstaff.  Arizona 
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CHEST  DISEASES  AND  SURGERY 


GEORGE  A.  BOONE,  M.D. 
JAS.  E.  O'HARE,  M.D 

DISEASES  AND  SURGERY  OF  THE  CHEST 
1608  N.  Norton  Telephone  6-2429 

TUCSON,  ARIZONA 


RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 

316  West  McDowell  Road 
Phoenix,  Arizona 


DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

Diplomates  of 

American  Board  of  Radiology 
DIAGNOSTIC  ROENTGENOLOGY 

23  East  Ochoa 
Tucson 


R.  LEE  FOSTER,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  3-4105  Phoenix,  Arizona 


JOHN  W.  KENNEDY,  M.D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  3-4105  Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


W.  WARNER  WATKINS,  M.D. 

F.A.C.P.,  F.A.C.R. 

(Diplomate  in  Radiology) 

Diagnostic  Roentgenology,  X-Ray  and  Radium 
Therapy 

Medical  Center  Laboratory 
1313  N.  Second  St.,  Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D., 
F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

801  North  Second  Ave. 

Telephone  3-4179 
Phoenix,  Arizona 


DOUGLAS  D.  GAIN,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Certified  in 

X-RAY  THERAPY  AND  DIAGNOSIS 
RADIUM  THERAPY 

MEMORIAL  HOSPITAL 
Phoenix,  Arizona 

1200  South  Fifth  Avenue  — Ph.  4-7336 


OBSTETRICS  and  GYNECOLOGY 


HARRY  J. 

FELCH,  M.D. 

Physician  and  Surgeon 

Residence 

Office 

325  W.  Granada 

703  Professional  Bldg. 

Phoenix,  Arizona 

15  E.  Monroe  Street 

Residence  3-1151 

Office  3-1151 
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THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.D.,  F.A.C.S.  ALVIN  L.  SWENSON,  M.D. 

RAY  FIFE,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.D. 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  govemmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER.  M.D. 

Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 

Phoenix,  Arizona 

RALPH  H.  FULLER.  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN,  M.D. 

20  East  Ochoa  Street 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

Tucson  Medical  Center 
Tucson,  Arizona 


MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

LOREL  A.  STAPLEY,  M.D. 

425  N.  4th  Street 
Phoenix,  Arizona 

O.  O.  WILLIAMS,  M.D. 

425  North  Fourth  Street 
Phoenix,  Arizona 

HAROLD  WOOD.  M.D. 

1130  N.  Central  Ave. 

Phoenix,  Arizona 


RADIOLOGY 

TUCSON  TUMOR  INSTITUTE 


LUDWIG  LINDBERG.  M.D.  JAMES  H.  WEST,  M.D.,  F.A.C.R. 

Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 


721  North  4th  Ave. 


TUCSON,  ARIZONA 
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Proving  ground 
. . . in  vivo 


Experimental  pharmacology 
is  the  foundation  of  rational 
therapeutics.  Through  such 
experimentation,  empiricism 
has  been  replaced  by  definite 
knowledge  of  how  a given 
drug  acts.  The  Division 
of  Pharmacology  of  the  Lilly 
Research  Laboratories  is  equipped 
and  staffed  to  study  and  evaluate 
new  therapeutic  agents. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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BENADRYL  (diphenhydramine  hydrochloride,  Parke-Davis) 
gives  rapid  — and  sustained  — relief  to  patients  distressed  by 
hay  fever  symptoms.  By  alleviating  sneezing,  nasal  discharge, 
lacrimation,  and  itching,  this  outstanding  antihistaminic  has 
enabled  many  thousands  of  patients  to  pass  hay  fever  seasons 
in  comfort. 

BENADRYL  S reputation  stems  from  its  clinical  performance. 
Each  year,  as  the  pollen  count  rises,  the  benefits  derived  from 
this  effective  antihistaminic  are  further  emphasized.  BENADRYL 
Hydrochloride  is  available  in  a variety  of  forms  — including 
Kapseals®,  50  mg.  each;  Capsules,  25  mg.  each;  Elixir,  10  mg. 
per  teaspoonful;  and  Steri-Vials®,  10  mg.  per  cc.  for  paren- 
teral therapy. 
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MEAT. ..and  the  Cholesterol 

Content  of  the  Diet 


An  essential  constituent  of  human  tissue,  contributing  to  the  normal 
functioning  of  all  cells,  cholesterol  has  been  widely  discussed  as  a factor  in 
the  etiology  of  atherosclerosis.  Yet  this  lipid  is  required  in  many  metabolic 
processes,  and,  furthermore,  evidence  is  lacking  that  withholding  cholesterol 
from  the  dietary  is  effective  in  preventing  atherosclerosis. 

In  a recent  plea  for  a return  to  the  basic  fundamentals  of  nutrition  in  the 
prophylaxis  of  atherosclerosis,  it  was  emphasized  that  to  eliminate  cholesterol 
from  the  diet  would  mean  to  eliminate  such  animal  foods  as  meat,  milk, 
eggs,  etc.*  However,  nutritionists  are  unanimous  in  asserting  that  these 
protective  foods  contain  basic  essential  nutrients  required  for  good  nutri- 
tion and  that  to  deny  them  would  be  "equivalent  to  the  negation  of 
practically  all  that  nutrition  science  has  taught  us  in  the  past.’’ 

According  to  these  authors,*  elimination  of  animal  foods  from  the  diet 
to  prevent  the  development  of  atherosclerosis  is  unjustified  on  the  basis  of 
present  day  knowledge.  They  state  that  "there  certainly  is  no  evidence  that 
meatless,  milkless,  and  eggless  diets  should  be  recommended  as  desirable 
to  the  general  public.” 

Meat,  America’s  favorite  protein  food,  always  has  been  and  continues 
to  be  an  important  dietary  source  of  biologically  complete  protein,  B vita- 
mins, and  iron.  Few  indeed  are  the  conditions  in  which  its  use  must  be 
interdicted. 


‘Hegsted,  D.  M.;  Mann,  G.  V.,  and  Stare,  F.  J. : Comments  on  Cholesterol,  Editorial,  Postgrad. 
Med.  11: 454  (May)  1952. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago. ..Members  Throughout  the  United  States 
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ARIZONA  MEDICINE 

Journal  of  ARIZONA  MEDICAL  ASSOCIATION 


Vol.  9,  No.  7 


JULY,  1952 


TABLE  OF  CONTENTS 

OFFICERS 


ARIZONA  MEDICAL  DIRECTORY  4 

WOMAN’S  AUXILIARY  DIRECTORY  4 

ORIGINAL  ARTICLES 

ADENOMA  OF  THE  ISLETS  OF  LANGERHANS  23 

Drs.  M.  Govostis,  O.  F.  Bonnett,  Jr.,  and  J.  Van  Prohaska,  Chicago,  Illinois 

PERIODIC  PARALYSIS  ASSOCIATED  WITH  EXOPHTHALMIC  GOITER  26 

H.  D.  Cogswell,  M.  D.  and  L.  E.  Beaton,  M.  D.,  Tucson,  Arizona 

SUDDEN  DEATHS  IN  INFANTS  29 

John  Emmett,  M.  D.,  Atlanta,  Georgia  and  Maurice  Rosenthal,  M.  D.,  Phoenix,  Arizona 

LETTERER-SIWE  DISEASE  32 

Robert  H.  Snapp,  M.  D.,  Phoenix,  Arizona 

BASIC  SCIENCE  SEMINAR 

BLOOD  COAGULATION  34 

Robert  P.  Waldmann,  M.  D.,  Tucson,  Arizona 

MEDICAL  PROBLEMS 

PHOENIX  CLINICAL  CLUB  40 

THE  SECRETARY'S  MESSAGE 

A.  M.  A.  IN  CHICAGO  48 

EDITORIAL 

PAIN  49 

TOPICS  OF  CURRENT  MEDICAL  INTEREST 

RX,  DX,  AND  DRS  51 

Guillermo  Osier,  M.  D. 

BOOK  REVIEWS  50 

ANNUAL  REPORT  OF  THE  PROFESSIONAL  BOARD,  ARIZONA  MEDICAL 

ASSOCIATION  INC 52 

D.  W.  Melick,  M.  D.,  Phoenix,  Arizona 

AMERICAN  COLLEGE  OF  ALLERGISTS  57 

WOMAN'S  AUXILIARY 

CONVENTION  REPORT  OF  THE  PRESIDENT  58 

Mrs  Royal  Rudolph,  Tucson,  Arizona 

DIRECTORY 

SANATORIUM  DIRECTORY  60 

DRUGGISTS  DIRECTORY  63 

PHYSICIANS’  DIRECTORY  66 


Published  monthly  by  the  Arizona  Medical  Association.  Business  office  at  426  Heard  Building,  Phoenix, 
Arizona.  Subscription  S3. 00  a year,  single  copy  25c.  Entered  as  second  class  matter  March  1,  1921,  at 
Postoffice  at  Phoenix,  Arizona,  Act  of  March  3,  1879. 


4 


Arizona  Medicine 


July,  1952 


Directory 


THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
Organized  1892  541  SECURITY  BUILDING 

244  NORTH  CENTRAL  AVE  , PHOENIX,  ARIZONA 

OFFICERS  AND  COUNCIL 

Thomas  H.  Bate,  M.D President 

15  East  Monroe,  Phoenix,  Arizona 

Edward  M.  Hayden,  M.D President-Elect 

1603  N.  Tucson  Boulevard,  Tucson,  Arizona 

Oscar  W.  Thoeny,  M.D Vice-President 

1313  N.  2nd  Street,  Phoenix,  Arizona 

Frank  J.  Milloy,  M.D Secretary 

15  East  Monroe,  Phoenix,  Arizona 

Clarence  E.  Yount,  Jr.,  M.D Treasurer 

P.  O.  Box  1626,  Prescott,  Arizona 

Harry  E.  Thompson,  M.D Speaker  of  House 

435  N.  Tucson  Boulevard,  Tucson,  Arizona 

Jesse  D.  Hamer,  M.D Delegate  to  AMA 

15  East  Monroe,  Phoenix,  Arizona 

Robert  E.  Hastings,  M.D Alternate-Delegate  to  AMA 

1014  N.  Country  Club  Road,  Tucson,  Arizona 

Frank  J.  Milloy,  M.D Editor-In-Chief 

15  East  Monroe,  Phoenix,  Arizona 

DISTRICT  COUNCILORS 

David  C.  James,  M.D Central  District 

15  East  Monroe,  Phoenix,  Arizona 

Dermont  W.  Melick,  M.D Central  District 

15  East  Monroe,  Phoenix,  Arizona 

Leslie  B.  Smith,  M.D Central  District 

926  East  McDowell  Road,  Phoenix,  Arizona 

Herbert  B.  Potthoff,  M.D.  Northeastern  District 

P.  O.  Box  128,  Holbrook,  Arizona 

Ernest  A.  Born,  M.D Northwestern  District 

107  North  Cortez,  Prescott,  Arizona 

Donald  E.  Nelson,  M.D Southeastern  District 

509  — 5th  Avenue,  Safford,  Arizona 

Wilkins  R.  Manning,  M.D Southern  District 

620  N.  Country  Club  Road,  Tucson,  Arizona 

Royal  W.  Rudolph,  M.D Southern  District 

1627  N.  Tucson  Boulevard,  Tucson,  Arizona 

Abe  I.  Podolsky,  M.D Southwestern  District 

1601  — 5th  Avenue,  Yuma,  Arizona 

COUNCILOR  AT  LARGE 

Harry  T.  Southworth,  M.D Past  President 

P.  O.  Box  788,  Prescott,  Arizona 

BOARDS 

PROFESSIONAL:  Dermont  W.  Melick,  M.  D.,  Phoenix;  Ernest 
A.  Born,  M.  D.,  Prescott;  Edward  H.  Bregman,  M.  D., 
Phoenix;  Roscoe  A.  Gutekunst,  M.  D.,  Phoenix;  Elvie  B. 
Jolley,  M.  D.,  Bisbee;  Joseph  M.  Kinkade,  M.  D.,  Tucson; 
Charles  E.  Van  Epps,  M.  D.,  Phoenix;  George  A.  Williamson, 
M.  D.,  Phoen  x. 

PUBLIC  RELATIONS;  Howard  C.  Lawrence,  M.  D.,  Phoenix; 
Donald  F.  DeMarse,  M.  D.,  Holbrook;  Walter  V.  Edwards, 
M.  D.,  Cottonwood;  Robert  M.  Matts,  M.  D.,  Yuma;  Paul 
W.  McCracken,  M.  D.,  Phoenix;  William  B.  Steen,  M.  D., 
Tucson. 

STANDING  COMMITTEES 

GRIEVANCE:  Harry  T.  Southworth,  M.  D.,  Prescott;  Lindsay  E. 
Beaton,  M.  D.,  Tucson;  Preston  T.  Brown,  M.  D.,  Phoenix; 
Arthur  C.  Carlson,  M.  D.,  Phoenix;  Harry  E.  Thompson, 
M.  D.,  Tucson;  Otto  E.  LUzinger,  M.  D.,  Ray. 

HISTORY  & OBITUARIES:  Hal  W.  Rice,  M.  D.,  Tucson; 

Harold  W.  Kohl,  M.  D.,  Tucson;  Frank  J.  Milloy,  M.  D., 
Phoenix;  W.  Warner  Watkins,  M.  D.,  Phoenix. 
INDUSTRIAL  RELATIONS:  John  R.  Schwartzmann,  M.  D., 
Tucson;  Carl  H.  Gans,  M.  D.,  Morenci;  Ronald  S.  Haines, 
M.  D.,  Phoenix;  William  B.  McGrath,  M.  D.,  Phoenix; 
Zenas  B.  Noon,  M.  D.,  Nogales. 

LEGISLATION:  Jesse  D.  Hamer,  M.  D.,  Phoenix;  Walter  Brazie, 
M.  D.,  Kingman;  Martin  G.  Fronske,  M.  D.,  Flagstaff; 
Juan  S.  Gonzales,  M.  D.,  Nogales;  Charles  B.  Huestis,  M.  D., 
Hayden;  Frederick  W.  Knight,  M.  D.,  Safford;  Charles 
H.  Laugharn,  M.  D.,  Morenci;  Harry  B.  Lehmberg,  M.  D., 
Casa  Grande;  Claude  H.  Peterson,  M.  D.,  Winslow;  Robert 
E.  Rider,  M.  D.,  Yuma;  Reed  D.  Shupe,  M.  D.,  Phoenix; 
William  B.  Steen,  M.  D.,  Tucson 
MEDICAL  DEFENSE:  O.  E.  Utzinger,  M.  D.,  Ray;  Ernest  A. 

Born,  M.  D.,  Prescott;  Preston  T.  Brown,  M.  D.,  Phoenix. 
MEDICAL  ECONOMICS:  Hilary  D.  Ketcherside,  M.  D.,  Phoenix; 
Edward  M.  Hayden,  M.  D.,  Tucson;  Hugh  C.  Thompson, 
M.  D.,  Tucson. 

PUBLISHING:  R.  Lee  Foster,  M.  D.,  Phoenix;  Carroll  C. 

Creighton,  M.  D.,  Flagstaff;  Frank  J.  Milloy,  M.  D., 
Phoenix;  Donald  E.  Nelson,  M.  D.,  Safford. 

SCIENTIFIC  ASSEMBLY:  Edward  M.  Hayden,  M.  D.,  Tucson; 
Joseph  Bank,  M.  D.,  Phoenix;  Oscar  W.  Thoeny,  M.  D., 
Phoenix. 


Woman's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1952  - 1953 


President Mrs.  W.  F.  Schoffman 

36  North  Country  Club  Drive,  Phoenix 

President  Elect Mrs.  George  S.  Enfield 

335  West  Cambridge,  Phoenix 

Vice-Pres.  1st  (organization)  Mrs.  Brick  Storts 

El  Encanto  Estates,  Tucson 

Vice-Pres.  2nd  (Program) Mrs.  Hugh  Thompson 

135  Palomar  Drive,  Tucson 

Treasurer Mrs.  R.  Lee  Foster 

2215  North  11th  Avenue,  Phoenix 

Recording  Secretary Mrs.  Louis  Hirsch 

Rt.  6,  Box  710,  Tucson 

Corresponding  Secretary Mrs.  L.  L.  Tuveson 

346  West  LaMar  Rd.,  Phoenix 

Director  1 Yr Mrs.  J.  H.  Allen 

829  Country  Club  Drive,  Prescott 

Director  1 Yr Mrs.  R.  W.  Rudolph 

Hiawatha  Bldg.,  Apt.  27,  331  S.  Alvernon  Way,  Tucson 

Director  2 Yr Mrs.  T.  C.  Harper 

175  South  3rd  Street,  Globe 

Bulletin Mrs.  Hiram  Cochran 

2716  East  4th  St.,  Tucson 

Civil  Defense  Mrs.  Jackman  Pyre 

4141  East  Kilmer,  Tucson 

Finance Mrs.  Paul  S.  Causey 

38  West  Camelback  Rd.,  Phoenix 

Health  Education Mrs.  Roy  E.  Hewitt 

130  Camino  Miramonte,  Tucson 

Historian Mrs.  C.  Selby  Mills 

148  West  Rose  Lane,  Phoenix 

Legislation Mrs.  George  A.  Williamson 

537  West  Rose  Lane,  Phoenix 

Parliamentarian Mrs.  V.  G.  Presson 

1317  North  Stone,  Tucson 

Publicity Mrs.  John  R.  Green 

2221  North  40th  Street,  Phoenix 

Public  Relations Mrs.  J.  K.  Bennett 

2325  East  3rd  Street,  Tucson 

Revisions Mrs.  Delbert  Secrist 

2527  East  3rd  St.,  Tucson 

State  Nurses  Loan  Fund Mrs.  Carlos  C.  Craig 

727  Encanto  Drive  SE,  Phoenix 

Today’s  Health Mrs.  Paul  Jarrett 

501  East  Pasadena,  Phoenix 


COUNTY  AUXILIARY  PRESIDENTS  FOR  1952-1953 


Gila Mrs.  I.  E.  Harris 

Box  1296,  Miami 

Graham Mrs.  Frederick  Knight 

Safford 


Maricopa Mrs.  Archie  E.  Cruthirds 

60  East  Country  Club  Drive,  Phoenix 

Pima Mrs.  Hollis  H.  Brainard 

328  North  Country  Club  Rd.,  Tucson 

Pinal Mrs.  J.  B.  Tucker 

Box  1042,  Casa  Grande 

Yavapai Mrs.  Joseph  P.  McNally 

Prescott 


Yuma 


Mrs.  Charles  S.  Powell 

698  9th  Avenue,  Yuma 


. . .particularly 

beneficial 

in  the  treatment 

°f 

hay  fever. 


Because  CELOR -TRIM  ETON®  maleate, 
chlorprophenpyridamine  maleate,  has  the 
greatest  potency  milligram  for  milligram 
of  any  available  antihistamine,  and 
because  “Chlor-Trimeton  has  a relatively  low 
incidence  of  side  reactions,”2  it  is  a drug 
of  choice  for  hay  fever  patients. 

CHLOR -TRIMETON 

maleate 


1.  Silbert,  N.  E. : New  England 
J.  Med.  242:931,  1950. 

2.  Eisenstadt,  W.  S. : Journal 
Lancet  70: 26.  1950. 


CORPORATION 

BLOOMFIELD.  NEW  JERSEY 
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ACCIDENT  HOSPITAL  SICKNESS 

INSURANCE 


For  Physicians,  Surgeons,  Dentists  Exclusively 


HOSPITAL  BENEFITS 


Single 

Double 

Triple 

60  days  in  Hospital 

10.00  per  day 

15.00  per  day 

30  days  of  Nurse  at  Home  

10.00  per  day 

15.00  per  day 

Laboratory  Fees  in  Hospital  

5.00 

10.00 

15.00 

Operating  Room  in  Hospital  

10.00 

20.00 

30.00 

Anesthetic  in  Hospital  

10.00 

20.00 

30.00 

X-Ray  in  Hospital  

10.00 

20.00 

30.00 

Medicines  in  Hospital 

10.00 

20.00 

30.00 

Ambulance  to  or  from  Hospital  

10.00 

20.00 

30.00 

DISABILITY  COSTS 

(Quarterly) 

Adult  • • • • 

2.50 

5.00 

7.50 

Child  to  age  19 

1.50 

3.00 

4.50 

Quadruple 

20.00  per  day 

20.00  per  day 

20.00 

40.00 

40.00 

40.00 

40.00 

40.00 


10.00 

6.00 


$5,000  accidental  death  Quarterly  $8.00 

$25  weekly  indemnity,  accident  and  sickness 


$10,000  accidental  death  Quarterly  $16.00 

$50  weekly  indemnity,  accident  and  sickness 


$15,000  accidental  death  Quarterly  $24.00 

$75  weekly  indemnity,  accident  and  sickness 


$20,000  accidental  death  Quarterly  $32.00 

$100  weekly  indemnity,  accident  and  sickness 


COST  HAS  NEVER  EXCEEDED  AMOUNTS  SHOWN 

$4,000,000.00  PHYSICIANS  CASUALTY  ASSOCIATION  $18,700,000.00 

INVESTED  ASSETS  PHYSICIANS  HEALTH  ASSOCIATION  PAID  FOR  CLAIMS 

50  years  under  the  same  management 

400  First  National  Bank  Building  Omaha  2,  Nebraska 

$200,000.00  deposited  with  State  of  Nebraska  for  protection  of  our  members 


MEDICAL  STAFF 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Director 
CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.,  Associate  Director 
ETHEL  FANSON,  M D.  CARLOS  F.  SACASA,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HERBERT  A.  DUNCAN,  M.D. 
KENNETH  P.  NASH,  M.D. 


PASADENA,  CALIFORNIA 


MtyC€4Z€t4-- 


ITARIUM 


CHARLES  DICKENS 
1812-1870 


Scene  from  "Oliver  Twist" 


o|  (owM 

Charles  Dickens,  the  renowned  British  novelist,  was  subject  to 
cyclic  moods  of  pronounced  depression  characterized  by  intense 
nervous  irritability  and  by  the  shedding  of  tears  all  day  long.  He 
was  exceedingly  sensitive  to  his  own  experiences  as  well  as  to  the 
suffering  of  others. 


In  the  great  majority  of  psychoneurotics,  there  is  no  serious  mental  illness,  but 
merely  an  emotional  imbalance  which  often  can  be  greatly  improved  by  proper 
psychotherapeutic  and  sedative  management.  In  the  treatment  of  psychoneurosis, 
particularly  agitated,  depressed  and  anxiety  states,  Mebaral  is  preferred  by  many 
because  it  combines  a high  degree  of  sedative  effectiveness  — producing  emotional 
stability  — with  a relative  freedom  from  side  effects  such  as  languor  and  drowsiness. 
Patients  usually  become  calmer,  more  cheerfuPand  better  adjusted  to  their  surround- 
ings without  clouding  of  mental  faculties. 

Average  sedative  dose: 


Adults,  32  mg.  to  0.1  Gm.  (14  to  114  grains) 
three  or  four  times  daily; 
children,  16  to  32  mg.  (14  to  14  grain) 
three  or  four  times  daily. 

Supplied  in  tablets  of  32  mg., 

0.1  Gm.  and  0.2  Gm. 


EFFECTIVE  ANTIEPILEPTIC 


tasteless 


Mebaral.  trademark  rcg.  U.  S.  & Canada,  brand  of  mephobarbital 
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NEW  5 -mg.  Tablets  of 


Cortm 


RHEUMATOID  ARTHRITIS 


ADDISON’S  DISEASE 


ADRENOGENITAL  SYNDROME 


For  accurate  adjustment  of 
Maintenance  Dosage  and 
for  therapy  in  conditions 
responding  to  Low  Dosage 

Advantages  of  5-mg.  Tablets 

FLEXIBILITY— 

Used  alone  or  in  conjunction  with  the 
25-mg.  tablets,  the  new  5-mg.  tablets  afford 
greater  flexibility  in  adjusting  dosage  to 
the  individual  patient’s  requirements. 
Fluctuations  in  the  natural  course  of  rheu- 
matoid arthritis  may  be  better  controlled. 

ACCURACY— 

Permit  more  accurate  establishment  of 
minimum  maintenance  doses,  thus  con- 
trolling symptoms  more  closely  and  further 
minimizing  the  incidence  of  undesirable 
physiologic  effects. 

ECONOMY— 

Prevent  waste  of  Cortone  by  more  exact 
correlation  between  requirement  and  dosage. 

Literature  on  Request 


Corton e* 

ACETATE 

(CORTISONE  ACETATE,  Merck) 


FOLLOWING  BILATERAL 
ADRENALECTOMY 


♦Cortone  is  the  registered  trade-mark  of 
Merck  & Co .,  Inc.  for  its  brand  of  cortisone. 
This  substance  was  first  made  available  to 
the  world  by  Merck  research  and  production. 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY,  NEW  JERSEY 
In  Canada:  MERCK  & CO.  Li m ited  - Montreal 
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The  MF-49,  adaptable  to  all  recognized  diathermy  technics,  is  illus- 
trated here  with  the  contour  applicator.  Air-spaced  electrodes, 
induction  cable,  and  electrodes  for  cuff  technic  can  also  be  used. 
A smooth  current  is  provided  for  minor  electrosurgery. 


Accepted  by  the  A.M.A.  Council  on  Physical  Medicine  and  Re- 
habilitation, the  Federal  Communications  Commission  and  the 
Underwriters  Laboratories^ 


The 


MF-49 

V ^ UNIVERSAL  DIATHERMY 


Let  us  send  you  literature,  including  prices.  Just  jot 
down  "MF-49”  on  your  card  or  letterhead,  and  mail 
to  — 


Distributed  in  Arizona  by 


STANDARD  SURGICAL  SUPPLY 

PHOENIX  TUCSON 

710  N.  First  Street  809  E.  Broadway 
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Reduction  of  Simple  Fractures 

In  the  reduction  of  simple  fractures,  Wydase  added  to  a local 
anesthetic  solution*: 

1.  Hastens  onset  of  anesthesia 

2.  Promotes  wide  diffusion  of  injected  anesthetic 

3.  Reduces  swelling,  thus  permitting  snug-fitting  cast 

Supplied:  Vials  of  150  and  1500  turbidity-reducing  (TR)  units. 

*150  TR  units  when  added  to  25  cc.  of  anesthetic  usually  suffices.  See  package  circular. 


Lyophilized 


WYDASE 


H y a I u r o n i d a s e Wyeth 


Incorporated  • Philadelphia  2,  Pa. 
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Doctor, 
be  your  own 
judge . . . 
try  this 
simple  test 


With  so  many  claims 
made  in  cigarette  adver- 
tising, you.  Doctor,  no 
doubt  prefer  to  judge  for 
yourself.  So  won't  you 
make  this  simple  test? 


Take  a PHILIP  MORRIS  and  any  other  cigarette 


1.  Light  up  either  one  first,  l ake  a puff  — get  a good  mouthful  of  smoke 
— and  s-l-o-w-l-y  let  the  smoke  come  directly  through  your  nose. 

2.  Now,  do  exactly  the  same  thing  with  the  other  cigarette. 

You  will  notice  a distinct  difference  between 

PHILIP  MORRIS  and  any  other  leading  brand. 

Philip  Morris 

Philip  Morris  & Co.  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 
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Highly  effective  • Well  tolerated  • Imparts  a feeling  of  well-being 


also  known  as  Conjugated  Estrogens  (equine) 


AYERST,  McKENNA  & HARRISON  Limited  • New  York,  N.  Y.  • Montreal,  Canada 
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LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 

Information  and  circulars  upon  request.  CITY  OFFICES' 

Address:  O.  B.  JENSEN,  M.D. 

Superintendent  and  Medical  Director  San  FRANCISCO  OAKLAND 

Livermore,  California  450  Sutter  Street  1624  Franklin  Street 

Telephone  313  GArfield  1-5040  GLencourt  1-5988 


SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES. 


PHOENIX  TUCSON  EL  PASO 


vital 

capacity 

before 

Orthoxine 


capacity 

after 

treatment 


Is  there  a sympathomimetic  agent 
that  will  give  relief  from  asthma  without 
causing  vasopressor  and  psychomotor 
stimulation? 

Orthoxine  Hydrochloride  provides 
bronchodilatation  with  minimal  vaso- 
pressor and  psychomotor  stimulation.  By 
modifying  the  configuration  of  a sym- 
pathomimetic amine  molecule,  the  action 
of  Orthoxine  has  been  centered  mainly 
upon  bronchodilatation,  thereby  mini- 
mizing side-effects  arising  from  vasopres- 
sor or  psychomotor-stimulating  activity. 


/ 'X  i 


n :rx 


* 


Vy  ; ( H . v X. . 

HYDROCHLORIDE 
SR  AN  O OF  METHOXYPHENAMINE 


Bottles  of  100  and  500  tablets. 

Orthoxine  Hydrochloride  (100  mg.)  tablets 
contain  beta( ortho-methoxyphenyl)-isopro- 
pyl-methylamine  hydrochloride,  a broncho- 
dilator  and  antispasmodic. 

For  Adults:  Vt  to  1 tablet  (50  to  100  mg.) 

For  Children:  half  the  dose 
For  Both:  Repeat  every  5 to  4 hours  as  re- 
quired 

* Trademark,  Reg.  U.  S.  Pat,  Off. 


Medicine  . . . Produced  with  care . . . Designed  for  health 


T HE!  UPJOHN  COMPANY,  KALAMAZOO.  MICHIGAN 


new  convenience 


in  broad-spectrum  therapy 


( 


Easily  swallowed,  sugar-coated  Terramycin 
Tablets  introduce  new  flexibility  in  prolonged 

courses  of  administration  and  are  particularly 
suited  to  effective,  well  tolerated  therapy  among 

patients  preferring  tablets  to  other  oral  forms. 

Supplied : 250  mg.  tablets , bottles  of  16  and  100; 

100  mg.  and  50  mg.  tablets , bottles  of  25  and  10 


ANTIBIOTIC  DIVISION,  C H A S.  PFIZER  & CO.,  INC. 

Brooklyn  6,  N.  Y. 


CRYSTALLINE 


AMPHOTERIC 


tablets 


tLD’S  LARGEST  PRODUCER  OF  ANTIBIOTICS 
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General  Electric  announces... 
a new,  improved  Inductotherm 


• Provision  for  three  types  of  electrodes  — 
contour,  cable  and  air-spaced. 

• Surgical  facilities,  now  an  integral  part  of 
the  unit,  for  all  medium  and  light  technics. 

Ask  your  GE  x-ray  representative  for  all 
the  facts  on  the  Model  F,  the  Inductotherm 
apparatus  that  j/tlly  meets  today's  needs. 

GENERAL^  electric 


The  product  of  complete  restyling  and  re- 
designing, General  Electric’s  new  Model  F 
Inductotherm  meets  every  requirement  for 
modern  diathermy  technics.  More  than  hand- 
some appearance,  this  scientific  development 
offers  advanced  features  like  these: 


• Absolute  crystal  control  limits  variation 
from  approved  frequency  to  less  than  0 05%. 

• Over  200  watt  output  — for  most  efficient 
utilization  of  induction  heating  methods. 


Direct  Factory  Branch:  821  West  Adams,  PHOENIX 
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right  through  the  menopause 


ON  ORAL  ESTROGEN  THERAPY 
THAT  IMPARTS  NO  ODOR, 

NO  TASTE,  NO  AFTERTASTE 

Pirst,  explain  away  her  fears  of  the  transition  and 
assure  her  you  can  relieve  her  physical  symptoms.  Then, 
to  prove  your  point,  prescribe  Sulestrex.  Newest 
advance  in  the  field,  Sulestrex  is  as  effective 
estrogen  therapy  as  science  has  yet  created.  It  is 
a pure  estrone  salt,  stable  and  reproducible. 

There  are  no  urinaceous  ingredients  to 
taint  her  breath  or  perspiration,  even 
when  therapy  is  intense,  prolonged. 

From  two  recent  reports: 

".  . . a potent  and  effective 
oral  estrogen  with  an  extremely 
loic  incidence  of  nausea.''1 

. . all  patients  noted  a marked  sense  of 
well-being , and  commented  on  their  ability  to 
resume  normal  activity  with  amazing  vigor. 

Other  studies  have  shown  that  you  can  expect 
constant,  predictable  results  with  Sulestrex  with 
relatively  few  side-effects.  Try  this  effective,  esthetic 
therapy  on  your  next  menopausal  patient.  Available 
at  all  pharmacies  in  0.75-,  1.5-  and  3-mg.  grooved 
tablets.  Send  for  literature.  Abbott  ft  nj)  < . 
Laboratories,  North  Chicago,  Illinois.  VAATUTyLC 


1 . Perlojf,  Wm.  II.  (1951),  Treatment  of  the 
Menopause.  II.  American  J.  Obst.  ft  Gy  nee. , 
61:670,  March.  2.  Reich,  W.J.,  el  at.  (1951), 
A Recent  Advance  in  Estrogen  Therapy.  I. 
American  J.  Obst.  ft  Gynec.,  62-7i27,  August. 


( P I P E R A Z I N 


Piperazine  tablets 


SULFATE,  ABBOTT! 
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Prescription  . . . 

Insured  Safety 


A 


ARIZONA'S  OLDEST  AND  LARGEST  SAVINGS  ANO  LOAN 


FIRST  FEDERAL 

C-SAVIMGSw/..,., 

V==”J JOSEPH  G.  RICE,  CHAIRMAN  OF  THE  BOARD  AND  PRESIDENT 
30  W.  Adorns  St.,  Phoenix  • Oronge  ot  Fourth  Ave.,  Yuma 


ACCOUNTS  INSURED 

by  (lie  Forf»fot  Saving*  & Loon  Intyronce  Corporoti< 


3311  North  Central  Ave.,  Phoenix 
Plenty  of  Free  Parking 


Rainbow  'lAJater 


A constantly  reliable  bottled  water  . . . 
Pure  . . . Fresh  . . . Naturally  Soft 
Untreated  . . . Sterilized  Equipment 
Delivered.  Also  Distilled  Water. 


PHONE  2-4645 


RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 


MILLAM  & WIKLE 

STATIONERS 

Phone  3-0888 
22  East  Monroe 
Phoenix 

STATIONERY 

OFFICE  SUPPLIES 

OFFICE  EQUIPMENT 


WHEN  AN  ORTHOPEDIC 
MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 
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yet  as  acceptable  to  the  patient 
as  a tasty  milk  shake 


When  the  protein  intake  must  be  increased  beyond  the  amount  an  accept- 
able diet  can  supply,  H.P.  S.  proves  especially  valuable.  Providing  60% 
protein,  1.5%  fat,  and  27%  carbohydrate,  it  makes  a delightful  beverage  with 
water  or  milk,  readily  acceptable  to  the  patient  even  when  anorexia  prevails. 


Prepared  with  water  according  to  directions  (6  oz.  water,  114  oz.  H.P  S.  §**&/'), 
three  servings  daily  furnish  77  Gm.  of  biologically  complete  protein.  When 
skim  milk  or  whole  milk  is  used  instead  of  water,  three  servings  provide  96 
Gm.  or  95  Gm.  of  protein  respectively. 

H.  P S.  is  processed  from  milk  protein  concentrate,  soy  protein,  whole 
egg  powder,  powdered  sugar  and  flavoring.  Its  proteins  are  intact;  hence  it  is 
not  burdened  by  objectionable  odor.  Valuable  for  use  when  whole  protein  can 
be  utilized,  H P.  S.  may  be  indicated  in  the  dietary  management  of  under- 
nutrition, peptic  ulcer,  hepatitis,  chronic  diarrheal  states,  pregnancy  and 
lactation,  and  following  burns  and  other  injuries  which  raise  the  protein  needs. 
Caloric  equivalent,  3.6  per  Gm.,  102  per  ounce. 


SMITH-DORSEY  • Lincoln,  Nebraska  a Division  of  the  wander  company 


H.P.  S.^r^ 

supplied  in  1 lb. 
and  4 lb.  tins. 


PRE  PA  RATION 
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as  an  antihistaminic  agent 


eikzanrnn€is 

unsurpassed 


in  allergic  rhinitis 
in  urticaria 
in  serum  sickness 
in  angioneurotic  edema 
in  drug  reaction 


^ maximum 


relief 


with 


minimal  side  effects 


Pyribenzamine  (brand  of  tripelennamine)  hydrochloride 


Ciba 


Summit,  N.  J. 


2/1728M 
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ADENOMA  OF  THE  ISLETS  OF  LANGERHANS:  A CASE  REPORT 

Michael  C.  Govostis,  M.  D.,  Orville  F.  Bonnett,  Jr.,  M.  D. 
and  John  Van  Prohaska,  M.  D. 

Chicago,  Illinois 


It  is  worthy  of  note  that  since  1927,  when 
Wilder  first  reported  an  islet  cell  tumor  of  the 
pancreas,  there  have  been  approximately  300 
cases  (1,  3,  4,  6,  7)  recorded  in  the  literature. 
Microscopically  many  of  these  tumors  do  not  fall 
into  classifications  of  benign  or  malignant,  but 
are  reported  by  various  pathologists  as  ques- 
tionably malignant.  This  is  of  paramount  im- 
portance to  the  surgeon.  In  some  cases  a malig- 
nant tumor  situated  in  the  pancreas  requires 
the  radical  operative  procedure  of  pancreatico- 
duodenectomy, providing  of  course,  that  it  has 
not  already  metastasized.  The  magnitude  of 
this  procedure  prevents  its  execution  for  a be- 
nign adenoma. 

Some  of  the  tumors  reported  as  questionably 
malignant  have  pursued  the  post-operative  course 
of  a benign  neoplasm  (2,  5,  8).  The  impres- 
sion gained  from  a survey  of  the  literature  is 
that  the  criteria  for  malignancy  has  not  been 
clearly  defined  in  this  type  of  tumor.  Our  own 
case  adds  another  instance  of  an  islet  cell  tumor 
which  microscopically  presented  evidence  of 
invasion,  but  grossly  appeared  benign  and  sub- 
sequently has  behaved  as  such. 

E.  P.,  a 38-year-old  housewife,  of  German 
birth,  was  admitted  to  the  Chicago  Memorial 
Hospital  on  August  1,  1948,  in  a semi-comatose 
condition.  The  initial  history  was  given  by  her 
husband. 

For  the  previous  nine  months  the  patient  had 
been  experiencing  periods  of  unconsciousness 
lasting  from  two  to  twelve  hours,  at  intervals  of 
three  to  four  weeks.  Prior  to  this  time  she  had 
been  perfectly  well.  Thirty  hours  before  admis- 


sion she  began  to  perspire  freely,  complained 
of  being  hungry,  and  shortly  thereafter  lapsed 
into  coma.  This  was  accompanied  at  the  outset 
by  a generalized  convulsion,  foaming  at  the 
mouth,  and  urinary  incontinence. 

Further  inquiry  revealed  that  the  patient  had 
not  gained  or  lost  weight  recently.  Her  appe- 
tite had  been  good  and  bowel  habits  normal. 
There  was  no  history  of  subjective  gastrointes- 
tinal disturbance.  The  cardiovascular,  respira- 
tory, and  genito-urinary  systemic  inquiries  were 
essentially  negative. 

She  had  had  the  usual  childhood  illnesses,  but 
had  never  been  seriously  ill  or  had  previous 
surgery.  The  menstrual  history  was  normal. 
Her  habits  were  normal  and  she  denied  the 
use  of  drugs,  alcohol,  and  tobacco.  She  had 
two  children,  both  of  whom  were  well.  The 
family  history  was  negative  except  for  an  in- 
stance of  schizophrenia  in  a maternal  aunt. 

Physical  Examination:  Revealed  a semi- 

comatose,  dehydrated,  obese,  white  woman  who 
moved  her  left  arm  slightly  in  response  to  pain- 
fid  stimuli.  Her  temperature  was  100°F.,  rec- 
tally;  pulse,  88  per  minute;  respirations,  18  per 
minute;  and  blood  pressure,  120/80.  The  extre- 
mities were  flaccid. 

Examination  of  the  head  and  neck  revealed 
no  abnormality.  The  pupils  were  3 millimeters 
in  diameter,  equal,  and  round.  They  reacted 
normally  to  light.  The  optic  discs  were  normal 
and  both  corneal  reflexes  were  present.  There 
was  no  muscle  rigidity.  The  thyroid  gland  was 
normal  on  palpation.  The  breasts  were  large 
and  pendulous.  The  heart,  lungs,  abdomen, 
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pelvis,  rectum,  and  extremities  were  normal. 
Thorough  neurological  examination  revealed  no 
other  abnormal  findings. 

A blood  sugar,  drawn  on  admission,  was  10 
milligrams  per  cent.  An  intravenous  infusion 
of  1000  cubic  centimeters  of  5 per  cent  glucose 
in  physiological  saline  was  given  and  the  patient 
rapidly  became  alert  and  cooperative.  Another 
blood  sugar  at  this  time  was  137  milligrams  per 
cent.  The  Kahn  and  Wassermann  tests  of  blood 
and  spinal  fluid  were  negative.  The  urinalysis 
revealed  four-plus  acetone.  The  blood  count 
was:  Erythrocytes,  4,700,(X)0;  hemoglobin,  86  per 
cent;  white  blood  cells,  6,150;  and  normal  dif- 
ferential count.  The  spinal  fluid  had  the  normal 
number  of  cells,  a total  protein  of  26  milligrams 
per  cent,  a negative  Pandy  test,  a colloidal  gold 
curve  of  0000000000,  and  a sugar  level  of  8 
milligrams  per  cent  (taken  when  patient  was  in 
hypoglycemic  shock). 

The  next  day  the  patient  was  fasted  in  pre- 
paration for  an  upper  gastrointestinal  roent- 
genologic study.  She  became  comatose  and  the 
blood  sugar  at  this  time  was  40  milligrams  per 
cent.  She  immediately  responded  to  20  cubic 
centimeters  of  50  per  cent  glucose  given  intra- 
venously. Glucose  tolerance  tests  were  done 
pre-operatively  and  post-operatively,  and  are 
shown  in  graphic  form  in  Fig.  1. 

Fluoroscopic  barium  studies  revealed  no  ab- 
normality in  the  esophagus,  stomach,  or  duo- 
denum. The  duodenal  curve  was  within  normal 
limits.  A roentgenogram  of  the  chest  was  nor- 
mal. 

On  the  sixth  hospital  day  (an  early  morning 
blood  sugar  was  48  milligrams  per  cent)  the  pa- 
tient was  taken  to  the  operating  room  and  the 
abdomen  opened  through  an  upper  right  para- 
median incision.  The  liver,  spleen,  gall  bladder, 
stomach,  bowel,  and  pelvic  organs  were  normal. 
Upon  further  examination  a tumor  was  found 
in  the  head  of  the  pancreas  lateral  to  the  second 
portion  of  the  duodenum.  The  gastrocolic  omen- 
tum was  then  opened  and  the  body  and  tail 
of  the  pancreas  explored.  No  other  tumors 
were  found.  The  opening  in  the  gastrocolic 
ligament  was  closed.  The  lateral  peritoneum 
of  the  duodenum  was  incised  and  the  duodenum 
reflected  medially.  The  tumor  lay  near  the 
surface  of  the  pancreas  and  measured  approxi- 
mately 1.5  centimeters  in  each  of  its  three  di- 
mensions. 

By  blunt  and  sharp  dissection  the  tumor  was 
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Time  m Hours 

Day  after  admiss/on  • 0 

Third  post  - opera  tive  day  O- O 

One  year  post  -operative  A A 

GLUCOSE  TOLERANCE  TESTS 

Fig.  1.  Graph  showing  pre-operative  and  post-operative  Glucose 
Tolerance  Curves. 

extirpated.  The  dissection  in  the  pancreas  was 
done  between  clamps  and  all  points  ligated  with 
silk.  The  defect  in  the  pancreas  was  then 
closed  with  interrupted  silk  sutures  and  the 
entire  area  peritonealized.  A penrose  type  drain 
was  placed  in  the  region  of  the  head  of  the 
pancreas  and  brought  out  through  the  abdom- 
inal wound.  The  abdomen  was  closed  by  lay- 
ers. The  operative  procedure  was  uneventful 
and  the  patient  received  1000  cubic  centimeters 
of  5 per  cent  glucose  in  water  and  500  cubic 
centimeters  of  whole  blood  while  in  the  oper- 
ating room. 

During  surgery  a frozen  section  of  the  tumor 
was  made,  proving  it  to  be  an  islet  cell  adenoma. 
Photomicrographs  of  the  fixed  speciment,  under 
low  and  high  power,  are  shown  in  Figures  2 
and  3.  The  pathologist’s  final  report  was  as 
follows: 

“Adenoma  of  the  Island  of  Langerhans,  with 
hyalinization. 

“Note:  The  tumor  is  invasive  but  shows  no 
evidence  of  anaplasia. 

“Gross  Description:  The  speciment  consisted 
of  a portion  of  previously  fixed  tissue,  averaging 
lxlxl  centimeters.  Cut  section  revealed  a 
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lobulated  grey-tan  granular  surface.  Small 
yellow  punctate  areas  were  visible  throughout 
the  cut  section. 

“Microscopic  Description:  Sections  through 
the  tumor  reveal  round  and  oval  cells  with  uni- 
form hyperchromatic  nuclei,  the  latter  contain- 
ing punctate  chromatin  and  having  lightly  neu- 
trophilic homogenous  cytoplasm.  The  cells 
radiate  from  fibrous  connective  tissue  with  hya- 
linized  strands  in  which  sclerosed  blood  vessels 
are  apparent.  Mallory’s  ozan  stain  reveals  the 
stroma  to  be  densely  blue.  The  cells  have 
finely  granular  neutrophilic  or  purple-grey  cyto- 
plasm. An  occasional  cell  has  apparently  baso- 
philic cytoplasm.  These  cells  in  one  focus  ex- 
tend from  the  capsule  and  copress  surrounding 
tissue.” 

Six  hours  after  the  operation  the  patient’s 
blood  sugar  was  132  milligrams  per  cent.  On 
the  third  post-operative  day  the  patient  com- 
plained of  severe  epigastric  pain.  A serum  amy- 
lase was  found  to  be  381  units.  The  drain  was 
removed  on  the  fourth  post-operative  day.  Im- 
mediately there  was  a profuse  sanguino-puru- 
lent  discharge  from  the  drain  site.  A culture 
showed  the  infecting  organisms  to  be  Escher- 
ichia coli  and  aerobacter  aerogens.  The  infec- 
tion was  readily  controlled  by  penicillin  and 
streptomycin  therapy  and  the  drainage  became 
clear  in  a few  days.  It  then  became  evident 
that  the  patient  had  a pancreatic  fistula.  The 
discharging  fluid  was  analyzed  for  pancreatic 
enzymes  and  was  found  to  contain  8,160  units  of 
amylase  and  1.560  units  of  lipase  per  hundred 
cubic  centimeters.  A catheter  was  inserted  into 
the  fistulous  opening  and  continuous  suction 
applied. 

Further  progress  was  uneventful.  The  patient 
was  discharged  on  the  twenty-first  post-opera- 
tive day.  At  this  time  there  was  only  a slight 
drainage  from  the  pancreatic  fistula.  When  the 
patient  returned  home  and  resumed  a more 
liberal  diet  she  reported  that  the  drainage  in- 
creased in  volume.  This  was  noted  particularly 
post-prandially  and  lasted  from  one  to  two 
hours.  She  was  placed  on  a milk  diet  and  we 
noted  that  the  fistula  drained  very  little.  Two 
months  from  the  time  of  surgery  it  had  healed. 

Following  surgery  a specimen  of  urine  was 
collected  every  four  hours  for  the  first  four  days 
and  every  six  hours  thereafter.  Qualitative 
examination  of  these  specimens  revealed  1-plus 
to  3-plus  reduction  for  glucose  and  on  occasions 


Fig.  2 Adenoma  of  the  Islets  of  Langerhans.  Note  the  Invasive 
Character  of  the  Tumor.  (Photomicrograph  X100) 


Fig.  3.  Adenoma  of  the  Islets  of  Langerhans. 
(Photomicrograph  X200) 


a trace  of  acetone.  During  the  last  week  of 
hospitalization  neither  acetone  nor  sugar  were 
found  in  the  urine.  At  no  time  did  the  patient 
receive  insulin. 

Three  months  after  discharge  the  urine  was 
found  negative  for  reducing  substances.  The 
fasting  blood  sugar  was  160  milligrams  per  cent. 
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A glucose  tolerance  test  was  not  done  at  this 
time. 

On  August  1,  1949,  one  year  after  the  pre- 
vious admission,  the  patient  was  re-admitted  to 
the  hospital.  At  this  time  she  complained  of 
attacks  of  dizziness  and  weakness,  of  two  weeks’ 
duration.  These  attacks  were  entirely  unrelated 
to  food  intake  nor  were  they  precipitated  by 
fasting.  She  was  confused,  anxious,  and  stated 
that  she  was  worried  and  “had  terrible  ideas  in 
her  mind.”  At  this  time  physical  and  labora- 
tory examinations  were  normal. 

These  examinations  indicated,  beyond  any 
doubt,  that  there  was  no  evidence  of  recurrence 
of  hyperinsulinism.  The  patient  was  discharged 
from  the  hospital  with  the  diagnosis  of  psy- 
chosis. 

COMMENT 

In  reviewing  the  literature  it  became  evident 
that  the  criteria  for  malignancy  in  the  islet  cell 
tumor  must  be  re-evaluated.  Many  cases  are 
ported  as  questionably  malignant  and  subse- 
quently prove  to  be  benign.  Ours  was  such  a 
case. 

The  psychosis  which  developed  in  this  pa- 
tient is  interesting.  One  other  report  of  a similar 
complication  was  made  by  Sandbloom(9).  He 
reported  a case  of  proved  islet  cell  adenoma  in 
which  the  patient  subsequently  developed  a 
dementia  and  epileptiform  seizures.  It  is  diffi- 
cult to  believe  however  that  the  psychosis  de- 
veloped in  this  patient  one  year  after  surgery 
was  brought  on  by  cortical  damage  in  one  of 


her  hypoglycemic  states.  The  pancreatic  fistula 
was  a troublesome  complication.  We  believe 
that  a mild  continuous  suction  of  the  fistula,  pro- 
tection of  the  skin  with  aluminum  paste,  and 
milk  diet  were  responsible  for  early  healing. 
We  observed  repeatedly  in  this  case  that  a milk 
diet  reduced  the  secretion  of  pancreatic  juice. 
SUMMARY 

1.  A proved  case  of  islet  cell  adenoma  is  pre- 
sented. 

2.  This  presentation  suggests  that  in  some  in- 
stances the  histological  criteria  of  malignancy  or 
suspected  malignancy  of  islet  cell  tumors  are  not 
firmly  established. 

3.  A second  observation  of  the  development 
of  psychosis  following  the  surgical  cure  of  hyper- 
insulinism is  noted. 

4.  A substantial  reduction  of  the  flow  of  pan- 
creatic juice  through  a fistula  was  noted  when 
a normal  diet  was  replaced  by  a meat-free  milk 
diet. 
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PERIODIC  PARALYSIS  ASSOCIATED  WITH  EXOPHTHALMIC 

GOITER 

Howard  D.  Cogswell,  M.  D.  and  Lindsay  E.  Beaton,  M.  D. 


Tucson, 

Periodic  paralysis  is  a rare  disease.  It  is 
characterized  by  attacks  of  flaccid  paralysis  of 
the  somatic  musculature  below  the  neck,  occur- 
ring at  irregular  intervals,  loss  of  electrical  and 
mechanical  excitability  with  loss  of  the  deep 
tendon  reflexes  of  the  involved  muscles,  and 
absence  of  sensory  or  psychic  disturbances.  In 
the  intervals  between  attacks  the  patient  may 
experience  weakness  or  stiffness  in  the  muscles 
but  otherwise  apparently  is  in  normal  health. 
Muscles  innervated  by  the  cranial  nerves  are 
seldom  affected  and  sphincteric  control  is  pre- 
served. The  episodes  of  paralysis  are  more 

Presented  before  the  American  Goiter  Association,  May  24, 
1951,  at  Columbus,  Ohio. 


Arizona 

prone  to  appear  after  prolonged  periods  of  rest 
or  during  sleep  and  are  noted  frequently  on 
waking  in  the  morning.  The  attacks  may  be 
precipitated  by  a high  carbohydrate  meal,(l), 
exposure  to  cold(2),  or  emotional  upsets.  As 
in  all  chronic  paroxysmal  diseases,  it  is  difficult 
to  evaluate  the  significance  of  these  precipitat- 
ing factors.  The  paralysis  usually  starts  in  the 
periphery  of  the  limbs,  the  legs  most  commonly, 
and  advances  proximally;  the  length  of  its 
persistance  varies  from  a few  hours  to  several 
days  followed  by  recession  of  the  paralysis  in  a 
reverse  order  to  that  in  which  it  came  on.  The 
heart  may  show  dilation  of  the  left  ventricle, 
a transient  murmur  in  the  mitral  area,  tacliv- 
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cardia(3),  and  changes  in  the  electrocardiogram 
(4),  during  an  attack. 

It  would  seem,  from  reviewing  the  literature, 
that  there  are  at  least  two  types  of  periodic 
paralysis.  The  first  and  more  common  is  the 
familial  periodic  paralysis  which  occurs  as  a 
familial  inherited  trait  behaving  as  a Mendelian 
dominant  from  generation  to  generation  with 
varied  manifestations.  Its  usual  onset  is  in  the 
first  or  second  decade  of  life  occurring  in  males 
three  times  as  commonly  as  in  females.  The 
second  and  rarer  type  is  the  periodic  paralysis 
associated  with  exophthalmic  goiter.  This  is 
sporadically  seen  occurring  almost  entirely  in 
young  adult  males. 

Most  authors  reporting  on.  this  subject  include 
the  two  types  as  one  or  the  same  entity.  It  is 
quite  probable  that  a common  factor  is  present 
in  both  types  to  produce  the  paralysis.  Since, 
however,  there  are  definite  physical  and  patho- 
logical findings  with  curative  therapy  available 
for  the  paralysis  associated  with  hyperthyroidism 
and  none  of  these  that  are  constant  in  the  fami- 
lial type,  it  would  seem  apparent  that  there 
are  in  reality  two  diseases  producing  periodic 
paralysis  as  a pathognomonic  sign. 

The  following  illustrates  the  typical  symp- 
toms with  a cure  affected  by  a sub-total  thyroi- 
dectomy in  an  individual  affected  by  hyperthy- 
roidism associated  with  periodic  paralysis: 

Report  of  Case:  G.  E.,  a Mexican  male  musi- 
cian, aged  36  years,  entered  the  hospital  on 
March  31,  1947.  Until  1941  this  patient  had 
enjoyed  normal  health.  During  the  mid-por- 
tion of  that  year  he  experienced  attacks  of  ‘par- 
alysis’ on  several  occasions,  at  which  time  he 
had  been  unable  to  move  his  lower  extremities. 
These  attacks  had  lasted  several  hours,  gradu- 
ally subsiding,  and  the  only  residual  the  follow- 
ing day  was  generalized  muscle  weakness.  The 
attacks  subsided  completely  in  the  next  few 
months  and  did  not  make  their  reappearance 
until  two  months  before  admission  to  the  hos- 
pital. He  was  first  seen  by  a physician  in  Janu- 
ary, 1947,  complaining  of  paralysis  in  the  legs 
and  shoulder  girdles.  This  had  its  onset  after 
the  patient  had  eaten  a heavy  meal  and  the 
paralysis  persisted  about  four  hours.  During  the 
previous  four  months  he  had  lost  thirty  pounds 
in  weight  and  experienced  episodes  of  epigas- 
tric pain  associated  with  abdomnal  distention, 
sweating,  nervousness  and  itching  of  the  skin. 
Physical  examination  the  next  morning  revealed 


the  following  positive  findings:  blood  pressure 
lKTSO;  pulse  110;  moderate  exophthalmus; 
marked  tremor  of  the  hands  and  fingers;  an  en- 
larged symmetrical  thyroid  gland;  absent  deep 
reflexes;  spasticity  of  the  ankles  and  marked 
weakness  of  all  extremities.  A rectal  examina- 
tion was  attempted,  but,  due  to  the  extreme 
sensitivity  of  the  patient,  this  was  not  possible. 
X-rays  of  the  gastro-intestinal  tract  and  chest 
were  normal.  The  basal  metabolic  rate  was 
plus  94  per  cent. 

The  patient  was  started  on  propylthiouracil, 
50  mg.,  three  times  a day;  iron;  phenobarbital, 
and  vitamin  B complex  with  gradual  improve- 
ment. During  the  pre-hospital  period  he  exper- 
ienced several  episodes  of  weakness  of  the 
shoulder  girdles  and  lower  extremities  but  no 
definite  paralysis.  He  had  gained  29  pounds 
before  his  entrance  to  the  hospital.  Physical 
examination  at  the  time  of  his  hospital  admission 
showed  the  following  changes  from  the  examin- 
ation two  months  previously:  blood  pressure 
126/80;  pulse  80.  The  exophthalmus  had  lessen- 
ed; the  tremor  of  the  hands  was  absent;  deep 
reflexes  were  diminished  but  present;  the  ankle 
spasticity  had  disappeared;  rectal  examination 
was  possible  and  the  sphincter  action  was  nor- 
mal. The  basic  metabolic  rate  was  minus  13  per 
cent.  The  complete  blood  count  was  normal  as 
was  the  urinalysis.  The  serology  was  negative. 

A subtotal  thyroidectomy  was  performed  on 
April  2,  1947.  His  convalescence  was  uneventful 
and  he  left  the  hospital  on  April  9,  1947,  on  the 
seventh  postoperative  day.  He  was  last  seen  in 
December,  1951.  At  this  time  he  stated  that  he 
was  well.  He  had  gained  40  pounds  since  his 
operation,  had  experienced  no  further  attacks 
of  weakness  or  paralysis,  and  was  working  as  a 
musician  nightly. 

Very  little  is  known  regarding  the  etiology  of 
this  disease  and  no  constant  pathological  find- 
ings have  been  present  on  the  few  postmortem 
examinations  that  have  been  made.  It  has  been 
found  that  low  levels  of  serum  potassium  existed 
during  an  attack  of  both  types  of  periodic  par- 
alysis (hyperthyroidism  or  familial,  (5).  In 
some  instances  the  attacks  could  be  lessened  or 
terminated  by  the  administration  of  potassium 
salts.  McQuarrie(6)  and  others  found  that  low- 
ering the  blood  potassium  by  various  methods 
induced  attacks  in  some  susceptible  individuals. 
Attacks  induced  by  epinephrine,  intravenous 
glucose,  or  desoxycorticosterone  definitely  estab- 
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lished  the  fact  that  the  concentration  of  serum 
potassium  falls  sharply  during  such  attacks.  A 
disturbance  of  the  potassium  metabolism  is  ap- 
parently not  the  basic  cause  of  the  condition  per 
se,  however.  Very  low  values  for  serum  potas- 
sium are  found  in  other  diseases  in  which  the 
distinctive  phenomena  of  periodic  paralysis  are 
not  present. 

Shinoski(l)  believed  that  periodic  paralysis 
is  a polyglandular  disease.  He  observed  24  cases 
of  periodic  paralysis,  seven  of  which  were  as- 
sociated with  exophthalmic  goiter.  He  noted  a 
definite  increase  in  the  frequency  and  severity 
of  the  attacks  of  paralysis  following  the  adminis- 
tration of  thyroid  extract  in  6 of  the  7 cases  of 
hyperthyroidism.  It  seems  improbable  that  all 
cases  of  periodic  paralysis  are  due  to  a poly- 
glandular disease  as  many  have  shown  no  gland- 
ular dysfunction  whatever. 

Autointoxication  has  been  suggested  by  many 
investigators  ( 7 ) . Examinations  of  body  secre- 
tions, excretions,  and  metabolism  have  been 
made,  always  with  the  object  of  finding  the 
evasive  toxin.  No  convincing  supporting  evi- 
dence has  been  discovered.  Findings  which  are 
fairly  constant  during  a paralytic  episode  are: 
an  increase  of  oxygen  consumption(8),  eleva- 
tion of  the  lactic  acid  concentration  in  the 
blood(9),  a lowering  of  the  blood  phosphor- 
us^), and  a low  serum  potassium  ( 5 ) . 

The  oxygen  consumption  of  pieces  of  excised 
muscle  taken  from  a patient  with  familial  per- 
iodic paralysis  was  compared  to  the  oxygen 
consumption  of  muscle  taken  from  a normal 
person  (10).  Whereas  the  muscle  from  the  pa- 
tient consumed  5.3  cu.  mm.  of  oxygen  per  gram 
per  minute,  the  specimen  from  the  normal  sub- 
ject consumed  9.1  cu.  mm.  respectively.  The 
same  pieces  of  muscle  were  analyzed  for  total 
inorganic  and  organic  acid  soluble  phosphorus, 
phosphocreatine,  and  creatine.  The  content  of 
these  substances  was  found  to  be  considerably 
lower  in  the  patient's  muscle  than  that  of  the 
control,  except  that  the  phosphocreatine  was 
slightly  increased.  These  observations  are  signi- 
ficant but  await  confirmation. 

Periodic  paralysis  associated  with  hyperthy- 
roidism is  cured  by  inhibiting  the  function  of 
the  thyroid  gland.  Seed(  11)  controlled  the  symp- 
toms in  a patient  by  the  administration  of  6- 
propylthiouricil;  complete  relief  resulted  follow- 
ing roentgen  therapy  to  the  thyroid  gland  and 
administration  of  iodine  in  a case  observed  by 


Dunlap  and  Kepler  (12),  and  a number  of  cures 
have  been  reported  following  subtotal  thyroid- 
ectomy (3),  ( 12),  and  (13).  In  some  instances 
a recurrence  of  the  hyperthyroidism  has  been 
accompanied  by  episodes  of  periodic  paralysis. 
It  is  known  that  patients  affected  by  exophthal- 
mis  goiter  frequently  display  muscle  weakness, 
quadriceps  weakness  being  one  of  the  disease’s 
diagnostic  findings.  Weakness  in  the  bulbar 
group  of  muscles,  manifesting  difficulty  in  de- 
glutation  and  phonation,  ocular  palsy  or  ptosis 
may  all  be  associated  with  exophthalmic  goiter. 
There  is  a type  of  myasthenia  gravis  which  is 
sometimes  associated  with  thyrotoxicosis  (14). 
It  seems  apparent  that  there  is  some  physiologic 
or  chemical  change,  at  present  not  understood, 
which  occurs  in  muscle  tissue  in  cases  of  exoph- 
thalmic goiter  which  is  responsible  for  the  pro- 
duction of  the  various  myopathies. 

Many  writers  have  claimed  an  antagonism 
between  the  thyroid  and  thymus  glands.  The 
fact  that  the  thymus  is  usually  persistent  in 
patients  with  exophthalmic  goiter  has  been  ad- 
vanced in  support  of  such  a hypothesis  ( 15). 
One  of  Shinoski's  patients  suffering  from  periodic 
paralysis  associated  with  hyperthyroidism  died, 
and  the  autopsy  showed  no  anatomical  changes 
except  in  the  thyroid  and  thymus  glands,  which 
were  both  enlarged.  It  is  interesting  to  speculate 
on  the  possible  relationship  between  the  thymus 
gland  and  thyrotoxicosis  associated  with  periodic- 
paralysis.  The  relief  of  muscle  weakness  and 
paralysis  following  the  removal  of  a thymus 
gland  in  myasthenia  gravis  is  akin  to  the  recov- 
ery following  thyroidectomy  for  exophthalmic 
goiter  with  paralysis.  Many  of  the  findings  differ 
in  the  two  diseases.  Prostimine,  a valuable  aid 
in  myasthenia  gravis,  had  no  beneficial  effect 
when  administered  to  a patient  in  an  attack  of 
periodic  paralysis  ( 11),  yet  the  fact  that  the 
thymus  is  related  to  muscle  weakness  and  para- 
lysis and  is  usually  present  in  exophthalmic  goit- 
er is  a factor  which  should  bear  more  investiga- 
tion in  establishing  the  etiology  of  this  interest- 
ing and  rare  disease. 
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SUDDEN  DEATHS  IN  INFANTS 

(With  Reports  of  4 Cases) 

John  Emmett,  M.  D.*  and  Maurice  Rosenthal,  M.  D.** 
Atlanta,  Georgia  and  Phoenix,  Arizona 


Four  cases  of  sudden  death  in  infants  in 
which  epidemiological,  pathological  and  labor- 
atory studies  were  done  are  reported  below. 

In  two  of  the  cases  the  infants  were  found 
dead  and  the  circumstances  surrounding  death 
suggested  acidental  mechanical  suffocation.  Had 
careful  postmortem  studies  not  been  done,  the 
deaths  would  undoubtedly  have  been  so  record- 
ed. In  the  other  two  cases  the  infants  were  not 
found  dead  but  had  such  rapid,  fulminating  ill- 
nesses as  to  die  within  a few  hours  after  sudden- 
ly developing  serious  symptoms  in  the  course  of 
a mild  “cold.” 

Vital  statistics  of  the  United  States  each  year 
include  over  a thousand  deaths  in  infants  under 
one  year  of  age  as  due  to  “accidental  mechanical 
suffocation,”  In  1948,  for  example,  there  were 
1,568  infant  deaths  so  classified  - a minimal 
figure,  since  in  that  year  there  were  5,315  deaths 
in  infants  under  one  year  ascribed  to  “asphyxia, 
cause  not  specified”  and  several  hundred  deaths 
ascribed  to  “status  thymicolymphaticus.” 

Farber(l),  Abramson(2),  Werne  and  Gar- 
row  (3,4)  and  others  have  shown  that  the  certi- 
fications of  “accidental  mechanical  suffocation,” 
“status  thymicolymphaticus”*  or  “aspiration  of 
stomach  contents”  in  infants  found  dead  or 
dying  unexpectedly  are  erroneous.  The  serious 
implications  inherent  in  the  conclusion  that  an 
infant  has  died  of  a preventable  accident  make 
it  imperative  that  careful  and  complete  post- 
mortem studies  be  done  in  every  such  case.  In 
most  of  these  cases  the  presence  of  a fulminating 
disease  process  will  then  be  demonstrated  and 
the  parents  of  the  infant  spared  the  lifetime 
burden  of  guilt  which  all  too  frequently  is  im- 
posed on  them. 

The  cases  here  reported  are  illustrative  of  the 
problem. 

CASE  1 

A white  male  infant,  4 months  of  age,  was 

* Communicable  Disease  Center,  Public  Health  Service,  Fed- 
eral Security  Agency,  Atlanta,  Georgia. 

O0Pathologist,  Memorial  Hospital,  Phoenix.  Arizona. 

6 00 Status  lymphaticus  is  no  longer  regarded  as  an  explanation 
of  sudden  death.  It  is  now  recognized  that  infants  and  children 
'Y?10  die  suddenly  from  any  cause  exhibit  a relative  enlargement 
of  the  thymus  and  other  lymphoid  structures,  which  is  merely 
an  expression  of  good  nutrition.  Holt  and  McIntosh(5). 


found  dead  by  his  mother  in  the  bed  in  which 
they  both  had  slept.  The  child  had  been  well 
the  night  before  save  for  a “cold.”  The  mother 
was  distraught  by  the  fear  that  during  the  night 
she  had  rolled  over  on  the  child  and  so  smother- 
ed it.  The  diagnosis  of  accidental  mechanical 
suffocation  was  entertained  and  would  have 
been  held  had  not  a complete  autopsy  been 
performed  and  epidemiological  follow-up  done. 

AUTOPSY  REPORT:  As  is  usual  in  these 
cases,  there  were  no  gross  findings  to  account 
for  death.  Microsopic  findings,  however,  were 
significant  and  revealing  as  described  below. 

BRONCHIAL  TREE:  The  bronchial  passages 
show  swelling  of  the  epithelium  with  degenera- 
tive change  and  desquamation  into  the  lumen. 

LUNGS:  The  pleura  shows  edema  and  separa- 
tion of  the  collagenous  and  reticulum  fibers.  In- 
terlobular septae  of  the  lungs  are  edematous 
and  the  vessels  congested.  Alveolar  spaces  con- 
tain pink-staining,  hyaline-like  masses  and  a 
moderate  number  of  mononuclear  cells.  The 
alveolar  walls  are  thickened  due  to  edema  and 
infiltration  with  polymorphs,  lymphocytes  and 
plasma  cells. 

HEART:  The  epicardial  surface  is  edematous 
and  the  vessels  congested.  Petechial  hemorrhages 
are  numerous  in  the  epicardium. 

KIDNEYS:  The  kidneys  show  marked  con- 
gestion throughout  the  cortex  and  the  medulla. 
The  tubular  epithelium  presents  varying  degrees 
of  cloudy  swelling. 

LIVER:  Many  of  the  hepatic  cells  present  a 
marked  degree  of  swelling.  The  sinusoids  are 
compressed  as  a result  of  the  swelling  of  the 
hepatic  cells. 

ARDENALS:  There  is  increased  fat  content 
of  the  cortical  cells  with  disintegration  of  many. 
Cells  of  the  medulla  also  show  degeneration 
and  disintegration.  Blood  vessels  in  the  cortex 
and  medulla  are  congested. 

SMALL  INTESTINE:  The  ileum  shows  mark- 
ed hyperplasia  of  lymphoid  elements  with  edema 
and  vascular  congestion.  There  is  diffuse  infiltra- 
tion of  the  intestinal  wall  with  polvmorphs. 
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lymphocytes  and  eosinophiles.  The  submucosa, 
muscularis  and  serosa  are  edamatous  and  the 
blood  vessels  congested. 

ANATOMICAL  DIAGNOSIS: 

Pneumonitis,  acute. 

Enteritis,  acute. 

Congestion  of  liver,  spleen  and  gastro-intes- 
tinal  tract. 

Petechial  hemorrhages  of  the  epicardium. 

It  is  apparent  that  this  infant  died  from  an 
overwhelming  infectious  process  and  not  from 
mechanical  suffocation  as  had  first  been  sup- 
posed. Epidemiological  follow-up  revealed 
that  the  child  had  been  discharged  from  a hos- 
pital about  three  weeks  previously,  where  he 
had  been  treated  with  penicillin  for  broncho- 
pneumonia. After  discharge  the  child  was  ap- 
parently well  save  for  the  persistence  of  a chronic 
“cold”  with  nasal  catarrh  and  a productive 
cough. 

Bacteriological  study  of  secretions  from  the 
bronchial  tree  revealed  a beta-hemolytic  Escher- 
ichia coli.  (See  discussion.) 

Sections  of  lung  were  obtained  under  sterile 
precautions,  frozen  and  shipped  to  the  Virus 
and  Rickettsial  Laboratories  of  the  Communic- 
able Disease  Center,  Montgomery,  Alabama  for 
isolation  of  a virus.  This  material,  inoculated 
into  three-weeks-old  mice,  yielded  no  virus. 
CASE  2 

A white  infant,  2 months  of  age,  was  found 
dead  in  his  crib  by  the  mother  on  awakening 
in  the  morning.  The  child  apparently  had  been 
perfectly  well  when  put  to  bed  the  night  before 
and  it  was  assumed  that  he  had  smothered 
in  the  bedclothes  during  the  night.  To  the 
parents’  grief  were  added  their  feelings  of  guilt 
that  they  had  allowed  their  child  to  sufficate. 
What  would  have  been  ascribed  as  a death  due 
to  accidental  mechanical  suffocation  was  cor- 
rectly diagnosed  because  an  autopsy  was  re- 
quested and  careful  pathological  study  was 
done. 

AUTOPSY  REPORT:  No  evidence  of  asphyxia 
due  to  mechanical  suffocation  was  found.  The 
lungs  presented  an  atypical  pneumonitis  such 
as  is  frequently  associated  with  a virus  etiology. 
In  addition,  there  was  edema  and  congestion 
of  the  brain  and  congestion  of  the  liver,  spleen 
and  intestinal  tract. 

ANATOMICAL  DIAGNOSES: 

Pneumonitis,  acute  atypical 
Edema  and  congestion  of  the  brain 
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Congestion  of  liver,  spleen  and  gastro- 
intestinal tract 

Cultures  for  virological  and  bacteriological 
study  were  taken  despite  the  fact  that  the  body 
had  been  embalmed  some  eight  hours  before. 
These  cultures  (from  nasopharynx,  bronchial 
tree,  lungs  and  liver)  revealed  no  organism  and 
the  nature  of  the  fulminating  infection  in  this 
case  must  remain  obscure. 

The  following  two  cases  of  unexpected  death 
in  infants  had  such  rapid  courses  of  clinical  ill- 
ness leading  to  death  that  under  other  circum- 
stances they  might  have  been  found  dead  in  crib 
or  bed.  Their  symptoms  attracted  attention, 
though  only  a few  hours  before  death.  They 
illustrate  the  presence  of  overwhelming  infec- 
tions in  infants  previously  considered  to  have 
nothing  more  than  mild  colds. 

CASE  3 

A 2-months-old  white  female  infant,  pre- 
viously well  save  for  a mild  “cold,”  was  seen  in 
the  emergency  room  early  one  morning  because 
the  child  had  vomited  her  morning  feeding. 
Examination  was  unimpressive  and  a diagnosis 
of  an  upper  respiratory  infection  was  made.  An 
injection  of  penicillin  was  given  and  the  child 
was  sent  home.  The  temperature  at  this  time 
was  102.8°.  Later  that  morning  the  child  suffer- 
ed convulsions  and  developed  severe  respira- 
tory distress.  She  was  returned  to  the  hos- 
pital, became  comatose  and  died  at  2:00  P.M., 
about  six  hours  after  she  had  first  become  ill. 
A white  blood  cell  count  revealed  a leucocytosis 
of  35,000. 

It  was  thought  at  first  that  this  was  death  due 
to  aspiration  of  vomitus  but  autopsy  revealed 
the  cause  of  death  to  be  an  overwhelming  res- 
piratory infection. 

AUTOPSY  REPORT:  The  significant  find- 

ings were  in  the  lungs  and  the  brain.  The  lungs 
revealed  a patchy  pneumonitis  and  congestion. 
All  of  the  interstitial  vessels  were  dilated  and 
packed  with  red  cells.  The  pleura  was  edema- 
tous and  congested.  The  bronchial  epithelium 
revealed  several  areas  of  desquamation. 

The  brain  revealed  a marked  degree  of  edema 
and  vascular  congestion.  The  Virchow-Robin 
spaces  were  widened  and  some  of  the  neurones 
revealed  degenerative  changes. 

ANATOMICAL  DIAGNOSIS: 

Pneumonitis,  acute 

Congestion  and  edema  of  the  brain 

Hyperplasia  of  the  solitary  lymph  follicles 
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and  Peyer’s  patches  of  the  lower  ileum 
Congestion  of  fiver,  spleen  and  gastrointes- 
tinal trace 

This  autopsy  was  performed  within  an  hour 
after  the  child’s  death  and  surgical  aseptic  tech- 
nique was  used  throughout.  Specimens  of  pleu- 
ral fluid,  lung  and  enteric  contents  were  studied 
for  both  viruses  and  bacteria.  No  virus  was 
isolated,  but  bacteriological  cultures  revealed  a 
beta-hemolytic  E.  coli  (O-group  6)  from  secre- 
tions of  the  bronchial  tree  and  nasopharynx. 

CASE  4 

A white  male  infant,  6 months  old,  died  sud- 
denly after  admission  to  hospital  early  in  the 
afternoon.  He  had  been  well  that  morning, 
had  been  observed  playing  and  laughing  as 
usual.  Later  in  the  forenoon  he  suddenly  de- 
veloped respiratory  difficulty  which  rapidly  be- 
came worse.  He  was  admitted  to  the  hospital 
but  died  within  an  hour  and  a half  thereafter. 
The  entire  course  of  the  illness  was  little  more 
than  four  hours.  Had  it  occurred  at  night  in 
such  circumstances  as  to  permit  the  allegation 
of  smothering  by  bedclothes  or  pillow,  this 
death  would  likely  have  been  thought  due  to 
accidental  mechanical  suffocation. 

AUTOPSY  REPORT  At  autopsy,  significant 
findings  were  present  in  the  lungs  and  brain. 
The  lungs  revealed  thickened  alveolar  walls, 
congested  capillaries  and  edema.  There  were 
many  areas  of  patchy  pneumonitis  in  which  the 
alveoli  were  filled  with  mononuclear  histiocytes. 

The  brain  sections  revealed  a marked  degree 
of  edema  as  evidenced  by  widening  of  the  reti- 
culum meshwork.  The  capillaries  were  widely 
dilated  and  filled  with  red  cells.  Some  of  the 
neurones  showed  regressive  changes. 

ANATOMICAL  DIAGNOSIS: 

Patchy  pneumonitis,  etiology  undermined 
Enteritis,  acute 

Edema  and  congestion  of  the  brain 

Death  was  considered  due  to  cute  pneumonitis 
of  undetermined  etiology.  Inasmuch  as  the 
body  had  been  embalmed  before  autopsy,  no 
cultures  were  taken  in  this  case.  Epidemiologi- 
cal follow-up,  however,  revealed  that  the  twin 
sister  of  the  dead  infant  had  been  diagnosed 
by  the  family’s  physician  as  having  pneumonia 
in  the  week  preceding  her  brother’s  death  and 
that  the  brother  had  had  catarrhal  symptoms  of 
what  the  parents  considered  only  as  a mild 
“cold.” 

DISCUSSION:  There  are  no  gross  anatomi- 


cal findings  or  definite  postmortem  criteria  to 
prove  asphyxial  death  unless  the  means  of  as- 
phyxiation or  the  effects  of  the  method  used 
(such  as  skin  lesions  in  strangulation  from  a 
wire  or  rope)  are  demonstrable.  Since  this  is 
true,  such  certification  as  a cause  of  death  is 
never  tenable  unless  careful  and  complete  post- 
mortem studies  have  ruled  out  all  other  possible 
causes. 

Werne  and  Garrow(3)  investigated  167  in- 
fants found  dead  in  crib,  carriage  or  bed  while 
in  apparent  health.  Their  conclusions  bear 
repetition. 

“In  no  instance  has  our  investigation  proved 
accidental  mechanical  suffocation  of  a healthy 
infant  by  bedclothes  or  in  analagous  manner. 

“Since  in  26  per  cent  of  our  gross  cases  autopsy 
findings  immediately  excluded  death  by  acci- 
dental mechanical  suffocation,  all  such  certifica- 
tions without  autopsy  may  be  considered  inac- 
curate. Furthermore,  we  may  consider  as  un- 
satisfactory all  autopsies  in  which  there  was 
failure  to  examine  the  brain,  the  mastoids,  the 
middle  ears  and  the  neck  organs,  in  addition  to 
the  routine  dissection  of  the  thoracic  and  abdom- 
inal viscera.  We  may  also  discard  all  cases 
that  have  not  had  a complete  microscopic  exam- 
ination.’^ 3) 

The  fact  that  a beta-hemolytic  E.  coli  was  iso- 
lated from  the  respiratory  passages  in  two  of 
the  cases  here  reported  is  of  interest  and  has 
possible  etiological  significance.  ( 9 ) Neter  et  al., 
(6)  have  recently  summarized  evidence  suggest- 
ing that  two  types  of  E.  coli  (not  ordinarily 
among  the  type  of  E.  coli  composing  the  normal 
intestinal  flora)  may  cause  infantile  diarrhea. 
An  alpha,  Oil,  and  a beta,  055,  type  are  describ- 
ed and  from  a series  of  four  infants  who  did  not 
harbor  the  organism  preceding  illness,  one  or 
the  other  of  these  two  types  was  recovered  from 
feces,  throat  and  nasopharynx  during  the  course 
of  subsequent  diarrheal  disease.  E.  coli  septi- 
cemia and  meningitis  have  been  reported  in 
the  literature  (7,  8)  and  while  the  type  isolated 
from  the  cases  of  sudden  death  in  infants  des- 
cribed above  is  not  the  same  serotype,  655,  as 
the  pathogenic  type  studied  by  Neter  et  al.,  the 
possibility  of  its  etiological  relationshp  in  these 
cases  must  be  considered.  Both  cases,  it  will 
be  recalled,  revealed  an  enteritis  at  autopsy. 

SUMMARY:  Four  cases  illustrative  of  the 

problem  of  sudden  unexpected  death  in  infants 
are  reported.  The  erroneous  nature  of  such  cer- 
tifications as  “accidental  mechanical  suffocation  ” 
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"status  thymicolymphaticus”  and  “aspiration  of 
stomach  contents”  as  causes  of  death  in  these 
cases  is  emphasized.  The  importance  of  care- 
ful and  complete  autopsies  which  will  in  most 
cases  reveal  evidence  of  a fulminating  infection 
commonly  involving  the  respiratory  tract  is 
pointed  out.  The  responsibility  for  correct  cer- 
tification of  sudden  unexpected  death  in  infants 
is  shared  by  physician,  coroner  and  pathologist, 
none  of  whom  should  make  or  accept  the  diag- 
nosis of  “accidental  mechanical  suffocation”  un- 
til a careful  and  complete  autopsy  has  been 
done. 
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LETTERER-SIWE  DISEASE:  REPORT  OF  A CASE* 

Robert  H.  Snapp,  M.  D. 


Phoenix, 

Systemic  reticulo-endothelial  granuloma,  in- 
cluding Letterer-Siwe  disease,  Schuler-Christian 
disease,  and  eosinophilic  granuloma,  was  exten- 
sively reviewed  by  Laymon  and  Sevenants(l) 
in  1948.  These  authors  emphasized  the  cutan- 
eous as  well  as  the  internal  manifestations  which 
may  occur  in  this  group  of  diseases.  There  is 
considerable  evidence  that  these  three  diseases 
represent  variations  of  the  same  basic  disorders 
of  the  reticulo-endothelial  system.  Letterer-Siwe 
disease,  since  it  is  more  rapidly  fatal,  does  not 
show  lipids  in  the  tissues  as  does  Schuller- 
Christian  disease  which  runs  a more  protracted 
course.  Bone  lesions  are  comparable  in  all 
three  diseases,  but  occur  more  constantly  in 
eosinophilic  granuloma.  The  cutaneous  mani- 
festations are  varied  and  overlapping  in  the 
three  conditions.  Although  the  following  case  is 
reported  as  Letterer-Siwe  disease,  there  are 
some  features  which  show  its  close  relation- 
ship to  SchulerChristian  disease. 

REPORT  OF  CASE 

J.  M.  K.,  a 17  month  old,  white  male  infant, 
was  first  seen  in  the  office  in  November,  1949. 
The  chief  complaint  was  that  of  a crusting, 
itchy  eruption  in  the  scalp  of  14  months’  dura- 
tion. The  child  was  born  in  a small  mining 
community  in  northern  Arizona,  was  premature 
at  birth,  weighing  4 lbs.  8 oz.,  and  was  placed 
in  an  incubator  for  3 weeks.  There  were  no 
siblings.  The  patient  had  had  no  previous  com- 
municable diseases  and  no  immunizations. 
There  was  no  history  of  familial  or  hereditary 
diseases. 

The  child  had  been  given  evaporated  milk 

°Presented  at  the  regular  luncheon  meeting  of  the  Gold- 
Headed  Cane  Club,  November  8,  1951. 
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formula,  vitamins,  cereal,  eggs,  and  meat  at  the 
usual  age.  He  sat  at  6 months  and  walked  at 
14  months,  but  apparently  had  never  been  well, 
and  showed  poor  weight  gain.  At  the  age  of 
3 months  the  parents  had  noted  pin-head  sized, 
crusted,  itchy  spots  scattered  throughout  his 
scalp.  Various  proprietary  remedies  had  been 
applied  locally  for  9 months  without  success. 
Several  dermatologists  were  consulted  and  the 
diagnosis  of  infantile  eczema  and  seborrhea 
were  considered.  Various  types  of  medications 
were  prescribed  locally,  including  sulfur,  re- 
sorcin, ammoniated  mercury  ointment,  boric 
acid  compresses,  and  Burow’s  solution,  each  of 
which  tended  to  clear  the  condition  for  a few 
days  with  sudden  recurrence  of  the  eruption  in 
spite  of  continued  active  therapy. 

Examination  of  the  scalp  revealed  a rather 
diffuse,  erythematous,  scaly,  crusted,  papular 
eruption  with  marked  thinning  of  the  hair. 
When  the  crusts  were  removed  a moist  weep- 
ing surface  was  evident,  without  bleeding.  Be- 
cause of  the  striking  seborrheic  nature  of  the 
eruption  one  more  trial  was  made  with  two 
percent  resorcin,  three  percent  salicylic  acid,  and 
five  percent  sulfur  in  a cold  cream  base. 

The  parents  returned  six  weeks  later  giving 
the  same  story  of  complete  regression  of  the 
eruption  for  two  weeks  and  then  a prompt  re- 
appearance in  spite  of  continuous  use  of  the 
ointment.  During  this  interval  a similar  erup- 
tion appeared  on  the  trunk,  particularly  on  the 
upper  back  and  chest,  and  the  mother  called 
attention  to  an  ulceration  in  the  right  groin 
which  had  appeared  in  the  past  two  weeks. 
Severe  constipation  had  been  noted  since  the 
previous  visit,  and  the  mother  had  administered 
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daily  soap  and  water  enemas,  which  in  the  past 
two  weeks  returned  blood.  Penicillin,  adminis- 
tered for  an  “upper  respiratory  infection”  in  an- 
other city,  had  had  no  effect  on  the  eruption. 

Punch  biopsies  were  taken  of  several  scalp 
lesions  and  of  one  lesion  on  the  back.  Histolog- 
ically, these  areas  showed  a very  thin  epidermis 
beneath  which  there  was  a pronounced  cellular 
infiltrate  composed  of  closely  packed  reticular 
cells  some  of  which  had  an  indistinctly  foamy 
cytoplasm.  Sudan  IV  stains  for  fat  were  nega- 
tive. The  histologic  diagnosis  was  non-lipoid 
histiocytosis. 

A pedatric  consultation  was  then  arranged  and 
the  patient  was  hospitalized  for  further  study 
in  January,  1950. 

On  admission  the  temperature,  pulse  rate,  and 
respirations  were  normal.  There  was  a crusted 
seborrhea-like  eruption  on  the  scalp  and  a papu- 
lar eruption  on  the  trunk  simulating  keratosis 
follicularis.  The  right  groin  showed  a silver- 
dollar  sized,  grossly  infected  ulceration.  There 
was  purulent  discharge  from  the  right  ear  and 
generalized  lymphadenopathy.  The  liver  was 
palpable  2 cm.  below  the  costal  margin  and 
the  spleen  was  enlarged  1 cm.  below  the  costal 
margin. 

Laboratory  examination  of  the  blood  revealed 
the  following:  RBC  3,380,000;  hemoglobin  9.8 
gm;  WBC  12,850;  differential  count,  neutrophils 
52,  lymphocytes  47,  eosinophiles  1,  monocytes  9. 
The  urine  contained  120  mgm  percent  of  albu- 
min; no  sugar;  many  leucocytes  and  bacteria. 
Bence-Jones  protein  was  not  present.  Culture 
of  the  drainage  from  the  right  ear  showed 
gram-positive  staphylococci.  Culture  of  the 
urine  showed  B.  pyocyaneus.  The  non-protein- 
nitrogen  was  39.5  mgm  percent.  The  blood 
cholesterol  was  303  mgm  percent,  with  choles- 
terol esters  250  mgm  percent.  A roentgenogram 
of  the  chest  showed  an  irregular  fine  mottling 
throughout  both  lung  fields,  more  marked  at  the 
inner  aspect  of  the  bases  Roentgen  ray  diag- 
nosis was  broncho-pneumonia,  but  a parenchy- 
matous infiltration  could  not  be  excluded. 
Roentgenograms  of  the  skull  were  normal. 

Several  transfusions  were  given  in  the  hos- 
pital which  improved  the  red  blood  cell  count 
and  hemoglobin.  Penicillin,  25,000  units  every 
3 hours,  and  aureomycin  by  mouth  did  not  alter 
the  high  white  count  or  the  urinary  findings 
over  a 10  day  period.  Liver,  iron,  and  a low 
fat  diet  were  prescribed. 


The  child  was  discharged  unimproved  10 
days  after  admission  with  the  diagnosis  of 
Letterer-Siwe  disease. 

Soon  after  leaving  the  hospital  a tonsillar  mass 
appeared  which  became  ulcerated  and  gradually 
enlarged  over  a period  of  several  months.  Ul- 
cerations appeared  in  the  axillae  and  about  the 
anus.  The  eruption  on  the  scalp  became  much 
worse  spreading  anteriorly  over  the  face,  neck, 
trunk,  back,  ears,  and  into  the  ear  canals.  The 
finger-nails  became  dystrophic  and  brownish  in 
color,  and  several  dropped  off.  Hyperplastic 
lesions  and  ulcerations  appeared  on  the  gums, 
which  bled  easily.  The  liver  became  palpable 
4 cm.  below  the  costal  margin  and  the  spleen 
3 cm.  below  the  costal  margin. 

In  August,  1950,  the  child  was  taken  to  Chil- 
dren’s Hospital  in  Denver  where  the  diagnosis 
of  Letterer-Siwe  disease  was  confirmed.  Serum 
cholesterol  taken  at  that  time  was  335  mgm.  per- 
cent. Bone  marrow  studies  showed  only  myeloid 
hyperplasia.  Complete  roentgenographic  studies 
of  the  long  bones  and  skull  were  negative.  The 
white  blood  count  was  25,300.  The  patient  was 
given  a 12  day  course  of  cortisone,  receiving 
a total  of  1,150  milligrams.  The  only  change 
noted  was  a slight  improvement  in  the  skin. 

Six  months  after  discharge  from  the  hospital 
in  Denver,  the  child  was  seen  again  in  the 
office.  At  this  time,  he  was  taking  25  mg.  of 
cortisone  once  every  10  days.  He  was  severely 
jaundiced,  with  marked  atrophy  of  muscles  and 
the  skin,  and  generally  appeared  moribund. 
The  parents  refused  further  hospitalization  or 
treatment  for  the  child. 

DISCUSSION 

Dermatologists  in  the  past  have  paid  little 
attention  to  the  cutaneous  manifestations  of 
systemic  reticuloendothelial  granuloma.  These 
include  purpuric  lesions,  seborrhea-like  lesions, 
papular  eruptions  of  the  trunk,  scalp,  axillae, 
and  arms,  of  a yellowish  or  brown  color,  and 
ulcerations  of  the  groins,  axillae,  and  hard  palate. 
Skin  lesions  are  found  most  commonly  in  Let- 
terer-Siwe disease  and  Schuller-Christain  dis- 
ease, altho  both  diseases  may  show  no  cutaneous 
lesions. 

Characteristic  findings  in  Letterer-Siwe  dis- 
ease, besides  the  skin  manifestations,  are  splen- 
omegaly, hepatomegaly,  localized  bone  tumors 
(diagnosed  by  roentgenograms  or  at  necropsy), 
secondary  anemia,  and  generalized,  painless 
lymph  adenopathy.  The  patient  presented  here 
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showed  all  but  the  bone  tumors  which  may 
have  been  present  but  undiscovered  in  the 
roentgenographic  studies  done.  This  disease 
occurs  exclusively  in  infants.  The  onset  is  acute 
and  the  course  progressively  downhill  to  a 
fatal  termination  in  a few  weeks  to  several 
years.  Histologic  observations  consist  of  a 
pronounced  hyperplasia  of  non-lipid-storing 
macrophages  in  the  organs  affected,  most  com- 


monly the  skin,  bones,  spleen,  liver,  lungs,  and 
lymph-nodes.  Histo-pathologically,  it  is  a non- 
lipid histiocytosis.  The  cause  is  unknown. 

SUMMARY 

A report  is  made  of  a case  of  Letterer-Siwe 
Disease  with  clinical  observations  and  labora- 
tory studies. 

1.  Laymon,  C.  W.  and  Sevenants,  J.  J.:  Systemic  Reticulo- 
endothelial Granuloma,  Arch.  Dermat.  and  Svph.  57:873-890 
(May  1948). 


BLOOD  COAGULATION 

Robert  P.  Waldmann.  M.  D. 


Tucson, 

BLOOD  COAGULATION 
Normally,  five  or  six  minutes  after  being  col- 
lected from  a person’s  vein,  blood  becomes 
jelled,  forming  a clot  composed  of  a delicate 
network  of  fibrils  in  which  are  enmeshed  the 
solid  constituents  of  the  blood.  After  approxi- 
mately an  hour  this  mass  becomes  shrunken  and 
there  has  become  expressed  a clear  straw  color- 
ed fluid,  called  serum.  If,  however,  instead  of 
allowing  the  blood  to  stand,  it  is  centrifuged 
immediately  after  it  is  collected,  again  a clear 
fluid  is  obtained.  This  is  called  plasma,  and  if  left 
to  stand,  it  too  will  clot  and  express  serum. 
Consequently,  one  may  surmise  that  the  mech- 
anism of  clotting  is  a phenomenum  of  the  plasma. 
Classical  Theory  of  Coagulation — 

The  classical  theory  of  coagulation  was  offered 
in  1904  by  Morawitz,  Fuld  and  Spiro.  The  sub- 
stances involved  in  the  clotting  mechanism  ac- 
cording to  this  theory  include  prothrombin, 
thrombin,  thromboplastin,  ionized  calcium  and 
fibrinogen.  By  the  action  of  thromboplastin,  pro- 
thrombin becomes  converted  in  the  presence  of 
calcium  ions  into  thrombin.  Fibrinogen  then 
through  the  action  of  thrombin  is  converted  into 
fibrin  in  which  become  entangled  the  erythrocy- 
tes, leukocytes  and  fragmented  platelets,  thus 
forming  a clot.  Simply,  therefore,  the  classical 
theory  is  expressed  as  follows: 

Prothrombin  + Thromboplastin  + Calcium  Ions 
Thrombin 

Thrombin  + Fibrinogen  Fibrin 
Prothrombin- 

Prothrombin  is  chiefly  produced  in  the  liver, 
but  is  also  formed  to  a small  extent  in  the  bone 
marrow(l).  The  antihemorrhagic  vitamin,  vita- 
min K,  discovered  in  1934,  is  the  governor  of  the 
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production  of  this  factor  of  coagulation.  A defi- 
ciency of  this  vitamin  was  found  to  cause  a pro- 
longed coagulaton  time.  In  1936,  it  was  shown 
that  synthesis  of  vitamin  K occurs  in  the  intes- 
tine as  the  result  of  bacterial  action(2)  and 
therefore,  it  seems  established  that  the  immunity 
to  a dietary  lack  of  vitamin  K is  due  to  the 
synthesis  of  this  vitamin. 

Bile  is  required  for  absorption  of  vitamin 
K3  and  the  bleeding  tendency  occurring  with 
obstructive  jaundice  is  brought  about  by  the 
failure  of  absorption  of  vitamin  K since  no  bile 
is  made  available.  In  fact,  any  interference  with 
its  absorption  may  result  in  a tendency  to  bleed, 
as  with  sprue,  liver  disease,  biliary  or  gastro- 
colic fistula,  etc.  Hvpo-prothrombinemia  in- 
duced by  dicu moral  or  by  salicylic  acid,  and  the 
hemorrhagic  tendency  of  the  newborn,  and 
cholemic  bleeding  may  be  eradicated  by  the  ad- 
ministration of  vitamin  K. 

However,  the  discovery  of  this  vitamin’s  pro- 
perties has  not  contributed  to  the  understanding 
of  the  actual  coagulation  mechanism.  Most  ad- 
vances made  in  the  past  fifteen  years  are  due 
to  the  quantitative  methods  for  determining  pro- 
thrombin. The  one-stage  method  of  determina- 
tion, simple,  yet  reliable,  was  utilized  in  bring- 
ing hypo-prothrombinemias  under  clinical  con- 
trol. 

According  to  Quick  and  Stefanini  4 there 
are  two  states  of  prothrombin,  free  and  pre- 
cursor. For  the  precursor,  prothombinogen,  to 
become  free,  it  must  contact  a roughened  sur- 
face. Should  this  theory  be  correct,  prothrom- 
binogen  could  not  participate  directly  in  hemo- 
stasis since  there  are  no  rough  surfaces  intra- 
corporally.  Quick  5 indicates  that  free  pro- 
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thrombin  decreases  readily  with  the  administra- 
tion of  dicumoral  while  the  prothrombinogen  is 
not  effected  for  several  days.  The  two-stage 
method  of  determining  prothrombin  time  meas- 
ures total  prothrombin  whereas  the  one-stage 
method  measures  free  prothrombin,  and  since 
free  prothrombin  decreases  readily  with  dicu- 
moral, the  one-stage  method  would  indicate  a 
decreased  prothrombin  time  several  days  early 
and,  therefore,  it  may  be  concluded  that  only 
free  prothrombin  acts  in  the  immediate  process 
of  hemostasis,  and  that  the  one-stage  method  of 
prothrombin  time  determination  should  be  used 
to  control  hypo-prothrombinemia. 

Thromboplastin — 

Thromboplastin  is  believed  to  be  present  in 
all  body  tissue,  especially  rich  in  lung  and  brain 
tissue.  Platelets  were  thought  to  be  a rich 
source  of  thromboplastin  as  well.  Therefore, 
when  blood  is  shed,  thromboplastin  would  con- 
ceivably be  liberated  from  injured  tissue  and 
from  fragmented  platelets,  thus  initiating  the 
clotting  mechanism.  However,  Quick  6 found 
that  instead  of  thromboplastin,  platelets  con- 
tained an  activator  which  converted  thrombo- 
plastinogen  in  the  plasma  into  thromboplastin 
which  then  would  react  with  prothrombin  to 
produce  thrombin.  Thromboplastin  was  assum- 
ed by  most  authorities  to  be  a catalyst.  Mertz, 
Seegers  and  Smith(7)  have  shown  that  its  re- 
action with  prothrombin  is  a stoichiometric  one, 
however.  It  has  been  suggested  that  thrombo- 
plastin is  inactively  present  in  plasma  and  be- 
comes released  on  contact  with  a rough  sur- 
face ( 8 ) . 

Calcium— 

A low  serum  calcium  is  never  a causative  fac- 
tor in  hemorrhagic  disease.  In  hypo-parathy- 
roidism  where  the  serum  calcium  may  be  de- 
pressed to  less  than  one-half  the  normal  value, 
the  coagulation  time  is  not  lengthened.  It  has 
been  generally  accepted  that  ionized  calcium  is 
essential  for  coagulation.  According  to  Quick 
and  Stefanini(9)  sodium  oxalate  when  added  to 
blood  not  only  precipitates  ionized  calcium,  but 
it  also  removes  the  calcium  from  a compound 
which  is  essential  for  coagulation,  and  that  cit- 
rate added  to  blood  combines  with  prothrombin 
rendering  it  inactive.  Ther  studies  of  prothrom- 
bin activity  under  various  types  of  conditions 
suggests  the  presence  of  a labile  factor  which  is 
indispensable  for  coagulation  and  unstable  in 
decalcified  plasma.  Lovelock  and  Burch  (10) 


state  that  calcium  is  not  essential  for  the  coagu- 
lation of  blood  and  that  the  anticoagulant  activ- 
ity of  oxalate  and  citrate  can  be  explained  as 
due  to  their  ionic  change.  Calcium-free  plasma 
is  said  to  have  clotted  on  a fivefold  dilution,  but 
not  in  the  presence  of  fluoride  or  citrate  ions; 
thus  suggesting  that  it  is  the  presence  of  these 
ions  rather  than  the  absence  of  calcium  which 
prevents  blood  containing  them  from  clotting. 
Fibrinogen— 

Fibrinogen  is  produced  in  the  liver,  and  a 
defect  of  this  substance  is  a rare  cause  of  bleed- 
ing. In  fact,  hemostasis  is  possible  in  the  ab- 
sence of  fibrinogen.  There  have  been  recorded 
a number  of  cases  wherein  there  is  a congenital 
lack  of  this  plasma  protein.  Since  these  persons 
do  not  exanguinate— instead,  tend  to  bleed  even 
less  than  those  with  hemophilia— it  may  be  con- 
cluded that  coagulation  does  not  depend  on 
fibrin  plugging. 

New  Concept  of  Blood  Coagulation— 

The  old  classical  theory  of  coagulation  leaves 
much  to  be  explained  as,  for  instance,  the  func- 
tion of  platelets,  the  actual  source  of  thrombo- 
plastin, the  auto-catalytic  action  of  the  coagula- 
tion reaction,  correlation  between  coagulation 
and  the  mechanism  of  hemostasis. 

Quick(5)  has  presented  a new  concept  of 
the  clotting  of  blood.  He  states  that  an  enzyme, 
thromboplastinogenase,  released  by  platelets, 
combines  with  thromboplastinogen  from  the 
plasma  to  produce  thromboplastin;  also  that 
thromboplastin  is  obtained  from  injured  tissue, 
as  has  been  the  general  conception.  The  throm- 
boplastin then,  according  to  his  theory,  joins 
with  the  “prothrombin  complex”  of  the  plasma, 
which  is  made  up  of  calcium,  prothrombin  and 
a “labile  factor”  to  produce  thrombin.  Fibrino- 
gen from  the  plasma  then  reacts  with  the  throm- 
bin to  produce  fibrin. 

As  stated  before,  Quick  and  Stefanini  claim 
that  prothrombin  exists  in  two  states,  free  and 
a precursor  they  call  prothrombinogen,  which 
to  become  free  must  contact  a roughtened  sur- 
face. 

A “ prothrombin  labilizing  factor”  was  demon- 
strated by  Quick  (11)  when  he  was  able  to 
show  that  stored  oxalated  human  plasma  having 
an  increased  prothrombin  time  when  mixed  with 
plasma  of  a dog  with  hypo-prothrombinemia  in- 
duced wth  dicumoral  resulted  in  a mixture  with 
decreased  prothrombin  time.  A factor  gone  in 
the  stored  plasma  evidently  was  not  the  same 
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as  that  one  decreased  by  dicumoral— conse- 
quently, prothrombin  must  have  two  compon- 
ents, one  instable  on  storage  and  another  ad- 
sorbable  to  aluminum  hydroxide  and  similar 
agents.  This  discovery  of  Quick’s  is  identical 
with  “factor  V’’  of  Owren’s(12).  The  labile 
factor,  essential  in  thrombin  formation,  thus  dis- 
appears in  stored  oxalated  plasma,  and,  inci- 
dentally, like  prothrombin,  is  inactivated  at  60° 
C.  Its  quantity  is  determined  by  noting  the 
amount  required  to  bring  the  prothrombin  time 
of  stored  plasma  to  a fixed  value.  According  to 
Quick  (13),  this  factor  is  not  an  accelerator, 
since  an  amount  larger  than  the  minimal  re- 
quirement needed  to  produce  thrombin  from 
prothrombin  will  not  speed  up  the  reaction  nor 
increase  the  amount  produced. 

Alexander,  et  al  ( 14 ) have  concluded  that  the 
labile  factor  is  consumed  in  relation  to  the 
amount  and  the  velocity  of  prothrombin  conver- 
sion, and  that  this  factor  is  not  a catalyst  but  an 
actual  reagent  used  in  the  process  of  prothrom- 
bin conversion. 

A new  agent  was  discovered  in  1946  which  is 
said  to  accelerate  the  activation  of  prothrombin 
into  thrombin  and  is  called  “accelerator  globulin”; 
it  was  concluded  that  this  Ac-globulin  is 
probably  the  same  as  Quick's  labile  factor  ( 15, 
16): 

Therefore,  blood  contains  in  addition  to  classi- 
cal prothrombin,  a labile  factor  essential  for  pro- 
duction of  thrombin,  and  dicumoral  nor  a de- 
ficiency in  vitamin  K effects  its  concentration. 
The  action  of  this  factor  is  not  certain;  it  is 
claimed  by  some  to  be  catalytic.  Quick  and 
Stefanini(  17)  say  it  has  a stoichiometric  action 
with  other  clotting  factors  to  form  thrombin  and 
demonstrate  that  with  a low  labile  factor,  there 
is  a comparative  decrease  in  the  production  of 
thrombin,  even  with  an  increased  thromboplas- 
tin, and,  therefore,  say: 

Thromboplastin  + labile  factor  + calcium 
+ prothrombin  ->  thrombin. 

During  coagulation,  the  conversion  of  pro- 
thrombin to  thrombin  occurs  with  increasing 
velocity— an  autocatalytic  phenomenon.  Certain 
substances  arising  during  coagulation  accelerate, 
activate,  or  otherwise  act  as  ancillary  agents  in 
the  conversion  of  prothrombin  to  thrombin  in  the 
presence  of  thromboplastin  and  calcium— they 
include  the  serum  Ac-globulin,  Factor  VI  of 
Owren,  Serum  Prothrombin  Conversion  Acce- 
lerator (SPCA)  of  Alexander,  Prothrombinkinase 
and  Thrombinkinase  of  Milstone,  and  the  Labile 


Factor  of  Quick.  It  is  the  opinion  of  Alex- 
ander et  al  ( 18 ) that  these  substances  are  alike; 
that  any  difference  may  be  due  to  the  differ- 
ence in  technique  of  study,  in  the  purity  and 
source  of  material,  and  in  interpretation.  They 
compared  the  properties  of  SPCA  and  serum 
Ac-globulin,  and  say  SPCA  accelerates  the 
conversion  of  prothrombin  to  thrombin  in  the 
presence  of  a labile  serum  component.  They 
believe  that  “serum  Ac-globulin”  is  a mixture  of 
at  least  two  clotting  components,  plasma  Ac- 
globulin  and  SPCA;  the  former  being  a plasma 
component  and  labile  and  SPCA  being  a serum 
factor,  relatively  stabile.  The  labile  plasma  Ac- 
globulin  is  probably  identical  with  the  labile 
factor  of  Quick  and  is  essential  for  rapid  pro- 
thrombin conversion.  As  SPCA  is  evolved  dur- 
ing coagulation,  the  reaction  is  further  acceler- 
ated, and  it  appears  to  Alexander  that  SPCA  is 
the  true  “autocatalytic  accelerator”  of  prothrom- 
bin conversion. 

Stefanini(  19)  says  that  at  first,  thrombin  is 
apparently  formed  slowly  with  the  combina- 
tion of  thromboplastin,  prothrombin,  calcium 
and  labile  factor,  but  once  enough  thrombin  has 
been  formed,  an  auto-catalytic  mechanism  is  set 
in  motion  with  thrombin  not  only  labilizing 
platelets  which  sets  free  the  activator  of  throm- 
hoplastinogen,  but  also  converting  the  labile 
factor  into  an  accelerator  which  speeds  up  the 
formation  of  still  more  thrombin.  This  acceler- 
ator produced  by  the  action  of  thrombin  on  the 
labile  factor  evidently  is  identical  to  factor  VI, 
serum  Ac-globulin  and  SPCA.  It  is  pointed  out 
by  Stefanini  that  the  different  rate  at  which 
thrombin  is  produced  in  the  presence  of  labile 
factor  or  accelerator  explains  why  the  forma- 
tion of  thrombin  from  prothrombin  has  been 
considered  by  some  investigators  to  be  a stoichio- 
metric reaction,  and  by  others,  an  enzymatic  one. 

It  has  been  demonstrated  that  very  little 
thrombin  is  produced  when  blood  coagulates 
and  that  the  thrombin  is  absorbed  by  fibrin,  thus 
slowing  the  breaking  down  of  platelets  influ- 
enced by  the  thrombin;  therefore  countering 
the  chain  reaction  (20).  Thrombin,  besides  pro- 
ducing fibrin  from  fibrinogen,  labilizing  plate- 
lets to  produce  the  thromboplastinogen  activator 
and  converting  the  labile  factor  into  an  acceler- 
ator, also  causes  platelets  to  liberate  a local  vaso- 
constrictor which  acts  on  vessels  in  the  sur- 
rounding area  (21 ) . 

Thus,  the  function  of  the  cloth  is  not  to  act  as 
a plug,  but  to  control  the  thrombinogenic  reac- 
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tion  and  produce  vasoconstriction  by  labilizing 
platelets.  The  fibrin  acts  only  to  delay  the 
thrombinogenic  reaction  so  that  the  platelets  in 
the  clot  slowly  disintegrate,  and  a gradual  and 
prolonged  production  of  the  vasoconstrictor  oc- 
curs. Carter  and  Warner  (22)  say  that  fibrino- 
gen may  protect  Ac-globulin  against  various  phy- 
sical and  chemical  agents,  and  that  it  may  in- 
hibit Ac-globulin  activity  in  the  conversion 
phase  of  the  normal  clotting  process. 

Briefly,  therefore,  there  are  three  phases  in 
the  new  concept  of  blood  coagulation.  The  first 
phase  includes  the  formation  of  thromboplastin 
through  the  action  of  an  enzymatic  agent  re- 
leased by  the  platelets  with  thromboplastinogen 
in  the  plasma.  The  second  prase  is  the  forma- 
tion of  thrombin  by  action  between  prothrom- 
bin, thromboplastin,  labile  factor  and  calcium; 
the  thrombin  labilizes  platelets  leading  to  the 
production  of  more  thromboplastin,  and  the 
thrombin  also  acts  to  convert  labile  factor  into 
an  accelerator  agent  (Factor  VI,  serum  Ac- 
globulin,  serum  prothrombin  conversion  acceler- 
ator) capable  of  accelerating  the  formation  of 
thrombin  from  prothrombin.  The  third  phase  is 
the  reaction  of  thrombin  with  fibrinogen  to  pro- 
duce fibrin  and  a clot. 


Thromboplastinogena se 
(from  platelets) 


Prothrombin  Complex 
(from  plasma) 

Calciua 

■ >Labile  Factor  -*■  Accelerator 
Free  Prothrombin 

Prothrombinogen  (free  on  contact 
with  rough  surface) 


Thromboplastinogen 
(from  plasma) 


Injured  Tissue 


- Accelerating  effect/ 
-Labilizing  action^ 


Thrombin . Fibrinogen 
\ NV/  (from  plasma) 
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Anticoagulants— 

It  has  generally  been  believed  that  blood 
remains  fluid  in  the  vessels  because  thromboplas- 
tin in  the  circulating  blood  is  of  a very  small 
amount  and,  therefore,  thrombin  is  not  pro- 
duced and  fibrin  is  not  formed.  Any  small 
amount  of  thrombin  in  the  blood  is  neutralized 
by  an  “anti-thrombin”  present  in  low  concen- 
trations in  the  blood. 

In  1918,  Howell  and  Holt  (23)  obtained  a 
powerful  anticoagulant  from  extracts  of  liver 
they  called  “heparin”.  Lung,  muscle  and  intes- 
tinal wall  also  contain  heparin  in  large  quanti- 
ties. In  serum,  however,  it  is  of  negligible 
quantity,  and  believed  not  responsible  for  main- 
taining the  fluidity  of  blood.  Its  anticoagulant 
properties  are  believed  due  mostly  to  its  ability 
to  inactivate  thrombin;  however,  Ferguson  (24) 
has  shown  evidence  by  experiments  that  heparin 
neutralizes  the  action  of  thromboplastin.  Ac- 


cording to  Quick,  heparin  merely  intensifies  the 
action  of  the  normal  antithrombin  of  the  blood 
to  produce  a powerful  anticoagulant.  Heparin 
is  a product  of  mast  cells,  the  mobile  basophil 
cells  of  the  tissues,  clustered  around  the  small 
vessels  of  tissues  (25).  Murray  et  al(26)  state 
that  besides  prolonging  the  coagulation  time, 
heparin  hinders  agglutination  and  deposition  of 
platelets,  discouraging  formation  of  thrombin. 
Clinically,  the  most  important  use  of  heparin 
is  in  blood  transfusions,  operations  upon  vessels 
and  preventing  extension  of  certain  types  of 
thrombus,  especially  those  conditions  carrying 
the  threat  of  fatal  pulmonary  embolism. 

Considering  other  anticoagulants,  biological 
substances  besides  heparin  would  include  hiru- 
din from  the  leech  which  like  heparin,  inacti- 
vates thrombin;  dicumoral  from  spoiled  sweet 
clover  which  depresses  prothrombin  concentra- 
tion; peptone  solution  stimulating  liberation  of 
heparin  from  the  liver;  cobra  snake  venom. 
Neutral  salt  solutions  as  magnesium  sulfate, 
sodium  sulfate  and  sodium  chloride,  will  slow 
coagulation  but  won’t  prevent  it  indefinitely. 
Azo  dyes,  as  Trypan  Blue,  are  powerfully  anti- 
coagulant. Coagulation  may  be  prevented  by 
de-calcifying  the  blood,  as  has  already  been 
discussed,  employing  the  use  of  sodium  oxa- 
late or  sodium  citrate. 

Hemophilia- 

One  of  the  hemorrhagic  diseases  is  hemophilia, 
wherein  according  to  Quick  (27)  there  is  a con- 
genital lack  of  thromboplastinogen.  The  amount 
of  hemorrhage  is  proportional  to  the  decrease 
in  quantity  of  this  substance.  If  the  circulatory 
system  is  intact,  no  hemorrhage  occurs;  how- 
ever, the  injury  required  may  be  very  slight. 
In  a well  developed  hemophilia,  the  coagula- 
tion time  of  the  blood  is  greatly  prolonged 
though  the  bleeding  time  is  normal.  There  is 
usually  no  decrease  in  the  number  of  platelets. 
It  was  generally  believed  that  the  essential 
defect  was  decreased  thromboplastin  due  to 
abnormal  stability  of  the  platelets,  and,  there- 
fore, a retardation  of  the  conversion  of  pro- 
thrombin to  thrombin,  but  Quick  says  this  is 
not  the  case.  The  coagulation  time  test  may 
be  normal  in  mild  cases.  Any  admixtures  of  tis- 
sue juice  in  the  process  of  collecting  the  blood 
makes  the  coagulation  test  worthless.  The  pro- 
thrombin consumption  test  is  a much  more 
sensitive  test  than  the  determination  of  the 
clotting  time  (28).  The  clotting  time  does  not 
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reach  pathologic  values  until  below  thirty  per- 
cent of  prothrombin  consumption.  Quick  also 
indicates  that  the  prothrombin  consumption  test 
is  of  diagnostic  value  in  this  disease  if  the  plate- 
let count  is  normal,  as  only  a small  amount  of 
prothrombin  is  used  for  coagulation  since  there 
is  a definite  decrease  in  the  thromboplastinogen. 
Since  prothrombin  and  thromboplastin  react 
stoichiometrically,  the  more  thromboplastin,  the 
less  prothrombin  after  coagulation.  The  throm- 
boplastin available  depends  on  the  concentra- 
tion of  thromboplastinogen  and  platelets.  Ac- 
cording to  Quick  if  there  are  over  100,000  plate- 
lets per  c.m.  of  blood,  the  prothrombin  con- 
sumption test  is  the  measure  of  thromboplastino- 
gen, but  when  the  platelet  count  is  low,  throm- 
boplastin is  also  decreased,  and  consequently, 
little  prothrombin  is  converted.  Also,  the  possi- 
bility that  anti-thromboplastinogenase  (inhibitor 
of  the  platelet  enzyme)  may  be  increased  and 
causing  a hemophilia-like  disease  must  be  ruled 
out. 

The  accepted  treatment  of  hemophilia  in- 
cludes blood  transfusion  or  direct  application 
of  tissue  extract  to  the  bleding  point.  Snake 
venom  has  also  been  usd,  applying  it  directly 
to  the  wound. 

Purpura— 

Hemorrhage  beneath  the  skin,  from  mucous 
membranes  or  into  joints,  commonly  known  as 
purpura,  occurs  in  numerous  diseases  as  scarlet 
fever,  small  pox,  diphtheria,  streptococcal  infec- 
tions; also  scurvy,  leukemia  and  certain  ane- 
mias. It  may  occur  with  action  of  certain 
venoms,  drugs  and  chemicals.  Capillary  frag- 
ility may  be  the  primary  cause  in  some  types  of 
purpura,  whereas  in  others  the  defect  may  be 
a decreased  number  of  platelets  in  the  blood, 
according  to  the  general  belief.  A reduction  of 
platelets  is  not  capable  alone  of  inducing  pur- 
pura; an  injury  to  the  capillary  wall  must  co- 
exist. A decrease  in  platelets  may  result  from 
an  increased  destruction,  or  may  be  due  to  a 
decreased  production  as  with  leukemia  or  ana- 
plastic anemia. 

Thrombocytopenic  purpura  is  treated  sur- 
gically by  splenectomy,  which  is  usually  follow- 
ed dramatically  by  a prompt  increase  in  plate- 
lets and  frequently  effects  a cure.  According  to 
Troland  and  Lee  (29)  the  spleen  is  the  source 
of  a toxic  material  which  destroys  platelets.  They 
found  that  acetone  extracts  of  spleens  from 
patients  suffering  with  thrombocytopenic  pur- 


pura, when  injected  into  rabbits,  was  followed 
by  a prolonged  reduction  in  platelet  count. 
An  abnormal  number  of  megakaryocytes  have 
been  found  in  the  bone  marrow  with  an  increase 
in  the  number  of  younger  forms  and  it  has  been 
suggested  that  these  magakaryocytes  fail  to  pro- 
duce platelets. 

When  the  platelets  are  reduced  as  in  this  dis- 
ease, there  results  a decreased  amount  of  throm- 
boplastin produced,  since  according  to  Quick 
(30),  platelets  are  necessary  for  the  activation 
of  thromboplastinogen,  and,  consequently,  little 
thrombin  is  produced,  thus  reducing  the  pro- 
thrombin consumption.  It  was  generally  be- 
lieved that  there  was  no  defect  in  the  coagula- 
tion mechanism  since  coagulation  time  is  normal 
in  this  dsease.  However,  the  actual  hemorrhage 
is  not  due  to  a decreased  number  of  platelets 
(though  this  fact  does  accentuate  the  bleeding), 
but,  instead,  to  an  increased  permeability  of  the 
capillaries.  It  is  not  known  whether  this  defect 
in  the  capillaries  is  due  to  a toxic  agent  or  to 
the  lack  of  a factor  necessary  for  vascular  toni- 
city. Quick  and  Stefanini(31)  emphasize  the 
importance  of  serum  prothrombin  activity  not 
only  in  the  diagnosis  of  hemophilia,  but  also 
in  thrombocytopenia,  where  there  is  an  impair- 
ed activation  of  thromboplastinogen.  In  either 
case,  without  activation  of  thromboplastinogen, 
thrombin  can’t  be  formed.  The  consumpton  of 
prothrombin  during  coagulation  is  slight  and 
consequently  the  very  sensitive  one-stage  pro- 
thrombin consumption  test  is  of  diagnostic 
value.  This  test  consists  of  adding  thrombo- 
plastin, labile  factor  and  fibrinogen  to  serum 
and  measuring  the  clotting  time  of  the  mix- 
ture, this  being  a direct  function  of  the  pro- 
thrombin left  unconverted  in  the  serum.  The 
one-stage  prothrombin  consumption  test  doesn’t 
eliminate  the  accelerator  effect,  and,  therefore, 
the  test  has  been  criticized  as  nonspecific.  The 
diagnostic  value  of  the  test  as  pointed  out  by 
Stefanini  and  Crosby  (32)  is  not  compromised 
by  the  serum  accelerator  effect  since  it  is  not 
of  such  magnitude  as  to  modify  the  results  of 
the  prothrombin  consumption  test  to  any  ex- 
tent. 

H emophilia-like  Disease— 

There  exists  a hemophilia-like  disease  which 
occurs  in  both  sexes.  Blood  of  a patient  with 
this  disease  is  believed  to  contain  an  inhibitor  to 
coagulation  since  this  blood  when  mixed  with 
normal  blood  results  in  a mixture  with  a pro- 
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longed  coagulation  time;  whereas,  mixing  blood 
of  a patient  with  hemophilia  with  normal  blood 
resulted  n a mixture  with  a normal  coagulation 
time  (33).  This  inhibitor  is  believed  to  act  on 
the  thromboplastinogen  activator  ( 34 ) . Blood 
transfusions  are  of  no  help  in  this  disease. 
Evidently  the  inhibitor  is  in  such  a great  con- 
centration that  it  prevents  even  the  new  blood 
from  coagulating. 

Thrombosis— 

Intravascular  clotting  may  occur  in  the  human 
body  from  several  causes.  It  is  doubtful  whether 
such  clotting  occurs  as  a direct  result  of  an  in- 
crease in  any  of  the  elements  of  the  clotting 
mechanism  present  in  the  circulating  blood. 
Under  certain  circumstances,  the  probable  fac- 
tor is  the  liberation  of  thromboplastin  with  in- 
jury of  tissue  cells;  however,  the  effect  is  con- 
fined to  the  region  of  the  injury.  A thrombus 
may  be  formed  simply  by  clotting  of  blood  in 
the  usual  way  as  occurs  in  an  injured  vessel. 
Also,  cellular  elements  of  blood  may  form  a 
solid  mass  within  a vessel  independent  of  the 
clotting  process  as  in  smaller  vessels  when  ery- 
throcytes agglutinate  as  after  a transfusion  of 
incompatible  blood.  A true  clot  may  then  form 
in  the  stagnant  blood  column.  Toxic  thrombosis 
may  occur  with  the  arsenicals,  mercurials,  pois- 
onous mushrooms,  certain  snake  venoms,  exten- 
sive burns,  etc.,  but  whether  it  occurs  by  injury 
to  the  vessel  wall,  destruction  of  blood  elements 
or  through  their  effects  upon  some  phase  of 
the  clotting  process  is  obscure.  Infection  is  a 
common  cause,  destroying  endothelium  and  lib- 
erating thromboplastin  from  injured  tissue  and 
disintegrated  platelets,  releasing  its  activator. 
Thrombosis  of  the  veins  of  the  lower  limbs  fol- 
lowing operations  upon  the  abdominal  or  pelvic 
organs  is  not  uncommon — a cause  for  concern 
since  there  may  be  embolus  formation. 

Though  the  slowing  of  venous  flow  as  with 
feeble  heart  action,  confinement  in  bed,  immo- 
bility of  legs,  low  metabolic  rate,  etc.,  is  prob- 
ably the  most  important  factor  in  the  production 
of  postoperative  thrombosis,  alteration  in  the 
blood  itself  following  tissue  injury  including 
an  increase  in  the  platelet  count,  tendency  for 
platelets  to  clump  together,  increase  in  amount 
of  fibrinogen  in  the  blood  (increasing  the  sedi- 
mentation rate)  undoubtedly  favor  the  forma- 
tion of  a thrombus.  Anhydremia  also  will  en- 
courage thrombosis.  Therefore,  prophylaxis 
should  include  early  ambulation;  encouragement 


of  respiration  to  aid  venous  return,  administra- 
tion of  thyroid  extract  to  increase  metabolism 
and  circulatory  rate,  and  of  fluids  to  prevent 
dehydration;  prescription  of  a high  carbohydrate 
diet  since  high  protein  will  increase  formation 
of  fibrinogen  and  platelets;  administration  of 
anti-coagulants  (heparin,  sodium  thiosulfate, 
etc. ) . 

Summary— 

The  classical  theory  set  forth  by  Morawitz 
in  1904  and  dominating  the  field  almost  to  the 
present  time  represented  a useful  basis  for  stu- 
dies of  blood  coagulation  and  the  pathogenesis 
of  hemorrhagic  diseases;  however,  recent  investi- 
gations (have  established  significant  findings 
that  can’t  be  reconciled  with  this  old  concept. 
Several  new  technical  approaches  have  been 
made  in  the  study  of  the  clotting  of  blood  which 
have  helped  considerably  to  make  up  for  the 
shortcomings  of  the  old  theory,  and  allow  for  a 
better  understanding  and  more  accurate  control 
of  the  hemorrhagic  diseases,  as  well  as  offer  a 
foundation  for  still  greater  achievements  towards 
solving  the  true  physiology  of  coagulation. 
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MASSACHUSETTS  GENERAL 
HOSPITAL  CASE  NO.  36291 


The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


First  admission.  A fifty-two-year-old  barten- 
der was  admitted  for  repair  of  a right  scrotal 
hernia. 

The  patient  had  been  told  that  he  had  a 
“touch  of  gout”  and  a “skipping  heart”  for  years. 
Physical  examination,  in  addition  to  the  hernia, 
showed  an  rregular  heart  rhythm,  wth  a rate  of 
80  to  90.  Urinalysis  was  negative;  the  blood 
nonprotein  nitrogen  was  19mg.,  and  the  blood 
uric  acid  2.7  mg.  per  100  cc.  The  operation  and 
convalescence  were  uneventful. 

Second  admission  (Five  years  later).  The  pa- 
tient was  readmitted  because  of  an  attack  of 
gross  hematuria.  He  had  been  well  in  the 
interim  up  until  one  week  prvious  to  this  admis- 
sion, when  he  noted  easy  fatigability  and  weak- 
ness. The  right  knee  became  swollen,  and  the 
urine  was  noted  to  contain  gross  blood.  This 
lasted  for  four  days. 

He  had  had  slight  nocturia  of  some  years’  dura- 
tion, but  no  frequency,  dysuria  or  hesitancy.  For 
two  years  he  had  exertional  dyspnea  with  pal- 
pitation usually  coming  on  after  a heavy  meal 
or  on  climbing  stairs.  There  was  no  history  of 
chest  pain  or  ankle  edema.  Up  until  five  years 
previous  to  admission  for  a period  of  six  years 
there  had  been  intermittent  swelling  of  the 
knees,  ankles  and  left  great  toe  lasting  from  a 
few  days  to  a few  weeks.  There  was  a history 
of  heavy  alcoholic  intake  up  until  two  years 


previous  to  this  admission.  Physical  examina- 
tion showed  a palpable,  firm  nodule  in  the  right 
lobe  of  the  thyroid  gland,  cardiomegaly,  auri- 
cular fibrillation,  a Grade  III  apical  systolic 
murmur  and  a recurrent  inguinal  incisional  her- 
nia. The  lungs,  abdomen,  extremities  and  pros- 
tate were  negative. 

The  temperature  was  99°F.,  the  pulse  96,  and 
the  respirations  20.  The  blood  pressure  was  155 
systolic,  110  diastolic. 

Urinalysis  showed  a specific  gravity  of  1.005 
and  10  to  12  red  cells  and  3 or  4 whte  cells  per 
high-power  field  in  the  sediment.  Cystoscopy 
demonstrated  a normal  urethra  and  bladder. 
The  ureters  were  easily  catheterized,  clear  urine 
coming  from  each.  A retrograde  pyelogram  dis- 
closed a calculus  in  the  region  of  the  left  middle 
calyx.  After  injection  it  was  noted  that  this  ap- 
peared to  be  in  a cavity.  The  patient  was  dis- 
charged on  the  second  hospital  day. 

Third  admission  (two  months  later).  In  the 
interval  he  was  followed  in  the  Out  Patient  De- 
partment. The  serum  calcium  was  9.2  mg.,  the 
phosphorus  3.3  mg.,  the  alkaline  phosphatase  3.1 
units,  the  total  protein  6.8  gm,  the  uric  acid  4.7 
mg.,  and  the  nonprotein  nitrogen  18  mg  pe.r 
100  cc.  Guinea-pig  inoculation  of  the  urine  was 
negative  for  tubercle  bacilli.  X-ray  study  of 
the  chest  showed  the  heart  to  be  markedly 
enlarged  in  all  chambers  but  more  so  on  the 
left.  A gastrointestinal  series  and  x-ray  exam- 
ination of  the  neck  were  negative. 

The  patient  had  been  passing  small  amounts 
of  blood  in  the  urine  intermittently  snce  the  pre- 
vious admission.  However,  his  strength  and 
appetite  were  good.  There  were  no  new  symp- 
toms, and  physical  examination,  an  x-ray  film 
of  the  chest,  an  electrocardiogram  and  laboratory 
data  were  essentially  the  same  as  at  the  pre- 
vious admission. 
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Urinalysis  on  admission  showed  a specific 
gravty  of  1.018,  a+  test  for  albumin  and  100  red 
cells  per  high-power  field  in  the  sediment. 
There  were  abundant  colon  bacilli  and  Staphy- 
lococcus aureus  on  culture.  A urinary  deter- 
mination for  cystine  was  negative,  and  a twenty- 
four-hour  urinary  specimen  revealed  a total 
calcium  excretion  of  48  mg. 

On  the  sixth  hospital  day  a nodule  was  ex- 
cised from  the  right  lobe  of  the  thyroid  gland 
under  local  anesthesia.  The  pathological  report 
was  nontoxic  nodular  goiter,  with  organized  and 
canalized  hematoma.  He  was  discharged  on  the 
fifth  postoperative  day  after  an  uneventful  con- 
valescence. 

Fourth  admission  (seven  months  later).  The 
patient  had  ben  well  except  for  one  episode  of 
passing  dark-red  blood  in  the  urine  for  a few 
hours  six  weeks  previously.  A retrograde  pyelo- 
gram  showed  a rounded  calcium  density  over- 
lying  the  left  kidney  measuring  7 mm.  in  its 
greatest  dimension.  The  left  kidney  was  slightly 
lower  than  the  right  and  appeared  slightly  larger. 
On  the  left  only  the  middle  and  lower  calyxes 
filled.  The  calcium  density  appeared  to  lie  with- 
in a major  calyx,  which  came  off  close  to  the 
renal  pelvis.  The  right  ureter,  pelvis  and  calyxes 
were  normal.  The  hemoglobin  was  12.8  gm., 
and  the  white-cell  count  8000.  Urinalysis  show- 
ed a specific  gravity  of  7.012,  a + test  for  al- 
bumin and  an  occasional  red  cell  and  10  white 
cells  per  high-power  field.  Urine  cultures  were 
negative.  He  was  discharged  on  the  second  hos- 
pital day. 

Fifth  admission  (six  weeks  later).  The  pa- 
tient had  been  well  and  had  worked  until  a 
week  previous  to  this  admission.  Then  after 
passing  “lemon-colored”  urine  he  experienced 
chilly  sensations  followed  by  fever  and  malaise 
and  accompanied  by  urinary  frequency  of  once 
an  hour,  with  some  burning  on  micturition.  This 
condition  gradually  abated  over  the  next  five 
days.  For  the  twenty-four  hours  prior  to  ad- 
mission he  took  one  sulfonamide  tablet  every 
four  hours,  and  on  admission  the  symptoms  had 
completely  disappeared  and  the  urinary  fre- 
quency was  every  four  hours.  He  believed  that 
he  had  lost  10  to  15  pounds  in  the  six  weeks 
prior  to  admission.  He  was  taking  digitoxin, 
0.2  mg.  every  day,  and  on  this  medication  was 
no  longer  bothered  by  dyspnea  or  palpitation. 
There  had  been  no  recent  attacks  of  joint  pain. 

Physical  examination  revealed  slight  disten- 


tion of  the  neck  veins,  a moderately  irregular 
pulse,  cardiomegaly  and  a Grade  II  apical  sys- 
tolic murmur.  The  liver  edge  was  palpable 
two  fingerbreadths  below  the  costal  margin. 
There  was  moderate  tenderness  and  voluntary 
spasm  in  the  left  upper  quadrant  of  the  abdo- 
men to  bimanual  palpation.  The  right  inguinal 
incisional  hernia  was  easily  reducible. 

The  temperature  was  99  °F.,  the  pulse  94,  and 
the  respirations  25.  The  blood  pressure  was 
130  systolic,  90  diastolic. 

Examination  of  the  blood  revealed  a hemo- 
globin of  13.4  gm.  and  a white  cell  count  of 
13,300.  Urinalysis  showed  a specific  gravity  of 
1.010  with  a ++  test  for  albumin  and  innumer- 
able white  cells  in  the  sediment.  Culture  of  the 
urine  grew  a few  colon  bacilli.  The  nonprotein 
nitrogen  was  37  mg.  per  100  cc.  An  electrocar- 
diogram and  chest  x-ray  film  were  as  before. 

On  the  fourth  hospital  day  the  temperature 
was  101  °F.  The  patient  complained  of  pain  in 
the  right  great  toe,  which  externally  appeared 
normal.  Tenderness  in  the  left  upper  quadrant 
to  bimanual  palpation  was  still  present,  and 
there  was  no  costovertebral-angle  tenderness. 
The  white-cell  count  was  11,500,  with  84  per 
cent  neutrophils.  On  the  following  day  the  tem- 
perature was  normal,  and  he  felt  well,  but  there 
was  some  swelling,  redness  and  warmth  of  the 
right  knee  thought  to  be  mainly  periarticular 
The  blood  uric  acid  was  5.6  mg.  per  100  cc.,  and 
the  basal  sedimentation  rate  was  normal.  An 
intravenous  pyelogram  was  essentially  similar  to 
previous  pyelograms  except  that  on  the  left,  in 
addition  to  a nonfilling  superior  calyx,  there  was 
incomplete  filling  of  the  middle  calyx.  Follow- 
ing 1 cc.  of  Mercuhydrin  intramuscularly  he 
lost  4 pounds  in  weight,  the  liver  was  no  longer 
palpable,  and  the  neck  veins  were  less  distend- 
ed. By  the  thirteenth  hospital  day  the  tem- 
perature was  normal,  the  knee  was  no  longer 
swollen,  and  there  were  no  subjective  com- 
plaints. On  the  fourteenth  hospital  day  an 
operation  was  peformed. 

J.  D.  HAMER,  M.D. 

The  case  in  question  today  concerns  a 54 
year  old  bartender  who  was  reported  to  have 
several  abnormal  conditions;  a nodular  mass  in 
the  thyroid  gland  which  later  turned  out  to  be 
a non-toxic  adenoma  after  excision  and  patho- 
logical study;  the  findings  of  an  enlarged,  fibril- 
lating  heart,  with  a systolic  mitral  murmur 
which  can  be  assumed  to  be  rheumatic  in  origin. 
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and  showing  the  signs  and  symptoms,  at  inter- 
vals, of  moderate  to  mild  decompensation.  He 
had  an  inguinal  hernia  which  was  repaired, 
later  tho,  to  recur;  recurring  flareups  of  arthritic 
symptoms  in  various  tissues  about  the  joints, 
either  on  a rheumatic  basis,  or,  thought  to  be 
at  one  time,  gouty  in  origin.  Several  uric  acid 
determinations  done  during  the  several  hospital 
admissions  were  within  normal  limits  except  at 
the  time  of  his  fifth  hospital  day,  the  value  was 
recorded  at  5.7  mgs.  per  100  c.c.  of  blood. 

The  chief  condition  of  interest,  in  this  case, 
however,  centered  around  the  repeated  admis- 
sions to  the  hospital  because  of  episodes  of 
hematuria,  variable  in  amount  and  duration.  Sev- 
eral studies  were  made  for  the  purpose  of  find- 
ing the  cause  for  the  hematuria.  A calculus 
was  demonstrated  on  several  occasions  by  pyelo- 
grams.  It  was  found  in  the  left  kidney,  and  at 
the  time  of  the  later  admissions,  the  urinary 
tract  presented  the  signs  and  findings  of  an  in- 
fectious process  also.  The  patient  was  operated 
for  some  reason  during  his  fifth  admission.  The 
record  doesn’t  state  whether  the  operation  was 
done  on  the  urinary  tract,  or  for  the  purpose 
of  repairing  the  recurring  hernia  again. 

It  is  reasonably  well  established  that  the  hema- 
turia in  this  man  resulted  from  some  condition 
above  the  bladder,  for  we  are  told  that  the 
urethra  and  bladder  were  normal  to  cystoscopic 
examination.  We  then  have  to  trace  the  origin 
of  the  bleeding  in  the  prostate,  the  ureters,  or 
one  or  both  of  the  kidneys,  or  to  some  systemic 
process. 

Of  the  systemic  processes,  it  seems  logical  to 
exclude  all  of  them,  except  that  it  is  possible 
for  the  fibrillating  heart  to  cause  embolic  in- 
farctions in  one  or  both  kidneys,  resulting  in 
repeated  attacks  of  hematura.  Of  the  acute  or 
chronic  infections  which  at  times  cause  hema- 
turia, the  possible  presence  of  some  degree  of 
rheumatc  fever,  or  possibly  rheumatic  endocar- 
ditis, (with  renali  infarctions)  are  the  only  con- 
ditions having  any  possible  bearing  on  this  case 
Such  systemic  diseases  and  general  conditions 
as  blood  dyscrasias  and  leukemias,  deficiency 
and  dietary  diseases  (Scurvy,  etc.);  hematuria 
due  to  medications  (Urotropin,  sulfonamides, 
mandelic  acid,  salicylates,  barbiturates  and  can- 
tharides),  and  the  diseases  of  unknown  etiology, 
as  (Hodgkins  disease,  periarteritis  nodosa),  and 
the  nephrosclerotic  kidneys,  all  seem  to  have  no 
place  in  this  man’s  difficulties  as  a cause  for  the 


hermaturia. 

We  must  pass  on  then  to  a discussion  of  the 
intrinsic  diseases  of  the  upper  urinary  tract  for 
the  answer.  Five  major  causes  for  hematuria 
are  recognized:  1,  calculus;  2,  tumors;  3,  tuber- 
culosis; 4,  infections  other  than  tuberculosis; 
and  5,  nephritis  in  one  of  its  component  entity 
forms.  Pyelograms  have  previously  demon- 
strated a calculus  associated  with  the  left  kid- 
ney, seemingly  sitting  in  a cavity  of  some  causa- 
tion, in  this  particular  case. 

What  renal  causes  are  there  for  hematura. 
We  think  of  calculus,  nephritis,  tumor,  (capsular 
or  parenchymal);  infection,  acute  or  chronic,  in- 
cluding tuberculosis,  and  anomalies  of  the  kid- 
neys, such  as  polycystc  kidneys,  pelvic  kidneys, 
or  horseshoe  kidney,  and  trauma. 

Of  the  causes  of  hematuria  from  the  ureters, 
the  same  can  be  said,  and,  in  addition,  stricture 
and  aberrant  blood  vessels,  and  from  the  pros- 
tate, we  think  of  calculi,  tumors,  infections,  tu- 
berculosis and  vascular  engorgement. 

Below  this  organ,  there  are  other  conditions 
not  applicable  here,  associated  with  the  bald- 
der,  bladder  neck,  and  urethrae. 

In  this  case,  we  have  the  presence  of  a dem- 
onstrated calculus  and  secondary  infection  at 
times.  These  conditions  could  be  the  source 
of  the  hematuria,  but  its  quite  difficult  to  ima- 
gine the  judges’  picking  a case  for  discussion  so 
easy  of  analysis.  Was  the  operation  done  to 
remove  the  stone  to  prevent  future  hemorrhage? 
Could  be— it  has  been  done  before.  I have  a 
feeling  tho  that  the  cavity  in  which  the  cal- 
culus seems  to  be  embeded  was  of  great  inter- 
est to  the  clinicians.  What  could  it  be,  a cystic 
tumor  formation,  a tuberculous  cavity,  a pyo- 
genic cavity,  a cyst  from  some  type  of  rare 
infection,  an  abscessed  infarct,  or  a ruptured 
adrenal  gland  tumor  or  infection  encroaching 
upon  or  into  the  left  kidney?  The  answer  isn’t 
clear  from  the  record,  except  all  studies  for 
tuberculosis  are  reported  to  be  negative.  My 
own  feeling  causes  me  to  place  the  cause  of  the 
hematuria  in  this  case  upon  the  presence  of 
some  type  of  transluscent  new  growth,  with 
present  of  a calcification,  in  the  left  kidney. 
ROBERT  H.  CUMMINGS,  M.  D. 

I am  uncertain  as  to  whether  I should  thank 
fudge  Dysart  for  allowing  me  the  opportunity 
to  discuss  this  case  of  renal  calculus.  My  in- 
stincts cry  out  that  pilfalls  await  the  unwary 
urologist  today. 
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Our  patient  is  a fifty-seven  year  old  bartender 
given  to  heavy  alcoholic  intake  in  the  past,  and 
who  experienced  acute  attacks  of  arthritis  of 
transient  duration  leaving,  up  till  now,  no  per- 
manent joint  changes.  These  arthritic  attacks 
involved  the  knee  and  great  toe.  The  last  at- 
tack was  precipitated  by,  or  was  at  least  asso- 
ciated with,  an  acute  urinary  tract  infection. 
This  history  together  wth  a suggeston  of  eleva- 
tion of  the  blood  uric  acid  concentration,  leads 
me  to  believe  that  this  man  suffered  from  gout. 

Likewise,  he  experienced  periods  of  cardiac 
decompensation,  requiring  digitalis  and  mercur- 
ial diuretics  for  control.  He  was  hypertensive, 
had  an  enlarged  heart,  but  had  reported  normal 
electrocardiographic  studies. 

Lastly,  he  demonstrated  hematuria  on  many 
occasions  over  five  years.  A calculus  was  de- 
tected in  the  left  kidney. 

The  problem  appears  to  me  to  be  an  attempt 
to  relate  these  seemingly  separate  entities  and 
to  do  so  if  possible. 

Gouty  individuals  more  commonly  are  hyper- 
tensive and  show  arteriosclerotic  changes.  In  the 
case  today  the  heart  disease  could  be  related 
to  his  gouty  diathesis  in  the  absence  of  evi- 
dence of  thyrotoxicosis  or  a history  of  rheumatic 
fever.  Persons  with  gout  commonly  pass  renal 
calculi. 

So  far  all  seems  straight  forward  but  as  I 
consider  this  renal  calculus  I have  misgivings. 
Uric  acid  calculi  are  usually  small,  multiple, 
and  non-opaque.  This  is  a single  calculus  and 
is  radio-opaque. 

At  this  point  it  would  be  essential  to  see  the 
x-rays,  for  without  them  I am  at  the  mercy  of 
the  radiologist’s  reports.  All  physicians  should 
personally  review  all  x-rays,  and  this  is  especially 
important  in  urological  work. 

The  first  cystoscopy  revealed  a normal  lower 
urinary  tract,  so  the  hematuria  must  have  arisen 
from  the  upper  urinary  tract,  where  a calculus, 
size  not  stated,  lay  in  a cavity  in  the  region  of 
the  left  middle  calyx.  Were  I to  see  these  films, 
I would  attempt  to  decide  whether  this  calculus 
lay  in  the  cavity  of  the  middle  calyx  or  whether 
it  lay  in  a cavity  outside  the  middle  calyx.  If 
the  former  were  true,  the  situation  would  not  be 
unusual.  But,  a cavity  outside  the  middle  calyx 
brings  up  the  question  as  to  whether  this  cavity 
is  a calyceal  diverticulum,  a congenital  defect  in 
which  stasis  occurs  and  in  which  calculi  may 
form,  or  whether  this  cavity  is  a cortical  abscess 


as  found  in  renal  tuberculosis.  The  calculus  must 
be  in  a cavity  connected  with  the  calyx,  for  it 
was  outlined  on  retrograde  pyelography  and 
thus  intra-parenchymal  calcification  such  as  oc- 
curs in  clear  cell  carcinoma  of  the  kidney  or 
hydatid  disease  is  not  possible.  It  should  be 
noted  here  that  evidence  of  acid  fast  bacilli  in 
the  urine  was  not  found,  and  it  may  be  assumed 
since  this  was  never  refuted  that  the  cavity  was 
not  a tuberculosis  cortical  abscess.  From  the 
x-ray  alone  we  may  say  that  we  have  ruled  out 
tuberculosis,  clear  celled  carcinoma,  and  hydatid 
disease. 

Nine  months  later  a repeat  retrograde  pyelo- 
gram  revealed  a 7 cm.  calculus  seemingly  lying 
in  a major  calyx  and  non-filling  of  the  superior 
calyx  was  demonstrated.  Were  I to  see  these 
films  I should  like  to  know,  was  the  kidney 
larger  and  lower  than  revealed  by  the  previous 
films?  Was  the  calculus  in  the  middle  calyx 
as  implied  in  the  first  films,  or  was  it  blocking 
the  superior  calyx  preventing  its  filling?  This  in- 
formation is  in  those  films  and  is  denied  me  be- 
cause of  inadequate  description  and  compari- 
son. 

On  the  last  admission  an  intravenous  pyelo- 
gram  was  said  to  be  similar  to  the  others  except 
that  now  the  middle  calyx  was  incompletely 
filled.  It  thus  appears  that  over  ten  and  one-half 
months  there  was  progressive  blocking  of  the 
upper  portion  of  the  kidney,  by  an  actively 
changing  lesion  not  dependent  upon  change  in 
size  or  position  of  the  calculus  alone. 

I draw  the  following  conclusions  from  this  in- 
formation: A calculus  formed  in  the  left  kidney 
not  because  of  excessive  uric  acid  excretion,  for 
their  calculi  are  small  and  non-opaque.  It  form- 
ed rather  because  of  stasis  in  one  segment  of 
the  left  calyceal  system.  It  could  have  formed 
in  a congenital  calyceal  diverticulum  or  as  a 
result  of  blocking  from  another  pathological 
process  such  as  papillary  neoplasm  of  the  calyx. 

Certainly  the  blockage  of  the  superior  and 
middle  calyx  resulted  from  a progressive  lesion 
over  a period  of  ten  and  one-half  months,  and 
the  process  could  have  been  present  as  long  as 
five  years  according  to  the  history  of  hematuria. 

I am  reminded  here  of  a patient  I saw  four 
years  ago  who  had  a left  renal  calculus  in  an 
upper  calyx,  who  at  the  time  of  surgery  show- 
ed an  extensive  squamous  cell  carcinoma  of  the 
pelvis  of  the  kidney.  This  is  a diagnosis  that 
cannot  be  made  before  surgery,  but  is  frequently 


44 

associated  with  calculi  and  chronic  infection. 

It  is  my  belief  that  this  gouty,  ruptured  indi- 
vidual with  hypertensive  arteriosclerotic  heart 
disease  had  a left  nephrectomy  after  treatment 
of  cardiac  decompensation.  He  probably  sur- 
vived the  surgery,  and  the  examination  of  the 
kidney  comprises  the  pathological  examination. 
I believe  the  kidney  showed  a calculus,  asso- 
ciated with  a transitional  cell  carcinoma,  prob- 
ably papillary,  but  possibly  squamous  cell  car- 
cinoma. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Richard  Chute*:  In  this  case  it  seems 

to  me  that  we  are  dealing  with  three  abnormal 
conditions— gout,  heart  disease  and  a renal  les- 
ion. I should  like  to  start  with  the  first  two, 
and  then  discuss  the  renal  lesion  last. 

There  is  no  doubt  that  this  patient  had  gout. 
The  considerable  period  of  years  during  which 
he  had  had  intermittent  attacks  of  swelling  and 
pain  in  various  joints,  including  the  great  toe, 
the  steady  increase  of  the  blood  uric  acid  to  an 
eventual  abnormally  high  value  of  5.6  mg.  per 
100  cc.  (normal,  2 to  4.5  mg.  per  100  cc. ),  his 
age  and  his  occupation  (bartender),  and  his 
alcoholic  history,  all  lead  me  to  a diagnosis  of 
gout.  Tophi  are  not  mentioned,  but  they  occur 
in  only  about  50  per  cent  of  cases  of  gout  and 
therefore  are  not  necessary  to  make  the  diag- 
nosis. 

Secondly,  the  patient  went  into  congestive 
heart  failure.  Although  hypertension  was  not  a 
feature,  the  heart  was  markedly  enlarged,  sug- 
gesting longstanding  inadequacy.  Even  though 
no  history  of  rheumatic  fever  is  given,  enlarge- 
ment of  the  heart,  with  a loud  apical  systolic 
murmur,  is  very  suggestive  of  mitral-valve  dam- 
mage  with  regurgitation.  Also,  auricular  fibril- 
lation is  frequently  associated  with  chronic  rhu- 
matic  heart  disease,  especially  mitral  stenosis. 
Another  possible  etiology  of  the  cardiac  distur- 
bance, although  I do  not  believe  that  it  has  to 
be  considered  seriously  in  this  case,  is  degenera- 
tive cardiovascular  disease,  which  may  be  a 
complication  of  late  gout  and  may  lead  to  coron- 
ary or  cerebrovascular  accidents.  The  vascular 
lesions  in  gout  are  nonspecific  and  contain  no 
tophi,  but  intracardiac  tophi  have  been  seen. 
However,  in  my  opinion,  the  whole  picture  of 
this  patient’s  cardiac  trouble  can  be  best  ex- 
plained on  the  basis  of  an  old  rheumatic  heart 
disease. 

Apparently,  the  nodule  in  the  thyroid  gland 

° Associate  visiting  urologist,  Massachusetts  General  HospitV. 
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that  turned  out  to  be  a non-toxic  nodular  goiter 
was  noncontributory. 

Now  we  come  to  the  renal  lesion.  The  patient 
has  been  known  to  have  hematuria  on  and  off 
for  many  months.  Since  the  urinary  bladder 
and  urethra  were  normal,  the  evidence  indicated 
that  the  blood  came  from  the  level  of  the  blad- 
der, and  presumably  from  the  pathologic-ap- 
pearing and  tender  left  kidney.  Tumor  in  the 
urinary  tract  is  the  most  frequent  cause  of  hema- 
turia, and  when  one  is  dealing  with  a patient 
in  the  cancer  age  (fifty-seven),  malignant  tumor 
is  by  far  the  most  common  source  of  blood  in 
the  urine.  The  loss  of  considerable  weight  dur- 
ing the  six  weeks  prior  to  the  last  admission, 
despite  the  accumulation  of  fluid  due  to  cardiac 
decompensaton,  is  compatible  with  cancer. 
However,  he  was  not  anemic,  and  it  must  be 
remembered  that  he  was  taking  digitoxin,  which 
might  have  cut  down  his  appetite  and  thus  his 
weght.  Stone  is  also  a not  uncommon  cause  of 
hematuria,  and  has  to  be  seriously  considered  in 
this  case.  Renal  tuberculosis  may  causse  bleed- 
ing, but  that  was  thought  of  and  pretty  well 
ruled  out  by  the  fact  that  the  guinea  pigs  inocu- 
lated with  urine  proved  to  be  negative  for 
tuberculous  infection. 

May  we  see  the  x-ray  films.  Dr.  Wyman? 

Dr.  Stanley  M.  Wyman:  The  first  chest  film 
taken  four  years  previous  to  the  last  admis- 
sion shows  a heart  markedly  enlarged,  particu- 
larly to  the  left,  probably  in  the  region  of  the 
left  ventricle  and  the  left  auricle.  It  pushes 
the  esophagus  posteriorly.  The  aorta  is  quite 
tortuous— in  keeping  with  the  known  hyperten- 
sion. The  displacement  of  the  esophagus  is 
well  demonstrated  on  a film  taken  three  years 
later,  this  being  due  to  the  enlarged  left  auricle, 
which  I think,  as  Dr.  Chute  has  suggested,  is 
quite  consistent  with  rheumatic  heart  disease. 
There  is  some  pulmonary  congestion.  The  stom- 
ach reveals  no  intrinsic  disease.  There  is  a 
small  diverticulum  of  second  portion  of  the 
duodenum.  The  pyelograms  were  done  over  a 
period  of  approximately  a year  prior  to  the 
last  entry,  and  they  show  a focal  density  on  the 
left  that  measures  7 mm.  in  diameter.  The  orig- 
inal examination  fourteen  months  prior  to  the 
last  examination  shows  the  kidney  shadows  to 
be  fairly  symmetrical;  the  upper  pole  of  the  left 
kidney,  however,  is  not  well  seen.  The  calyxes 
of  both  kidneys  are  well  outlined  by  the  orig- 
inal retrograde  examination,  and  some  localized 
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Excess  neural  stimulation  over  the  parasympathetic  subdivision 
plays  an  important  role  in  such  clinical  conditions  as  peptic  ulcer, 
certain  forms  of  gastritis,  pylorospasm,  pancreatitis,  spastic  colon, 
bladder  spasm  and  hyperhidrosis. 

Banth  Tne®  Bromide  (brand  of  methantheline  bromide)  is  a true 
anticholinergic  which  inhibits  parasympathetic  stimuli,  acting  selec- 
tively on  the  gastrointestinal  and  genitourinary  systems. 

It  exerts  little  or  no  influence  on  the  normal  cardio- 
vascular system.  Banthine  is  supplied  in  oral  and  paren- 
teral dosage  forms. 
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hydronephrosis  about  the  stone  is  seen.  There 
are  no  other  very  gross  changes.  The  last  film, 
taken  almost  a year  later,  shows  the  left  kidney 
to  lie  considerably  lower  in  position  than  pre- 
viously. At  this  time  the  upper  major  calyx 
fails  to  fill.  It  is  impossible  for  me  to  outline 
the  left  kidney  adequately,  but  its  upper  pole 
certainly  seems  a little  fuller.  The  last  exam- 
ination by  intravenous  pyelogram  shows  essen- 
tially the  same  findings  as  the  retrograde— 
namely,  downward  displacement  of  the  left  kid- 
ney and  inadequate  filling  of  the  upper  and 
middle  major  calyxes.  I think  it  is  worth  noting 
that  the  lateral  middle  major  calyx  seems  to  be 
displaced  on  the  retrograde  and  intravenous  pye- 
lograms  when  compared  to  the  original  retro- 
grade examination. 

Dr.  Chute:  Let  us  discuss  what  could  give  the 
picture  of  calcification  and  apparently  a growing 
mass  in  the  upper  pole  of  this  kidney.  Of 
course,  the  perfectly  obvious  thing  is  tumor. 
Incidentally,  tumors  rarely  have  calcified  flecks 
in  them,  but  I think  this  picture  is  rather  dif- 
ferent from  that.  This  calcified  shadow  is  rather 
interesting  in  appearance  because  it  is  in  a 
ring  shape,  which  may  mean  calcification  of 
either  the  splenic  or  the  renal  arteries  or  occa- 
sionally a renal  aneurysm,  which  I think  would 
be  a little  more  medial  in  position.  However, 
its  position  within  the  kidney  outline  suggests 
that  it  really  was  a stone.  Tuberculosis  might 
give  calcification,  but  probably  of  a more  dif- 
fuse or  mottled  character,  and  I doubt  if  it  would 
cause  a growing  lesion  in  the  upper  pole.  An- 
other possibility  is  calcification  of  the  wall  of  a 
cyst,  but  the  cyst  could  also  be  seen.  Another 
thing  that  probably  would  not  produce  calcifi- 
cation, however,  is  carbuncle  of  the  kidney. 
This  patient’s  hematuria  over  a good  many 
months  makes  me  believe  carbuncle  was  not 
present.  Calcified  mesenteric  lymph  nodes  are 
very  common,  but  they  tend  to  shift  around 
and  are  characteristically  mottled  in  appear- 
ance. Therefore,  I shall  make  the  obvious 
diagnosis  and  say  that  I believe  this  patient 
had  a stone  and  also  a kidney  tumor,  presum- 
ably renal-cell  carcinoma. 

Dr.  Walter  S.  Kerr,  Jr.:  The  kidney  was  easily 
palpable  and  was  about  three  times  the  normal 
size. 

Dr.  Chute:  That  makes  me  feel  happier  tem- 
porarily. 

CLINICAL  DIAGNOSIS 

Left-renal  tumor. 


DR.  CHUTE’S  DIAGNOSIS 

Renal-Cell  carcinoma. 

Nephrolithiasis. 

ANATOMICAL  DIAGNOSIS 

Papillary  carcinoma  of  kidney,  with  lymph- 
node  metastasis. 

Nephrolithiasis. 

PATHOLOGICAL  DISCUSSION 

Dr.  Tracy  B.  Mallory:  Dr.  Kerr,  I believe 
you  operated  upon  this  patient. 

Dr.  Kerr:  It  seemed  most  likely  that  the 

kidney  contained  a tumor,  and  we  thought  the 
most  likely  tumor  was  a renal-cell  carcinoma  as 
Dr.  Chute  did.  The  kidney  was  exposed  and 
found  to  be  very  firm  on  its  surface,  and  resec- 
tion was  carried  out.  Several  enlarged  lymph 
nodes  near  the  aorta,  one  of  which  was  over 
1.5  cm.  in  size  and  was  probably  involved  by 
tumor,  were  also  removed. 

Dr.  Mallory:  The  upper  pole  of  the  kidney 

was  swollen  and  very  firm.  On  section  a com- 
paratively small  papillary  tumor  was  found  in 
the  upper  calyx,  which  was  continuous  with  an 
infiltration  tumor  mass,  6 cm.  in  diameter,  ex- 
tending through  the  renal  substance  to,  and  in 
one  spot  through,  the  capsule  into  the  perirenal 
fat.  A small  abscess  cavity  with  neurotic  walls 
that  communicated  with  the  pelvis  was  present 
near  the  center  of  the  tumor.  Histologically, 
the  tumor  was  a characteristic  papillary  carcin- 
oma of  transitional  epithelium,  but  the  degree 
of  invasion  of  the  renal  parenchyma  was  un- 
usual. A calculus  about  8 mm.  in  diameter  was 
present  in  the  upper  calyx.  One  of  the  lymph 
nodes  showed  metastasis. 

Dr.  Benjamin  Castleman:  Do  you  think  the 

stone  had  anything  to  do  with  the  tumor? 

Dr.  Mallory:  Of  course,  in  the  gall  bladder 

there  is  a very  close  association  between  gall- 
stone and  cancer.  I do  not  know  whether  they 
have  any  similar  relation  in  the  kidney. 

Dr.  Fletcher  H.  Colby:  I think  the  greatest 

concern  about  stone  associated  with  tumor  in 
the  kidney  is  that  the  association  is  more  likely 
if  the  stone  lies  within  the  renal  pelvis  than  in 
the  parenchyma. 

Dr.  Castleman:  We  have  had  1 case0  that  I 

recall  in  which  the  patient  had  numerous  stones 
in  the  pelvis  and  calyxes,  leukoplakia  of  the  pel- 
vis, foci  of  carcinoma  in  situ  and  a frank 
squamous  cell  carcinoma. 

°Case  records  of  the  Massachusetts  General  Hospital  (Case 
30442).  New  Eng.  J.  Med.  231:633-636,  1944. 
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New  aureomycin  minimal  dos- 
age for  adults — four  250  mg. 
capsules  daily , with  milk. 


Interior  of  the 
Howard  Memorial  Library^ 
New  Orleans,  La. 


From  among  all  antibiotics  Otolaryngologists 


often  choose 


AUREOMYCIN 


because 


Hydrochloride  Crystalline 


Aureomycin  appears  rapidly  in  the  tissues  of  the  ear,  nose  and  accessory 
sinuses,  and  in  the  cerebrospinal  fluid. 

Aureomycin,  when  given  intravenously,  attains  maximum  concentrations  in 
the  plasma  within  5 minutes. 

Aureomycin  exhibits  little  tendency  to  favor  the  development  of  bacterial 
resistance. 

Aureomycin  has  been  reported  to  be  effective  against  susceptible  organisms 
in  the  following  conditions  frequently  seen  by  otolaryngologists: 

Laryngeal  Infections  • Otitis  Externa  • Otitis  Media 
Mastoiditis  • Pharyngitis  • Sinusitis  * Tonsillitis 


Throughout  the  world,  as  in  the  United  States,  aureomycin  is 
recognized  as  a broad-spectrum  antibiotic  of  established  effectiveness. 


Capsules:  50  mg. — Bottles  of  25  and  100;  250  mg. — Bottles  of  16  and  100. 

Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION  Americas  Ctfanamid  company  30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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AMA  IN  CHICAGO 


LOUIS  H.  BAUER,  M.D.  OF  HEMSTED,  NEW  YORK,  IN  DRAMATIC 
CEREMONIES  IN  WHICH  HE  ASSUMED  THE  PRESIDENCY  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION  DURING  ITS  101ST  ANNUAL 
MEETING  IN  CHICAGO,  TUESDAY  EVENING,  JUNE  10,  1952,  AIRED 
NATIONWIDE  OVER  ARC  AND  MUTUAL  NETWORKS  DECLARED: 
“SLOWLY,  BUT  SURELY,  WE  ARE  LOSING  THE  FREEDOMS  GUAR- 
ANTEED BY  THE  RILL  OF  RIGHTS”;  ’’PERSONAL  LIBERTIES  ARE  BE- 
ING TRADED  FOR  GOVERNMENT  SUBSIDIES”;  “THE  GREAT  DECI- 
SION-SOCIALISM OR  AMERICANISM— MUST  BE  MADE  BY  ALL  THE 
PEOPLE.” 

JOHN  W.  CLINE,  M.D.  OF  SAN  FRANCISCO,  IN  HIS  FAREWELL  AD- 
DRESS AS  PRESIDENT  OF  AMA  SAID  AMERICAN  MEDICINE  IS 
“STRONGER,  MORE  UNIFIED  AND  BETTER  ABLE  TO  PREVENT  THE 
DESTRUCTION  OF  THE  HIGH  STANDARDS  OF  MEDICAL  CARE  IN- 
EVITABLE IN  SOCIALISTIC  SCHEMES,”  AND  MEDICINE  HAS  BECOME 
A SIGNIFICANT  FORCE  IN  AMERICAN  LIFE.” 

BARRING  A REVERSAL  IN  THE  NOVEMBER  ELECTIONS  AND  A 
STRONG  RECURRENCE  OF  THE  THREAT  OF  SOCIALIZATION,  THE 
COORDINATING  COMMITTEE  OF  AMA  NATIONAL  EDUCATION  CAM- 
PAIGN, ORGANIZED  IN  1948,  REQUESTS  DISSOLUTION  BY  THE  END 
OF  1952.  WHITAKER  AND  BAXTER,  PUBLIC  RELATIONS  FIRM  WHICH 
DIRECTED  THE  ACTIVITY,  REQUESTS  THAT  THEY  BE  RELIEVED 
OF  THEIR  RESPONSIBILITIES  AT  THAT  TIME. 

PAUL  DUDLEY  WHITE,  M.D.  OF  BOSTON  MASSACHUSETTS,  NOTED 
HEART  SPECIALIST,  SELECTED  BY  HOUSE  OF  DELEGATES  AS  RE- 
CIPIENT OF  THE  DISTINGUISHED  SERVICE  AWARD  OF  AMA  FOR 
1952. 

E.  J.  McCORMICK,  M.D.  OF  TOLEDO,  OHIO,  MEMBER  OF  THE  BOARD 
OF  TRUSTEES,  VOTED  PRESIDENT-ELECT  OF  AMA  OVER  F.  F.  BOR- 
ZELL,  M.D.  OF  PHILADELPHIA,  SPEAKER  OF  THE  HOUSE  WHO  RE- 
LINQUISHED THIS  POST  AT  THE  CLOSE  OF  THE  CURRENT  SESSION. 
JAMES  R.  REULING.  M.D.  OF  BAYSIDE,  NEW  YORK,  ELECTED  SPEAK- 
ER. 


REFERENCE  COMMITTEE  REPORT  ADOPTED  RECOMMENDING 
THAT  THE  BOARD  OF  TRUSTEES  APPOINT  A COMMITTEE  TO  STUDY 
AND  CONSULT  WITH  THE  AMERICAN  OSTEOPATHIC  ASSOCIATION 
REGARDING  PERMISSION  OF  DOCTORS  OF  MEDICINE  TO  TEACH  IN 
OSTEOPATHIC  SCHOOLS;  AND  PRESIDENT'S  COMMISSION  ON  THE 
HEALTH  NEEDS  OF  THE  NATION,  HEADED  BY  PAUL  B.  MAGNUSON, 
M.D.  WHICH  UNDOUBTEDLY  WILL  BE  REPORTED  ON  IN  DETAIL 
BY  OUR  DELEGATE,  MOST  CONTROVERSIAL  BUSINESS  BEFORE 
HOUSE. 

OUR  EXECUTIVE  SECRETARY  ELECTED  MEMBER  OF  THE  EXECU- 
TIVE COMMITTEE  OF  THE  MEDICAL  SOCIETY  EXECUTIVES  CON- 
FERENCE. 

WOMAN’S  AUXILIARY  TO  THE  AMA  AGAIN  CONTRIBUTES  $10,000 
TO  THE  AMERICAN  MEDICAL  EDUCATION  FOUNDATION. 
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The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION.  (See  MEDICAL  WRITING  by  Morris  Fish- 
bein.) 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Submit  manuscript  typewritten  and  double-spaced. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


FAIN 

There  is  probably  no  service  which  the  aver- 
age physician  is  called  on  more  often  to  admin- 
ister than  the  relief  of  pain.  There  is  probably 
no  service  which  is  more  appreciated  by  the 
patient  and  his  loved  ones.  Certainly  the  re- 
lief of  pain  sometimes  seems  more  welcome  than 
the  actual  saving  of  a life  and  especially  if  the 


patient  is  having  his  life  saved  only  to  endure 
more  pain.  It  is  especially  apropos  then  to  note 
that  the  February  1952  issue  of  The  Journal 
Lancet  is  devoted  entirely  to  the  discussion  of 
pain. 

John  S.  Lundy,  M.  D.  of  the  Mayo  Clinic  is 
the  guest  editor  for  this  issue  and  he  has  assem- 
bled a collection  of  papers  on  the  subject  of 
pain  which  is  really  informative  and  easy  to 
read.  A brief  mention  of  some  of  these  papers 
might  be  in  order. 

Dr.  Lawrence  C.  Kolb  discusses  pain  as  a 
psychiatric  problem  and  discusses  a number  of 
painful  complaints  with  psychiatric  components 
among  which  are  painful  phantom  limb,  drug 
dependency  or  addiction  and  hysteria.  Dr. 
Eugene  T.  Leddy  of  Rochester,  discusses  the 
analgesic  effect  of  roentgen  rays  and  men- 
tions that  it  is  probably  the  method  of  choice 
in  the  relief  of  pain  in  acute  sinusitis,  acute 
bursitis  of  the  shoulder,  pain  due  to  herpes 
zoster,  pain  due  to  psoriatic  arthritis  and  pain 
due  to  secondary  carcinoma  of  bone.  Dr.  Thomas 
J.  Dry  has  a paper  on  thoracic  pain  and  cardi- 
ovascular disease  and  includes  in  his  discussion 
angina  pectoris,  pain  of  myocardial  ischemia, 
myocardial  infarction,  pericardial  irritation  and 
disease  of  the  aortic  arch.  Dr.  Edward  A.  Banner 
in  writing  of  pelvic  pain  from  the  point  of  view  of 
a gynecologist  discusses  pain  of  ovarian  origin, 
of  uterine  origin  and  pain  originating  in  the  ovi- 
ducts. Pain-relieving  drugs  is  the  subject  of  the 
discussion  by  Dr.  Ernest  M.  Hammes,  Jr.,  of  St 
Paul,  Minnesota,  and  he  divides  the  pain  reliev- 
ing drugs  into  four  classes  They  are  ( 1 ) those 
which  act  on  the  organ  or  tissue  producing  the 
pain  such  as  cortisone  in  rheumatoid  arthritis  and 
ergot  derivatives  in  vasodilatory  headache;  (2) 
those  which  act  locally  to  block  the  conductivity 
of  pain  fibers,  such  as  subcutaneous  injection  of 
procaine;  (3)  the  true  anesthetics  which  pro- 
duce unconsciousness  and  thus  relieve  the  aware- 
ness of  pain;  and  (4)  the  analgesics,  which 
selectively  depress  the  central  nervous  system 
without  loss  of  consciousness.  Asprin  and  mor- 
phine are  members  of  this  last  group.  The  relief 
of  pain  in  surgical  operations  and  obstetrics  is 
presented  by  Dr.  Ralph  T.  Knight  of  Minnea- 
polis, Minnesota  and  a more  detailed  discussion 
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of  diagnostic  and  therapeutic  nerve  blocks  is 
given  by  Dr.  John  W.  Pender  and  Dr.  John  S. 
Lundy  who  is  the  guest  editor.  The  many  pos- 
sible causes  of  painful  conditions  in  the  upper- 
extremity  are  well  discussed  by  Dr.  Collin  S. 
MacCarty  of  Rochester,  Minnesota.  This  is 
a particularly  enlightening  paper  and  is  well 
illustrated.  The  last  paper  of  the  group  is  by 
Dr.  Bayard  T.  Horton  and  is  concerning  hista- 
minic  cephalgia. 

At  Dr.  Lundy’s  request,  Dr.  Thomas  E.  Keys 
of  Rochester,  Minnesota  prepared  a list  of  books 
and  monographs  on  pain.  There  are  about  fifty 
mentioned  on  his  list.  There  is  also  a section 
of  digests  from  current  literature  on  pain. 

It  may  seem  strange  that  such  a detailed  re- 
port should  be  given  concerning  a subject  about 
which  so  much  has  already  been  said.  It  is  our 
contention  that  not  enough  has  yet  been  said. 
Almost  every  physician  finds  himself  in  a situ- 
ation, at  times,  when  regardless  of  how  much 
he  knows  about  pain  it  is  not  enough.  It  is  our 
feeling,  therefore,  that  this  February  1952  edi- 
tion of  the  Journal  Lancet  is  a valuable  edition 
to  the  medical  literature  and  it  is  our  hope  that 
every  physician  will  be  encouraged  to  read  it. 

BOOK  REVIEWS 

ANTIBIOTIC  THERAPY:  By  Henry  Welch,  Ph.D.;  Charles  N. 

Lewis,  M.  D.  and  Chester  S.  Keefer,  M.  D.  The  Arundel 

Press,  Inc.  Washington,  D.  C.  1951.  Price  $10.00. 

This  book  fills  a long  felt  need  for  the  compi- 
lation of  the  essential  authoritative  and  up  to 
date  information  on  the  antibiotics  all  in  one 
place  for  ready  and  quick  reference.  The  first 
portion  of  the  book  is  devoted  to  a historical 
sketch  concerning  the  discovery  of  the  various 
antibiotics  and  to  a brief  biographical  sketch  of 
their  discoverers.  The  second  section  of  the 
book  deals  with  each  antibiotic  individually, 
giving  the  indications  for  its  use,  the  indications 
for  the  anitbiotic  and  the  dosage  forms.  The 
last  section  of  the  book  deals  with  the  individual 
diseases  indicating  the  antibiotics  which  are 
most  useful  in  their  treatment  and  giving  re- 
commendations for  dosage  and  administration 
in  the  light  of  the  most  recent  knowledge.  The 
antibiotics  discussed  in  detail  are  tyrothricin, 
pencillin,  streptomycin,  dihydrostreptomycin, 
bacitracin,  aureomycin,  chloramphenicol,  and 
terramycin.  Also  brief  discussions  are  given  on 
polymyxin,  neomycin,  mycomycin,  viomycin  and 
subtilin.  There  is  a chapter  on  miscellaneous 
considerations  of  antibiotic  therapy  and  this 


mentions  such  things  as  use  of  streptomycin  and 
penicillin  in  the  treatment  of  radiation  damage. 
A very  good  bibliography  is  given  and  the  index 
seems  complete. 

Surely  any  physician  who  has  attempted  to 
keep  a file  of  information  regarding  the  anti- 
biotics will  welcome  this  book  as  a delightful 
and  most  useful  alternative. 

R.  L.  F. 

THE  CHANGING  YEARS.  By  Madeline  Gray.  Doubleday  & 
Company,  Inc.  Garden  City,  New  York,  1951.  Price  $2.75. 

Every  physician  who  has  among  his  patients 
women  who  are  in  or  near  menopause  will  find 
in  this  book  a means  of  answering  the  numerous 
would  have  time  to  give.  Furthermore,  it  is 
questions  which  these  patients  have  and  answer- 
ing them  in  more  detail  than  the  physician 
written  in  language  which  the  patient  can  under- 
stand since  the  author  is  a laywoman,  a patient 
herself.  Her  research  has  been  careful  and 
tedious  and  the  average  physician  will  find  the 
information  she  has  collected  authoritative  and 
reliable.  He  will  find  very  little  with  which  he 
can  disagree.  The  attitude  is  frank,  refined  and 
optomistic  throughout. 

I feel  that  most  physicians  will  enjoy  reading 
this  book  and  many  of  them  will  want  to  pre- 
scribe it  for  their  patients. 

R.  L.  F. 


85  W.  Portland 

Fine  Offices  for  Doctors  or  Dentists 
Plenty  of  Parking  Space 
Centrally  Heated  and  Cooled 
For  Home  and  Business  too,  or  several  offices 
10  rooms 
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Marie  Goodmon 
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RX,  DX,  AND  DRS. 

By  GUILLERMO  OSLER,  M.D. 


TUBERCULOSIS  THERAPY.— The  Boston  meet- 
ings of  the  National  Tuberculosis  Ass’n.  and 
American  Trudeau  Society  produced  a few  groans 
as  well  as  cheers.  Caution  concerning  isoniazid 
was  partly  balanced  by  nods  of  approval  for  cer- 
tain types  of  surgery.  . . . ISONIAZID  (the  offi- 
cial basic  name  for  isonicotinic  acid  hydrazide) 
still  produces  amazing  changes  in  symptoms  of 
tuberculosis,  notable  nutritional  improvements, 
and  relatively  little  toxicity.  The  best  (tho  scanty) 
studies  on  resistance  indicate  that  it  occurs,  often 
in  4 to  8 weeks,  probably  about  as  often  as  to 
streptomycin  alone.  (The  other  data  on  the  drug 
are  contained  in  profuse  announcements  by  sev- 
eral drug  companies).  The  major  research  will 
be  aimed  at  finding  a drug  which  will  reduce  the 
emergence  of  resistance  to  INH.  It  is  known 
that  INH  penetrates  body  cells  much  better  than 
does  SM,  and  this  may  be  a great  eventual  help. 
(Many  of  the  items  about  this  research  have  al- 
ready reached  print,  due  to  a new  gimmick  of  the 
American  Review  of  Tuberculosis.  Brief  papers 
are  published  in  the  ‘Notes’  section,  which  can  be 
put  thru  in  6 weeks  instead  of  6 months). 

Late  results  from  the  tried-and-true  THORA- 
COPLASTY still  show  a solid  two-thirds  ‘cured’. 
(The  crippled  chests  don’t  show  in  the  statistics, 
however).  EXTRAPLEURAL  PNEUMOTHORAX 
looks  better  because  of  the  use  of  antibiotics,  the 
scanty  loss  of  lung  function,  and  the  probable 
future  use  of  plastic  sponge  as  a prosthesis.  EX- 
CISION is  the  glamour  op.,  since  the  continuing 
reports  show  the  procedure  to  be  safe,  definitive, 
and  followed  by  more  than  90  per  cent  conver- 
sion of  infectiousness  in  certain  series.  The  use 
of  a replacement  for  lobes  is  being  attempted. 

The  SANATORIUM  was  urged  as  being  more 
necessary  than  ever  for  complete  therapy.  GEN- 
ERAL HOSPITALS  were  urged  to  dash  forward 
from  their  inertia  and  diagnose,  admit,  isolate, 
and  care  for  patients  with  tuberculosis;  it  is  a 
need,  and  it  should  be  their  function. 

CORTISONE  and  ACTH  have  an  unfavorable 
late  or  early  effect  on  TB. 

COLLAPSE  THERAPY  IN  MENTAL  HOSPI- 
TALS is  being  pushed,  with  permanent  methods 
(thoracoplasty  and  excision)  offering  the  best  re- 
sults and  greatest  constancy. 

MEDICAL  EDUCATION  for  graduates  and  un- 
dergrads is  to  be  urged  and  subsidized.  Few  young 
physicians  will  start  training  as  chest  specialists 
unless  they  have  tuberculosis — and  fewer  have  it. 


The  release  of  ISONIAZID  for  sale  in  pharma- 
cies and  hospitals  occurred  on  June  5th.  . . . Pres- 
sure can  not  be  given  credit  for  the  release,  even 
tho  the  drug  houses  have  a fat  supply  and  the 


public  demand  has  been  ravenous.  The  plain  rea- 
son is  that  its  toxicity  is  negligible  in  therapeutic 
doses,  and  the  questions  of  duration  of  effect,  etc., 
are  of  no  pertinent  interest  to  the  F.D.A.  . . . This 
Osier  regrets  that  it  had  to  be  done.  Thousands  of 
non-specialists  will  be  using  the  drug  widespread. 
Thousands  of  patients  will  receive  it  at  home, 
evading  a complete  routine  of  treatment,  remain- 
ing as  infectious  hazards  at  home,  often  develop- 
ing a resistant  bacillus,  and  ending  up  with  a resi- 
dual lesion  which  someone  must  later  try  to  re- 
pair. . . . It  is  possible  to  use  it  wisely,  but  even 
the  specialists  who  started  to  give  it  in  January 
aren't  sure  how.  Said  Mowgli.  "Look  well,  oh 
wolves!" 


With  drugs  for  tuberculosis  being  found  less 
than  perfect,  with  a huge  series  of  drugs  failing 
to  cure  arterial  hypertension,  peptic  ulcer,  and  the 
common  cold,  we’d  better  not  have  bad  news  from 
the  TOOTHPASTE  front!  The  least  we  can  ex- 
pect is  that  the  CHLOROPHYL  stuff  will  con- 
trol our  halitosis. 

The  storm  over  the  connection  between  CHOLE- 
STEROL AND  ARTERIOSCLEROSIS  is  subsiding 
enough  so  that  one  can  see  several  details,  says 
C.  F.  Wilkinson  Jr.  of  New  York.  . . . Cholesterol 
can  be  manufactured  by  the  body  in  large  amounts. 
The  blood  level  is  affected  only  by  extreme 
changes  of  diet  except  in  a few  metabolic  dis- 
orders. Hypercholesterolemia  is  probably  not  a 
cause  of  atheromatosis.  The  physical  state  of  chole- 
sterol and  other  blood  lipids  seems  to  be  impor- 
tant, as  well  as  the  interrelationship.  Atheroma- 
tosis should  be  considered  an  episodic,  intermit- 
tant,  and  cumulative  disease,  occurring  (basically) 
at  any  age.  . . . And,  importantly,  there  is  no  lab 
test  which  can  predict  the  lesion,  either  present  or 
impending. 


Drug  houses  have  a strong  argument  in  selling 
PENICILLIN  FOR  ORAL  USE,  other  than  the 
one  of  convenience.  . . . Keefer  and  several  others 
agree  that  the  incidence  of  side  reactions  and  hy- 
persensitivity is  less  than  from  parenteral  dosage. 
. . . With  the  new  unbelievably  low  cost  of  the 
drug  per  million  units  (and  how  easy  it  is  to  re- 
member when  a million  wasn't  available  in  a good 
sized  hospital),  one  can  give  it  freely  by  mouth 
without  selling  the  old  homestead. 


A.  M.  Smith  writes  a thoughtful  article  on  en- 
joyment of  old  age  in  The  Journal  (Michigan). 
Under  the  title  ‘The  Best  of  Life’  he  concludes  that 
legislators  have  a long  distance  to  travel  before 
homes  for  the  aged  and  ill  and  anxious  and  dis- 
possessed are  really  ‘homes’.  We  must  try  harder 
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and  more  constantly  to  give  security  and  care  and 
happiness  to  those  elders  who  should  be  able  to 
have  them  in  the  twilight  years.  ...  He  quotes 
Browning  on  what  the  aged  should  be  able  to 

feel, — 

Grow  old  along  with  me! 

The  best  is  yet  to  be 
The  last  of  life,  for 
Which  the  first  was  made. 


The  reluctance  of  many  physicians  to  push  a 
NEEDLE  THRU  THE  ABDOMINAL  WALL  into 
the  peritoneal  space  is  not  justified  by  the  pos- 
sible hazard,  says  C.  M.  Henry  of  Georgia.  . . . 
Aspiration  for  diagnosis,  intubation  for  ascites, 
insertion  of  air  for  diagnosis  or  therapy  all  require 
such  a procedure,  but  the  fact  is  that  perforation 
of  a hollow  viscus  is  an  almost  impossible  feat. 
"One  has  only  to  remember  that  both  force  and 
counterpressure  are  necessary  to  insert  a much 
finer  needle  thru  the  bowel  during  intestinal  su- 
ture." 


The  expansion  of  MEDICAL  EDUCATION  (to 
cost  250,000,000  dollars)  has  been  hailed  far  and 
wide  by  the  press.  It  should  help  solve  the  medi- 
cal shortages  which  have  been  publicized,  but  it 
has  a seamy  side  (all  is  not  as  it  seems).  . . . The 
increase  in  5 years  from  an  enrollment  of  23,000 
to  one  of  26,000  sounds  easy,  and  not  very  large. 
The  difficulty  lies  in  being  able  to  enlarge  the 
classes  of  an  individual  school  from  75  to  100,  or 
from  100  to  150  students  per  class.  The  deans 
and  faculty  holler  ‘murder’,  especially  in  states 
where  the  legislature  commands  them  to  expand 
and  then  provides  no  funds. 


The  story  of  BLOOD  TYPE  IDENTIFICATION 
TAGS,  as  used  in  a slate  which  leads  in  Civil  De- 
fense, is  interesting.  Michigan  is  about  to  have 
more  than  800,000  people  classified.  . . . Several 
types  of  tags  were  devised,  and  the  final  fag  is  a 
combination  of  the  best  features.  The  tag  is  of 
plastic,  rectangular,  and  with  a hole  in  one  end  for 
a loop  or  chain.  . . . One  side  is  graphic  and  sim- 
ple, with  the  international  blood  types  in  standard 
colors, — blue  for  group  O,  red  for  B,  yellow  for  A, 
and  white  and  black  for  AB.  The  public  insists  on 
this  clearcut  identification.  . . . The  reverse  side 
has  IBM  transcriptions  of  several  pieces  of  infor- 
mation on  certain  areas  of  the  tag, — the  name, 
blood  type,  Rh  factor,  year  of  birth,  code  number 
(for  filing),  accession  number,  and  religion.  . . . 
Two  per  cent  of  all  typings  were  rechecked  to  de- 
termine accuracy,  and  an  accuracy  of  99.26%  was 
found. 


A paragraph  on  the  BALLISTOCARIOGRAPH 
appeared  here  about  2 years  ago.  It  must  be  up- 
dated now.  . . . The  principles  have  not  changed, 
but  the  practice  has.  The  cumbersome  table  model 
is  now  reduced  to  a small  electromagnetic  instru- 
ment, weighing  20  ounces,  which  is  set  up  to  be 
attached  to  the  shins.  The  curves  and  interpreta- 


tion are  the  same.  . . . The  cost  is  35  dollars,  and 
no  other  equipment  is  needed — except  an  electro- 
cardiograph to  which  it  must  be  attached. 


An  odd  approach  io  therapy  has  been  used  in 
MENIERE'S  DISEASE.  (This  condition  is  not  to  be 
confused  with  the  syndrome).  . . . The  usual  treat- 
ment attempts  to  cure  a condition  of  the  vestibule, 
either  unilateral  or  bilateral.  . . . Streptomycin  was 
given  in  large  daily  doses  (3  grams)  with  the  ob- 
ject of  abolishing  vestibular  function,  but  without 
acoustic  damage.  'Cold  caloric'  response  was  used 
as  the  end  point.  . . . Five  of  eleven  totally  incapa- 
citated cases  were  reported  by  Hanson  (Ann. 
Olol.,  Rhin.,  and  Laryng.)  to  be  restored  to  em- 
ployment, and  the  other  cases  attained  comparable 
results. 


Korea  has  provided  a fine  chance  for  STUDY 
OF  CHEMOTHERAPY.  It  has  also  been  a field- 
day  for  TERRAMYCIN.  . . . Several  diseases 
have  been  treated  with  several  antibiotics,  using 
rather  large  groups  for  each  drug.  Acute  bacillary 
dysentery  was  effectively  cleared  by  terramycin, 
aureomycin,  or  chloramphenicol,  but  the  first  was 
the  best.  . . . Acute  amebic  dysentery  was  also 
controlled  by  all,  but  terramycin  seemed  best. 


One  might  stretch  this  column's  inclusiveness 
and  tell  a SEMI-MEDICAL  STORY,  heard  in  Chi- 
cago from  an  officer  in  the  A.U.S.  Medical  Corps. 
. . . He  had  just  visited  his  relatives  in  the  Ozarks, 
where  a man's  favorite  dog  rides  beside  him  on 
the  seat  of  a pickup  truck,  and  his  family  rides  in 
back.  . . . Uncle  Jake's  favorite  dog  seemed  to  be 
ill  with  an  intestinal  infection.  'Doc'  Ficklin,  a 
neighbor  with  wide  repute  in  such  matters,  was 
called  in,  nodded  wisely,  measured  out  two  table- 
spoonsful  from  a bottle  marked  'gasoline',  and 
then  watched  the  critter  take  off  and  race  around 
the  yard  until  he  dropped  exhausted  on  the  ground. 
When  he  didn't  stir,  Jake  inquired  anxiously  as  to 
whether  he  was  in  danger.  "Nope,"  said  Doc, 
"just  out  of  gas." 

PROFESSIONAL  BOARD 
1951-52  Annual  Report 

During  the  fiscal  year  1951-1952,  the  Profes- 
sional Board  held  two  meetings  in  Phoenix,  Ari- 
zona; one  on  October  21,  1951  and  the  other 
on  March  16,  1952.  Dermont  W.  Melick,  M.D., 
of  Phoenix  was  recently  appointed  a member 
for  term  expiring  in  1954,  to  serve  as  chairman. 
In  line  with  recommendation  of  this  Board, 
Council  authorized  a membership  increase  by 
one  for  a total  of  nine,  and  Elvie  B.  Jolley,  M.D. 
of  Bisbee  was  likewise  appointed  a member 
to  serve  for  term  expiring  in  1954.  With  in- 
creasing activity  and  extension  of  scope  of 
operations,  it  is  the  considered  judgment  of  this 
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Board  that  a Sub-Committee  on  General  Medical 
including  diabetes,  polio,  geriatrics,  general  prac- 
tice and  industrial  medicine  will  greatly  facili- 
tate deliberations  on  these  subjects.  Activation, 
thereof,  is  now  in  sight. 

The  Sub-Committee  on  Mental  Health  receiv- 
ed Council  commendation  for  its  outstanding 
achievement  in  its  undertaking  of  survey  of  con- 
ditions existing  at  Arizona  State  Hospital  and 
submittal  of  a detailed  report  of  its  findings, 
cognizant  of  the  tremendous  amount  of  work 
entailed. 

The  Sub-Committee  on  Tuberculosis  under- 
took a follow-up  survey  of  all  physicians  in  the 
state  who  had  pneumothorax  equipment  in  their 
offices  with  a view  of  determining  those  will- 
ing to  care  for  ambulant  cases  discharged  from 
the  sanatorium.  Efforts  continued  in  coopera- 
tion with  various  agencies  striving  to  increase 
the  number  of  beds  available  for  tubercular  pa- 
tients in  Arizona  on  a county  and  statewide  basis. 

The  Sub-Oommittee  on  Cancer  has  con- 
tinued its  cooperation  with  and  functioned 
through  the  American  Cancer  Society,  providing 
speakers  for  seminars  and  lectures,  representa- 
tion on  Cancer  Clinics  and  Detection  Centers, 
and  all  other  services  including  active  partici- 
pation in  the  administration  of  both  the  Service 
Program  and  functions  of  the  Society. 

The  Sub-Committee  on  Maternal  and  Child 
Health  continued  its  study  of  fetal  and  maternal 
mortality  within  the  state  and  held  numerous 
meetings  for  the  purpose  of  reviewing  volum- 
inous records  and  statistics  relating  thereto,  with 
a view  of  improving  the  situation  through  con- 
certed action.  With  the  sanction  and  approval 
of  this  Board,  the  Sub-Committee  plans  to  ex- 
pand its  membership  and  act  advisory  to  the 
Maternal  and  Child  Health  Division  of  the  State 
Department  of  Public  Health.  It  is  anticipated 
a program  of  postgraduate  education  comprising 
refresher  courses  will  be  instituted  and  made 
available  to  all  outlying  districts  within  the 
state  in  an  effort  to  accomplish  a reduction  in 
such  mortality.  Attention  was  directed  to  both 
the  medical  profession  and  the  Arizona  Hospital 
Association  of  the  legal  requirements  govern- 
ing Serological  Tests  for  syphilis  and  opthalmia 
neonatorum  procedure. 

The  Sub-Committee  on  Venereal  Diseases  re- 
ports the  incidence  of  venereal  diseases  is  de- 
finitely on  the  decline.  Presently  and  for  the 
immediate  future,  maintaining  control  is  of  para- 


mount importance  if  such  favorable  progress  is 
to  continue.  Routine  Serological  Tests  for  syp- 
hilis on  pre-natals,  as  prescribed  by  statute,  must 
be  enforced  and  full  cooperation  of  the  medical 
profession  to  this  end  is  essential.  It  is  recom- 
mended that  Council  again  go  on  record  favoring 
a premarital  examination  law  for  this  state  which 
action  is  supported  by  this  Board. 

The  Sub-Committee  on  Crippled  Children  in 
consultation  with  the  Crippled  Children’s  Sec- 
tion of  the  State  Department  of  Public  Health, 
established  a working  agreement  with  that  Divi- 
sion eliminating  further  charges  for  medical 
services.  Effective  immediately,  it  shall  be  the 
policy  of  that  agency  to  make  one  all  inclusive 
per  diem  charge  for  institutional  convalescent 
care  based  on  the  agency’s  classification  of  ex- 
penditures used  for  computing  a per  diem  rate 
for  reimbursement.  This  rate  does  not  include 
a charge  for  medical  care.  The  situation  arose 
due  to  the  increasing  number  of  patients  carry- 
ing poliomyelitis  insurance. 

The  Sub-Committee  on  Hard  of  Hearing  re- 
ports completion  by  the  Arizona  Society  for 
Crippled  Children,  October  1,  1951,  of  a five- 
year  survey  in  hearing  conservation.  A “testing 
program”  has  been  established  and  continues  in 
every  county  of  this  state  through  school  or  pub- 
lic health  nurses  or  trained  volunteer  audio- 
metrics.  It  is  noteworthy  to  mention  that  trained 
women  of  the  medical  auxiliary  of  Gila  County 
have  undertaken  as  a project,  speech  and  hearing 
clinics  in  its  area  under  Society  direction.  Simi- 
lar activity  in  other  county  medical  auxiliary 
groups  is  being  encouraged.  Medical  examina- 
tions by  otologists  in  counties  where  available  or 
general  practitioners  in  outlying  districts,  as 
originally  planned  by  the  Association  and  local 
societies,  continues  with  effective  results.  Otolo- 
gists from  the  metropolitan  centers  go  to  the 
rural  areas  to  examine  children,  and  classes  are 
attended  by  the  local  physicians.  Effort  is  be- 
ing concentrated  in  the  educational  follow-up 
of  the  children  discovered  with  a hearing  loss 
and  are  in  need  of  acoutical  training  in  speech 
correction  through  diagnostic  speech  and  hear- 
ing clinics  held  in  every  county  during  1951  and 
1952.  Children  in  need  of  acoustical  training, 
the  fitting  of  hearing  aids,  speech  reading  and 
speech  correction  are  referred  to  one  of  the 
summer  centers  maintained  by  the  Society  (one 
each  in  Phoenix,  Tucson  and  Flagstaff).  A school 
for  the  pre-school  deaf  children,  an  important 
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educational  medium  in  the  follow-up  of  hear- 
ing conservation,  has  been  developed  in  Phoe- 
nix by  the  Maricopa  County  Chapter  for  Crip- 
pled Children.  Increased  “testing”  is  desir- 
able and  it  is  the  hope  that  soon  there  may  be 
established  in  Phoenix  and  Tucson,  hearing 
conservation  centers  possibly  associated  with  the 
college  and  university  in  the  respective  areas. 

The  Sub-Committee  on  Seminars  regrettably 
has  had  a year  of  inactivity  due  to  the  lack  of  a 
chairman.  Now  that  the  ranks  have  been  filled 
it  is  anticipated  that  a course  will  be  chartered 
for  future  activity. 

Establishment  of  a program  of  support  of 
qualified  Arizona  medical  students  in  out-of- 
state  schools  by  subsidy  to  such  schools,  com- 
parable to  agreements  in  effect  in  other  states 
without  medical  institutions  of  learning,  was 
previously  recommended  by  this  Board.  Council 
directed  its  Legislation  Committee  to  give  con- 
sideration to  the  problem.  It  is  gratifying  to 
learn  that  progress  has  been  made  to  this  end 
and  as  of  this  writing  the  House  of  Delegates 
of  the  Twentieth  Legislature  of  the  State  of 
Arizona  in  the  Second  Regular  Session,  effected 
a due  pass  on  H.B.  266,  an  act  ratifying  and 
approving  the  compact  for  western  regional  co- 
operation in  higher  education  entered  into  by 
the  states  of  Arizona,  California,  Colorado,  Idaho, 
Montana,  Nevada,  New  Mexico,  Oregon,  Utah, 
Washington  and  Wyoming,  and  the  territories 
of  Alaska  and  Hawaii.  This  is  at  least  the  first 
step  forward  and  it  is  the  hope  of  this  Board 
that  before  adjournment  of  the  Legislature  and 
meeting  of  our  House  of  Delegates  in  Annual 
Session,  the  Senate  will  have  taken  similar  ac- 
tion and  the  signature  of  the  Governor  will  have 
been  affixed  thereto,  completing  its  enactment 
into  law. 

The  Arizona  League  of  Nursing  Education  and 
the  Arizona  State  Nurses  Association  have  en- 
deavored to  develop  a five-year  plan  for  the 
improvement  of  nursing  services  in  Arizona.  Pre- 
liminary surveys  have  been  completed  and  they 
now  seek  the  assistance  and  advice  of  the  medi- 
cal profession  and  the  Hospital  Association  in  an 
effort  to  activate  portions  of  the  recommenda- 
tions previously  determined  upon.  With  the  sup- 
port of  this  Board,  Council  has  appointed  a 
seven-man  special  committee  to  participate  in 
further  deliberations.  It  is  expected  a report  of 
accomplishment  will  be  forthcoming  just  as  soon 
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as  the  activities  of  this  joint  group  get  under- 
way. 

A Health  Education  Workshop  at  Arizona 
State  College,  Flagstaff,  is  being  scheduled  for 
August  18  through  August  29,  1952.  Your  Board 
has  arranged  through  the  cooperation  of  the 
American  Medical  Association  to  have  a repre- 
sentative of  its  Bureau  of  Health  Education  par- 
ticipate, satisfying  request  therefor  received  from 
the  College. 

The  year  has  been  replete  with  many  mis- 
cellaneous problems  which  have  been  given 
thorough  study  and  time  consuming  delibera- 
tion. 

In  behalf  of  the  members  of  this  Board,  we 
wish  to  express  our  appreciation  to  the  members 
of  Council  and  House  of  Delegates  of  this  Asso- 
ciation for  the  privilege  which  was  ours  in 
serving  the  medical  profession  and  the  peoples 
of  our  state. 

Respectfully  submitted, 

D.  W.  Melick,  M.D. 

Chairman  — Professional  Board 


DYE  MEDICAL  & OXYGEN 
SUPPLY  COMPANY 

OFFERS 

The  Newest  in  Oxygen  Therapy  Equipment 

Exclusive  Distributors  for  MSA  Pneophore 

Exclusive  Distributors  for  Expendo 
Plastic  Mask  & Cannula 

Distributors  of  Medicinal  Gases  to 
Hospitals 

Quality,  Promptness  and  Efficiency 
combined  with  the  lowest  prices  to 
Doctors  and  patients  in  Phoenix 

24  HOUR  SERVICE 

3332  W.  McDowell  Road 
Phoenix.  Arizona 
Phones:  8-5341,  8-5342,  8-5343 

"Every  Need  For  the  Sick  Room" 
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Thanks  to  You 
Doctor, 

. . . Someone  is  happily  vacationing 

Because  . . . 

You  were  considerate  enough  to  suggest  the 
Budget  Plan  for  Health  to  finance  the  expense  of  health 
care  your  patient  is  vacationing  without  the  worry  of  an 
unpaid  bill. 

Or  else  . . . 

A less  appreciative  patient  is  vacationing  on  the 
money  he  owes  you!  You  can  take  credit  for  this,  too, 
because  you  either  should  have  suggested  the  Budget 
Plan  for  Health  or  turned  the  account  over  to  our 
Collection  Department  for  positive  but  polite  action. 

Tell  your  new  patients  about  the  Budget  Plan 
for  Health. 

Let  us  send  your  “slow”  patients  the  “Another 
Chance  Letter.”  It’s  the  simplest  action  getter  you  ever 
saw.  Phone  8-7758  or  4-4688  today  and  ask  about  it. 


MIJDICAU  DENTAL 

Z/mmeTsumu 


Home  Office:  First  St.  & Willetta 
Downtown:  407  Professional  Bldg. 


An  Ethical  Financial  Service  for  Your  Patients 
Founded  1936 


Remember  our  NEW  HOME  OFFICE  at  First  Street  and  Willetta.  Plenty  of 
Free  Parking  and  quick  considerate  service  for  your  patients.  Our  Downtown 
Office  at  407  Professional  Building  is  maintained  for  your  further  convenience. 


MORENCI 


American  people  have  become  tax  conscious  in  the  past  quarter  century.  Income 
taxes,  sales  taxes,  gas  taxes,  social  security  taxes  — many  other  forms  of  taxation 
of  which  our  fathers  never  dreamed  have  been  added  to  the  old  property  tax  level 
in  the  state  and  counties,  and  to  the  various  levies  of  the  Federal  Government. 


CASTLE  DOME 


•AftlZONAyMlNING  INDUSTRY 


RAY 


None  of  the  taxes  has  overlooked  the  mining  industry,  the  industry  in  Arizona  pays 
well  in  all  levies.  Federal  taxes  have  become  oppressively  serious,  and  take  many 
times  the  amount  of  local  taxes.  Naturally,  this  heavy  tax  load  limits  operations, 
since  the  dollar  paid  for  taxes  certainly  cannot  be  paid  for  payrolls,  purchases  or 
dividends. 

For  the  past  five  years,  Arizona's  mining  industry  has  paid  $39,929,462.00  in  Arizona 
taxes.  This  includes  state,  county,  district  and  city  taxes,  taxes  on  property,  sales 
taxes,  fuel  taxes,  state  income  taxes,  unemployment  taxes  and  franchise 
taxes.  For  the  year  1951  alone,  Arizona's  mining  industry  paid  $9,083,596.00 
/Id.  for  Arizona  taxes. 

No  other  industry  in  Arizona  bears  nearly  so  great  a tax 
load.  The  mining  industry  is  Arizona's  largest  taxpayer. 

The  valuations  of  producing  mines  for  property  tax  purposes  are  set  by 
the  State  Tax  Commission  and,  contrary  to  common  practice  with  respect 
to  valuations  on  all  other  types  of  property  in  Arizona,  they  are  in  most 
instances  100%  cash  value  or  greater.  Arizona's  mining  industry  pays  1% 
Production  Tax  on  the  value  of  all  metals  produced  despite  the  fact  that 
not  one  dollar's  worth  of  such  metals  is  sold  in  Arizona. 

In  addition,  the  mining  industry  pays  2%  Sales  Tax  on  all  its  purchases  in 
the  state.  The  State  Income  Tax  on  Arizona's  mining  industry  is  greater 
than  on  any  other  industry.  Unemployment  Insurance  Tax  paid  by  the  mining 
industry  in  this  state  is  greater  than  that  paid  by  any  other  industry. 


While  Arizona  produces  45%  of  all  copper  produced  in  the  United  States,  the  tax 
load  on  every  pound  of  Copper  and  on  Lead  and  Zinc  produced  in  Arizona  is  greater 
than  the  tax  load  on  such  metals  produced  in  any  other  state  in  our  nation,  or  in  any 
other  country  save,  possibly,  Chile  where  recent  taxes  have  brought  the  industry 
almost  to  the  point  of  direct  confiscation. 


Arizona  Small  Mine  Operators  Association.  60  Councils  in  1 1 Arizona  counties.  3300  member:  American  Smelting  4 Relining 
Company.  Hayden.  Patagonia  and  Silverbell;  Bagdad  Copper  Corporation,  Hillside  Castle  Dome  Copper  Company,  Miami. 
Copper  Cities  Mining  Company,  Miami,  Eagle  Picher  Mining  4 Smelting  Company,  Sahuarita  Inspiration  Consolidated  Copper 
Company.  Inspiration;  Kennecott  Copper  Corporation,  Ray  Mine.  Ray,  Magma  Copper  Company,  Supenoi  Phelps  Dodge 
Corporation,  Bisbee,  Douglas,  Aio,  Moreno,  Jerome;  Sam  Knight  Mining  Lease,  Christmas;  Shattuck  Denn  Mining  Corporation, 
Iron  King  Mine,  Humboldt,  St.  Anthony  Mining  4 Development  Company,  Tiger. 
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AMERICAN  COLLEGE  OF 
ALLERGISTS 

PITTSBURG,  PA.  — Many  allergic  pa- 
tients who,  even  as  they  seek  relier,  suffer 
severe  reactions  from  pollen,  mold  and  dust 
injection  treatments,  need  no  longer  do  so, 
according  to  Dr.  N.  E.  Silbert,  who  spoke  here 
today  at  the  Eighth  Annual  Congress  of  the 
American  College  of  Allergists. 

Dr.  Silbert,  Chief  of  Allergy  at  Captain  John 


Adams  Hospital,  Chelsea,  Mass.,  said  that  the 
answer  was  an  antihistamine,  Chlor-Trimeton 
maleate.  When  combined  with  the  injectable 
protein  required  for  an  allergy  sufferer,  this 
drug,  he  said,  minimizes  unfavorable  side  re- 
actions in  almost  all  cases.  Thus,  it  enables  the 
patient  to  tolerate  high  doses  of  the  remedial 
protein  (such  as  pollen  extract),  with  the  re- 
sult that  he  can  build  up  a far  greater  defense 
against  the  cause  of  his  particular  allergy  than 
ever  before. 


PROFESSIONAL  X-RAY  AND  CLINICAL  LABORATORY 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 
CLINICAL  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

TISSUE  PATHOLOGY  BY  QUALIFIED  PATHOLOGIST 

R.  Lee  Foster,  M.D.,  Director  John  W.  Kennedy,  M.D.,  Radiologist 

W.  W.  Watkins,  M.D.,  Consultant  Radiologist 
Diplomates  of  American  Board  of  Radiology 


SITUATIONS  WANTED 

GENERAL  SURGEON  — desires  congenial  associ- 
ation individual  or  group  in  Arizona.  Well  trained, 
experienced  all  phases  general  surgery.  Just  finished 
five  years’  residency;  Part  I Board;  three  years’  gen- 
eral practice;  five  years’  Army;  Industrious,  amicable, 
willing  to  work.  Married;  39;  Catholic.  Eager  to 
establish  home  in  permanent  location.  Desire  inter- 
view. 

Write:  Karl  Kastl,  M.  D.;  422  Bryn  Mawr  Ave., 
Bala-Cynwyd,  Pennsylvania. 


MAY  I REPRESENT  YOU 
Investments  - Property  Management  - Insurance 

• • • 

L.  L.  STEWARD,  BROKER 

Phoenix,  Arizona 

1414  E.  McDowell  Road  — PHONE  4-1636 
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CONVENTION  REPORT  OF  THE 
PRESIDENT 

Mrs.  Royal  Rudolph  1951-52 

“A  Way  of  Life,”  an  address  which  was  de- 
livered to  a Yale  graduating  class  by  the  famous 
physician,  Sir  William  Osier,  impressed  me 
years  ago  and  impresses  me  more  each  time  I 
read  it.  In  it,  he  says,  “The  load  of  tomorrow, 
added  to  that  of  yesterday,  carried  today  makes 
the  strongest  falter.”  His  advice  is,  “Our  main 
business  is  not  to  see  what  lies  dimly  at  a dis- 
tance but  to  do  what  lies  clearly  at  hand.  Life 
is  a habit  of  day-tight  compartments.” 

The  living  of  this  philosophy,  if  one  may  call 
it  that,  can  mean,  I think,  broader  usefulness 
and  greater  efficiency  especially  for  us  as 
members  of  the  Medical  Auxiliary.  Never  be- 
fore has  it  been  so  necessary  to  shut  out  the 
apprehension  of  the  future,  the  regrets  of  the 
past,  and  concentrate  on  the  immediate  need  of 
service  to  a distressed  world.  That  is  what  I 
would  emphasize:  that  the  more  complex  de- 
mands of  today  require  a fuller,  more  concen- 
trated form  of  service,  which,  I feel,  our  Auxili- 
ary now  stands  ready  to  offer.  It  has  been  a 
matter  of  growth,  day  by  day.  I remember  this 
organization  twenty-five  years  ago  when  we 
were  merely  groups  of  doctors’  wives  meeting 
together  in  order  to  get  better  acquainted, 
helping  with  the  various  charities  of  our  com- 
munities and,  if  you  recall,  paving  the  way  for 
the  gratifying  sale  of  Today's  Health  by  earnestly 
selling  copies  of  the  old  Hygeia.  Later,  as  we 
came  to  assume  a more  definite  identity,  we 
were  called  on  to  assist  the  Medical  Association 
at  conventions  and  to  aid  in  promoting  legis- 
lative measures  approved  by  the  profession.  It 
is  good  to  know  we  were  ready  and  efficient  as 
we  dealt  with  what  were  then  the  immediate 
issues. 

Today,  times  are  different  from  the  situation 
of  twenty-five  years  ago,  and  the  emergencies 
we  have  to  meet  were  then  undreamed  of.  But, 
if  we  are  to  keep  pace,  we  must  still  crowd  into 
our  “day-tight  compartments”  that  same  readi- 
ness to  serve  and  serve  intelligently  in  capacities 
for  which  we  as  doctors’  wives  are  particularly 
equipped.  The  threat  of  the  freedom  of  enter- 


prise which  confronts  every  good  American 
citizen  bears  a special  threat,  as  you  know,  to 
the  American  Medical  Association.  Two  years 
ago  the  Association  launched  the  National  Edu- 
cational Campaign  to  preserve  the  American 
system  of  medicine.  Although  it  has  been 
attacked  again  and  again  by  the  advocates  of 
Compulsory  Health  Insurance,  it  has  steadily 
perserved  until  now  the  American  public  is 
coming  to  see  that  the  medical  profession  is 
fighting  for  the  health  of  the  nation  and  the 
principle  of  scientific  freedom  which  has  made 
this  country  the  world  leader  in  medical  progress. 

In  this  campaign  we  are  playing  our  part. 
The  Medical  Association  openly  recognizes  that 
it  is  the  members  of  the  Women’s  Auxiliary, 
working  at  the  grass  roots,  who  have  been 
greatly  responsible  for  getting  the  true  facts 
before  the  public.  This  is  indeed  a matter  which 
“lies  clearly  at  hand.”  So  long  as  the  wounded 
in  Korea  rely  for  aid  upon  those  very  measures 
for  which  we  have  worked  so  hard,  we  must  re- 
main vigilant. 

From  the  reports,  members  in  Arizona  should 
feel  proud  of  the  past  year’s  accomplishments: 

1.  Three  new  counties  have  been  organized 
and  membership  increased. 

2.  Radio  Health  Education  Program  was  pro- 
moted in  4 counties. 

3.  Nurse  Recruitment  was  sponsored  in  6 
counties. 

4.  Nurse’s  Loan  Committee  gave  financial  aid 
to  3 girls. 

5.  Organized  counties  assisted  18  agencies 
financially  or  by  volunteers. 

6.  Legislative  Program  disseminated  much 
information  to  members. 

7.  Today’s  Health  and  Bulletin  reported  in- 
creased sales. 

8.  Articles  in  Arizona  Medicine  informed  mem- 
bers of  current  medical  topics. 

9.  Civil  Defense  chairman  stood  ready  to  aid 
communities. 

10.  A $50  gift  was  given  to  the  American  Medi- 
cal Education  Fund. 

This  is  a magnificent  program,  but  in  the 
march  of  events  we  cannot  rest  upon  our  laurels. 
Our  present  contributions  should  be  a spur  to 
still  fuller  and  richer  contribution.  We  can 
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make  it  provided  every  member  shapes  her  “way 
of  life”  to  include  her  particular  share,  rather 
than  let  so  few  do  so  much.  I realize  only  too 
well  that  our  working  months  in  Arizona  are 
fewer  than  in  some  states;  also,  there  are  fewer 
women  to  assist  many  organizations.  But  that 
is  all  the  more  reason  for  us  to  remember  the 
Auxiliary  has  only  us,  you  and  me,  the  doctor’s 
wife,  on  whom  to  depend  to  carry  out  its  pro- 
gram. 

Before  making  my  two  suggestions  for  next 
year,  which  are  not  exactly  new,  I wish  to  call 
your  attention  to  the  fact  that  more  and  better 
material  is  continually  being  designed  to  help 
present  the  case  of  medicine  to  four  important 
women’s  organizations  whose  endorsement  is 
not  yet  on  record.  These  groups  are: 

American  Association  of  University  Women 
American  Congress  of  Parent  Teachers 
League  of  Women  Voters 
Nurses’  Association. 

Gaining  their  approval  is  a major  objective, 
and  the  combined  help  of  the  Women’s  Auxiliary 
is  needed. 

Because  we  now  have  an  increased  and  better- 
informed  membership,  I feel  that  we  can  con- 
tinue the  work  of  the  past  year  with  even  greater 
success,  but  I would  like  to  recommend  that  we 
again  include  in  our  program  the  following: 

1.  Get  the  public  schools  to  institute  an 
essay  contest,  “Why  We  Should  Preserve 
the  Voluntary  System  of  Medical  Care  in 
the  United  States,”  to  stimulate  the  interest 
of  pupils,  parents  and  teachers  in  this  issue. 

2.  Present  information  to  the  lay  public  by 
developing  a Speaker’s  Bureau.  The  Auxili- 
ary has  women  who  have  the  ability  to  tell 
the  story  to  local  groups.  Eventually  this 
would  affect  the  thinking  of  the  community 
and  lead  to  endorsement  by  national  organi- 
zations. 

These  two  suggestions,  it  has  seemed  to  me 
are  pertinent  to  the  need  that  “lies  closely  at 
hand.”  Let  us  then  follow  Dr.  Osier’s  philosophy 
and  not  clutter  our  lives  with  unimportant  things. 
This  year  stands  out  as  a very  critical  year  in 
the  welfare  of  our  country.  Can  you  think  of 
anything  more  important  now  than  to  form  the 
habit  of  including  the  work  of  the  Medical 
Auxiliary  in  your  “day-tight  compartment”? 

In  closing,  I wish  to  thank  the  officers,  com- 
mittee chairman,  county  presidents  and  all 
members  of  the  Auxiliary  for  their  loyalty  and 


time  so  generously  given  and  for  the  many 
courtesies  extended  to  me  during  my  visits  to 
the  counties.  I have  greatly  enjoyed  my  term 
as  president  and  feel  my  life  has  been  happily 
enriched  by  pleasant  memories  of  my  association 
with  all  of  you.  I also  wish  to  express  my  appreci- 
ation to  the  chairmen  of  this  splendid  conven- 
tion, to  the  members  of  Maricopa  County  who 
helped  to  make  it  a success  and  to  those  who 
assisted  with  the  art  exhibit. 

You  are  to  have  a new  president,  Mrs.  Schoff- 
man,  who  is  prepared  to  be  your  guiding  force. 
I hope  you  catch  her  earnestness  and  enthusiasm 
and  that  you  will  give  her  the  loyal  support 
that  I have  enjoyed.  Success  to  you  in  1952-53. 

Respectfully  submitted 
Mrs.  Royal  Rudolph 
Tucson,  Arizona 


• WHEEL 
CHAIRS 

HOSPITAL 
& PORTABLE 

• INVALID 
WALKERS 

ADULT  & CHILD  SIZE 
OXYGEN  THERAPY  SERVICE 
8-3112  — Phones  — 2-6181 
Phoenix,  Arizona 
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DIAGNOSTIC  LABORATORY 

MAURICE  ROSENTHAL,  M.D., 
Pathologist 

Diplomate  of  American  Board  of  Pathology 

DIAGNOSTIC  X-RAY 
X-RAY  & RADIUM  THERAPY 
CLINICAL  PATHOLOGY 
AUTOPSIES 
TISSUE  PATHOLOGY 
E.K.G.  B.M.R. 

Medical  Arts  Building 
543  E.  McDowell  Road 
Phone  8-1601 
Phoenix,  Arizona 


DOCTORS7  DIRECTORY 


DOCTORS  DIRECTORY  ESTABLISHED 
1920 
3-4189 

Emergency  calls  given  special  attention  We  will 
locate  your  doctor  before  or  after  office  hours. 
BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 
1541  East  Roosevelt 
Phoenix,  Arizona 


DOCTOR'S  CENTRAL  DIRECTORY 

Minnie  C.  Benson  R.N.,  Manager 
24  Hour  Service 
Phone  5-1551  — E.  Hedrick  Dr. 

Tucson,  Arizona 
Established  In  1932 


SANATORIUM  DIRECTORY 


Treatment  for  Alcoholism 
as  prescribed  by  Family  or  Panel  Doctor 

HILLCREST  SANATORIUM 

HYGEIA  SANITORIUM 

2534  Beverly  Boulevard  — Los  Angeles,  California 

Cheerful  Private  Rooms 
Excellent  Food 
Homelike  Atmosphere 
Reasonable  Rates 

Phone  DUnkirk  8-8178 

North  3rd  and  Adams  Phone  4-1562 

Recognized  by  the  American  Medical  Association 

Tucson,  Arizona 

LA  CONTENTA  NURSING  HOME 

SCHER  REST  HOME 

Convalescents 

Ambulatory  and  Semi-Mental  Patients 

Invahds  and  Semi-Invalids 
Asthmatic  and  Arthritic  Cases 

24  Hour  Nursing  Service 

Quiet  - Excellent  Food  - 24  Hour  Nursing  Care 

Quiet  and  Home-Like 

5331  N.  29th  Ave.,  Phoenix  — Phone  5-5710 
Laura  Condon,  Manager 

2919  East  Granada  Rd.  — Phoenix,  Arizona 
Phone  4-6636 
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5055  N.  34th  St. 
Phoenix,  Arizona 


Private  phone: 
(AMherst)  6-7238 


OUTSTANDING  FEATURES: 

Open  medical  staff. 

Equipped  Doctor's  Office 
Air-cooled  interior. 
Dust-minimum  exterior. 

Three  security  rooms. 

Ten  acres  of  Camelback  beauty. 
Private  bath  in  every  room. 
Optional  phone  in  every  room. 
Perfect  floor-plan 
No  steps. 

Hospital-Home  accommodations. 
24”  TV. 

Separate  nurses’  quarters. 
Fire-resistant  construction . 


ESPECIALLY  FOR: 

Non-contagious. 

Arthritics. 

Asthmatics. 

Cardiacs. 

Convalescent. 

Bronchial. 

Chronically  ill. 
Post-operative. 

Nervous  disorders. 
Neurological  disorders. 
Arterioslerosis. 

Senile. 

Diabetics 

Allergic 


You  are  cordially  invited,  at  your  convenience,  to  inspect  this  quarter  of 
million  dollar  project. 

Ethically  operated,  in  cooperation  with  you,  for  your  patients’  welfare. 
Moderately  priced,  with  no  extras. 


I 
1 
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SANATORIUM  DIRECTORY— (Cont'd.) 


ALCOHOLISM 

There  is,  today,  a rapidly  increasing,  nation-wide 
awareness  of  alcoholism  as  a disease,  as  a major  health 
problem  and  as  a responsibility  of  the  medical  pro- 
fession. 

Physicians  throughout  the  country  are  recognizing 
the  need  of  special  facilities  for  the  proper  care  and 
treatment  of  the  victims  of  this  disease. 

In  THE  FRANKLIN  Phoenix  has  a modern  center 
for  care  and  treatment  of  acute  and  chronic  cases 
of  alcoholism. 

All  treatment  at  THE  FRANKLIN  is  under  the 
supervision  of  a licensed  physician.  Patients  may 
retain  their  own  physicians  or  may  be  attended  by  a 
staff  physician  of  THE  FRANKLIN. 

Nursing  care  is  continuous,  24  hours  a day,  under 
supervision  of  a registered  nurse;  with  a staff  of  un- 
derstanding, experienced  people. 


^jlranhlm 


ALCOHOLIC  PROBLEMS  - EXCLUSIVELY 
367  N.  21st  Ave.,  Just  Above  Van  Buren 
Telephone  3-4751 
Phoenix,  Arizona 


ORTHOPEDIC  SERVICE 


STATEWIDE  ORTHOPEDIC 
SERVICE 


(Formerly  Grunow  Clinic  Brace  Shop) 


925  East  McDowell  Road  Phoenix,  Arizona 


Surgical  and  Orthopedic  Appliances 
Shoe  Corrections  . . Extentions 
General  Shoe  Repair 


Day  4-7746 


Telephone 

Night  6-4189 


TUCSON  BRACE  SHOP 

Orthopedic  Appliances 

Braces,  Limbs,  Belts,  Trusses 
Arch  Supports  and  Repairing 


Phone  3-4581 


805  E.  Broadway 


Tucson,  Arizona 


NURSES'  DIRECTORY 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS'N 

MRS.  MARJORIE  E.  KASUN,  R.N., 
Registrar 

Nurses'  Professional  Registry 

711  East  Monroe  Phoenix  Ph.  4-4151 

Our  members  are  dairymen  whose  busi- 
ness is  supplying  good  milk  for 

0)Ebsteg£ 

milk  and  milk  products. 

We  are  aware  of  the  importance  of  good 
milk  to  good  health  and  of  our  obligation 
to  supply  a product  which  will  merit  your 
confidence. 

ARIZONA  MILK  PRODUCERS 

422  Heard  Building  Phone  3-0893 
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AMBULANCE  SERVICE  DIRECTORY  X-RAY  COMPANY 


ARIZONA’S  FINEST 

Charter 

And  Ambulance  Service 

GENERAL  ELECTRIC  CO. 

X-RAY  DEPARTMENT 

Phone  4-5605  — Day  or  Night 

FOR  SALE  - USED  FISHER  100  MA.  R & F 
UNIT,  TILT  TABLE.  For  Information  Call  - M.  A. 

ARIZONA  AIRMOTIVE 

Phoenix  Sky  Harbor 

Schroeder  4-0181  821  W.  Adams  Street,  Phoenix, 
Arizona 

MEDICAL  BOOKS 

FOR  RENT 

ROBERTA  DAVEY  HALL 

ATTRACTIVE  NEW  OFFICES 

(1  Block  From  Post  Office) 

MEDICAL  BOOKS 
Of  All  Publishers 

Centrally  Located  with  Ample  Parking 
2 and  3 room  suites.  Large  Hallway. 

Front  and  Rear  Entrances.  Moderate  Rental. 

PROMPT  HANDLING  OF  ALL  ORDERS 

See 

To  order:  Telephone  5-1062 
40  East  Rose  Lane 
Phoenix,  Arizona 

C.  J.  LUNENSCHLOSS 

803  N.  First  Avenue  - PHONE  3-0034  j 

Phoenix,  Arizona  1 

DRUGGISTS" 

DIRECTORY 

WAYLAND’S 

TWO  STORES 

☆ 

Wayland's  Prescription  Pharmacy 
13  E.  Monroe  Street 
Phone  4-4171 

Wayland's  McKinley  Pharmacy 
138  W.  McKinley  Street 
Phone  4-7243 

PHOENIX,  ARIZONA 

☆ 

FREE  DELIVERY 


28  Registered  Pharmacists 


Tucson 


Casa  Grande 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 


KELLYS  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 


D.  F.  Scheigert 


L.  J.  McKenna 


TUCSON 
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DRUGGIST  DIRECTORY 


Open  9.00  A.M. — 11:00  P.M.  Call  2-1123 

We  Deliver 

BLUE  CROSS  PHARMACY 

PRESCRIPTION  SPECIALISTS 
1924  East  Van  Buren 

Surgical  Appliances  — Private  Fitting  Room 


JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 

“Service  you  will  like” 

Corner  Speedway  and  Park  Avenue 
Phone  2-8865  Tucson,  Arizona 


FELSHER  PRESCRIPTION 
PHARMACY 

Sick  Room  Supplies  — Vitamins 
650  N.  First  Avenue  — Phone  3-2070 
Phoenix,  Arizona 


AL'S  DRUG  STORE 

PHONE  5-5552 

7th  Avenue  and  Camelback  Road 
Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


ROHRER-BLOOM  DRUG  CO. 

(Walgreen  Agency) 
PRESCRIPTIONS  PHARMACISTS 
Phone  40 

Gurley  and  Montezuma 
Prescott,  Arizona 


STONE  AND  3RD  PHARMACY 

749  N.  Stone  — Phone  3-6041 

ENCANTO  PARK  DRUG  CO. 

3352  E.  Speedway  — Phone  5-3102 
Tucson,  Arizona 


SPACE  FOR  SALE 

Phone  2-4884 


ENSMINGER  PHARMACY 

RELIABLE  PRESCRIPTIONS 
121  North  Cortez 

Phone  188  Prescott,  Arizona 


HAMILTON'S  DRUG 

The  REXALL  Store 
Benson,  Arizona 
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DRUGGISTS'  DIRECTORY 


MONTE  BLISS 
Frontier  Village  Drug  Store 

“Your  Reliable  Neighborhood  Prescription  Pharmacy” 
1700  N.  Maple  Blvd.  Phone  5-5252 

Tucson,  Arizona 

EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phone  4587 
Mesa,  Arizona 

NATIONAL  PHARMACY 

Prescriptions 

Phone  2-2412  340  Ajo  Way 

Tucson,  Arizona 

McDowell 

PRESCRIPTION  CENTER 

Professional  Prescription  Service 
Phones  8-3694-8-3695  312  W.  McDowell  Rd. 

Phoenix,  Arizona 

MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 

McDowell  pharmacy 

545  E.  McDowell  Rd.  Phone  2-3137  - 3-4332 

Phoenix,  Arizona 

SHARPE  & PULLINS 

Prescriptions 
229  E.  Glendale 
Phone  Glendale  298 
Glendale,  Arizona 

MURRAY'S  PHARMACY 

PRESCRIPTION  DRUGGISTS 
Phone  28 
Superior,  Arizona 

Physicians  and  Surgeons  Pharmacy 

PRESCRIPTIONS 

753  E.  McDowell  Road  Phone  4-8434 

Phoenix,  Arizona 

ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  3-3470 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

LAIRD  & DINES 

The  REXALL  Store 

Reliable  Prescription  Service 
Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 

MAC  ALPINE  DRUG  CO. 
The  Store 

This  label  is  your  guarantee  of  accurate 
prescription  compounding 

FREE  DELIVERY  PHONE  4-2606 

2303  No.  7th  St.  Phoenix,  Arizona 
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PHYSICIANS'  DIRECTORY 


NEUROLOGY  and  PSYCHIATRY 


OTTO  L.  BENDHEIM,  M.D. 

NEUROLOGY  and  PSYCHIATRY 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 


EDWARD  BLANK,  M.D. 

Practice  Limited  Exclusively  To 

Psychiatry  and  Neurology 

733  West  McDowell  Road 
Phoenix 

Hours  by  Appointment 

Phone  2-2294— If  no  answer  call  3-4189 


MILTON  H.  ERICKSON,  M.D. 

PSYCHOTHERAPY  AND  PSYCHIATRY 
Certified  by  American  Board  of 
Psychiatry  and  Neurology 

32  West  Cypress  Street  Phone  2-4254 

Phoenix,  Arizona 


NEUROLOGICAL  SURGERY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


Plastic  and  Reconstructive  Surgery 
HOWARD  C.  LAWRENCE,  M.D. 

Diplomate  of  the 
American  Board  of  Plastic  Surgery 

709  Professional  Building 
15  E.  Monroe  Street  Phone  8-4101 

Phoenix,  Arizona 


ANESTHESIOLOGY 


LOUISE  BEWERSDORF,  M.D. 
F.  A.  C.  A. 

ANESTHESIOLOGY 

208  West  Glenrosa 
Phone  5-4471  - 3-5101 
Phoenix,  Arizona 


UROLOGY 


THIS  SPACE  FOR  SALE 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

FOR  INFORMATION  AND  RATES 

Diplomate  of  The  American 

write  to 

Board  of  Urology 

ARIZONA  MEDICINE 

E.  R.  UPDEGRAFF,  M.D. 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

1010  N.  Country  Club  Road 

Telephone  5-2609  Tucson,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.  A.  C.  S. 

DONALD  B.  LEWIS,  M.D. 

Certified  American  Board  of 

UROLOGY 

UROLOGY 

Certified  by  the  American  Board  of  Urology 

1313  N.  Second  Street  Phone  3-1739 

123  So.  Stone  Ave.  Phone  2-7081 

PHOENIX.  ARIZONA 

Tucson,  Arizona 
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UROLOGY— (Cont'd.) 

INTERNAL  MEDICINE 

ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the 
American  Board  of  Urology 

808  Professional  Building 
15  East  Monroe  Phone  4-3577 

Phoenix,  Arizona 

J.  REICHERT,  M.D. 

General  Practice 

CARDIO  VASCULAR  DISEASES 
ELECTROCARDIOGRAPHY 

303  West  McDowell  Rd.  Office  Phone  4-7028 

Phoenix,  Arizona 

ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 
1118  Professional  Building 
Phone  4-1078 
Phoenix,  Arizona 

DANIEL  H.  GOODMAN,  M.D. 

INTERNAL  MEDICINE  CARDIOLOGY 

ELECTRO  CARDIOGRAPHY 

007  Heard  Bldg.  Phone  4-7204 

Phoenix,  Arizona 

JESSE  D.  HAMER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suit  910  Phoenix 

15  E.  Monroe  St.  Arizona 


FRANK  J.  MILLOY,  M.D. 
F.  A.  C.  P. 

INTERNAL  MEDICINE 

611  Professional  Building 
Phone  4-2171 
Phoenix,  Arizona 


ROBERT  E.  RIDER,  M.D. 

INTERNAL  MEDICINE 
ELECTROCARDIOGRAPHY 

Del  Sol  Hotel  Bldg.  Phone  3-3721 

Yuma,  Arizona 


KENT  H.  THAYER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
Diplomate  of  the 

American  Board  of  Internal  Medicine 

ROBERT  H.  STEVENS,  M.D. 

INTERNAL  MEDICINE  ALLERGY 

1313  N.  Second  St.  Phone  4-8841 

Phoenix,  Arizona 


JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 

JOHN  W.  FINDLEY,  Jr.,  M.D. 

Diplomate  of  American  Board  of  Internal  Medicine 
GASTROENTEROLOGY,  GASTROSCOPY 

800  North  First  Avenue  Phone:  4-7245 

PHOENIX,  ARIZONA 


DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 
1850  N.  Laurel  Avenue  — Phone  4-7970 
Phoenix,  Arizona 
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ORTHOPEDIC  SURGERY 


HOSPITAL 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

H.  B.  LEHMBERG,  M.D. 

write  to 

J.  T.  O'NEIL,  M.D. 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Casa  Grande  Clinic  Phone  4495 

Phone  2-4884 
PHOENIX,  ARIZONA 

Casa  Grande,  Arizona 

CHILDREN'S  DISEASES 


WM.  F.  SCHOFFMAN,  M.D. 
CECILIA  H.  SHEMBAB,  M.D. 
JOHN  R.  KEEFREY,  M.D. 

DOCTORS  BUILDING 

316  West  McDowell  Road  Telephone  4-7287 

Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

CLIN 

TU- 

SUN  VALLEY  CLINIC 

34  North  Macdonald 
MESA,  ARIZONA 


NELSON  CLINIC 
D.  E.  NELSON,  M.D. 
C.  J.  BOZZI,  M.D. 

501-505  Fifth  Avenue 
SAFFORD,  ARIZONA 


GEO.  A.  WILLIAMSON,  M.D., 
F.A.C.S. 

LEO  L.  TUVESON,  M.D. 

ORTHOPAEDIC  SURGERY 

800  North  First  Ave.  Telephone  2-2375 

PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 


GEORGE  L.  DIXON,  M.D. 
PHILIP  G.  DERICKSON,  M.D. 

ORTHOPAEDIC  SURGERY 

Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  5-1533 
TUCSON,  ARIZONA 


ROBERT  E.  HASTINGS,  M.D., 
F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

ROBERT  W.  WEBER,  M.D. 

ORTHOPAEDIC  SURGERY 
1014  N.  Country  Club 
TUCSON,  ARIZONA 
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PROCTOLOGY 

ALLERGY 

WALLACE  M.  MEYER,  M.D. 

E.  A.  GATTERDAM,  M.D. 

PROCTOLOGY 

ALLERGY 

903  Professional  Bldg. 
Phone  2-2822  - 3-4189 
Phoenix,  Arizona 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M.  to  5 P.  M. 
Phoenix,  Arizona 

MALIGNANT  DISEASE 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

JAMES  M.  OVENS,  M.  D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Allied  Diseases 

608  Professional  Bldg.  Phone  4-1973 

Phoenix,  Arizona 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilologv 

Phone  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

KENNETH  C.  BAKER,  M.D. 

DERMATOLOGY 

Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona 

PATHOLOGICAL 

LABORATORIES 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 

Professional  X-ray  and  Clinical 
Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  3-4105 

R.  LEE  FOSTER,  M.D.,  Director 

G.  O.  HARTMAN,  M.D. 

PATHOLOGICAL  LABORATORY 
20  E.  Ochoa  St.  Phone:  3-4861 


MEDICAL  CENTER  LABORATORY 

1313  N.  Second  St. 

Phoenix,  Arizona 

W.  Warner  Watkins,  M.D.,  Director 


TUCSON,  ARIZONA 
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EYE,  EAR,  NOSE 

and  THROAT 

DUNCAN  G.  GRAHAM,  M.D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

114  West  Pepper  Street 
Mesa,  Arizona 

BERNARD  L.  MELTON,  M.D. 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

605  Professional  Bldg.  Phone  3-8209 

PHOENIX,  ARIZONA 

JOHN  J.  McLOONE,  M.D. 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

Diplomate  American  Board  of  Otolarynogology 

write  to 

OTORHINOLARYNGOLOGY 

ARIZONA  MEDICINE 

BRONCHOESOPHAGOLOGY 
316  West  McDowell  Rd.  — Phone  2-1865 

426  Heard  Bldg. 
Phone  2-4884 

Phoenix,  Arizona 

PHOENIX,  ARIZONA 

SURGERY 


EDWARD  L.  KETTENBACH,  M.D. 

DELBERT  L.  SECRIST,  M.D., 

SURGERY 

F.A.C.S. 

Diplomate  American  Board  of  Surgery 

123  South  Stone  Avenue 

2324  North  Tucson  Blvd.  Phone  5-2605 

Tucson,  Arizona 

Tucson,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.D. 

GENERAL  SURGERY 
Certified  by  the  American  Board  of  Surgery 
800  North  First  Avenue 
Phone  4-7245 
Phoenix,  Arizona 


JAMES  E.  O'HARE,  M.  D. 

DIPLOMATE  AMERICAN  BOARD  OF  SURGERY 
Practice  Limited  To  Thoracic  Surgery 

1613  N.  Tucson  Blvd.  Phone  4-1151 

Tucson,  Arizona 


W.  R.  MANNING,  M.D.,  F.A.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

620  North  Country  Club  Road  Phone  5-2687 

Tucson,  Arizona 

GENERAL  PRACTICE 
M.  G.  FRONSKE,  M.  D. 

GENERAL  PRACTICE 
Phones: 

Office  99;  Residence  155 

10  N.  Leroux  St. 

Flagstaff,  Arizona 
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PHYSICIANS' 

Dl  RECTORY 

CHEST  DISEASES  AND  SURGERY 

OBSTETRICS  and  GYNECOLOGY 

GEORGE  A.  BOONE,  M.D. 

DISEASES  AND  SURGERY  OF  THE  CHEST 
1608  N.  Norton  Telephone  6-2429 

TUCSON,  ARIZONA 


RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 

316  West  McDowell  Road 
Phoenix,  Arizona 


W.  WARNER  WATKINS,  M.D. 

F.A.C.P.,  F.A.C.R. 

(Diplomate  in  Radiology) 

Diagnostic  Roentgenology,  X-Ray  and  Radium 
Therapy 

Medical  Center  Laboratory 
1313  N.  Second  St.,  Phoenix,  Arizona 


HARRY  J.  FELCH,  M.D. 

Physician  and  Surgeon 

Residence  Office 

325  W.  Granada  703  Professional  Bldg. 
Phoenix,  Arizona  15  E.  Monroe  Street 

Residence  3-1151  Office  3-1151 


DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 


Diplomates  of 

American  Board  of  Radiology 
DIAGNOSTIC  ROENTGENOLOGY 

23  East  Ochoa 
T ucson 


MARCY  L.  SUSSMAN,  M.D., 
F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

801  North  Second  Ave. 

Telephone  3-4179 
Phoenix,  Arizona 


R.  LEE  FOSTER,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  3-4105  Phoenix,  Arizona 


DOUGLAS  D.  GAIN,  M.D. 

Diplomate  of  American  Board  of  Radiology 
Certified  in 

X-RAY  THERAPY  AND  DIAGNOSIS 
RADIUM  THERAPY 

MEMORIAL  HOSPITAL 
Phoenix,  Arizona 

1200  South  Fifth  Avenue  — Ph.  4-7336 


JOHN  W.  KENNEDY,  M.D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  3-4105  Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  2-4884 
PHOENIX,  ARIZONA 
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THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.D.,  F.A.C.S.  ALVIN  L.  SWENSON,  M.D. 

RAY  FIFE,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.D. 

1313  North  Second  Street  Phone  8-1586 

Phoenix,  Arizona 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  govemmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.D. 

Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 
Phoenix,  Arizona 

RALPH  H.  FULLER.  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN.  M.D. 

20  East  Ochoa  Street 
Tucson,  Arizona 

LOUIS  HIRSCH.  M.D. 

Tucson  Medical  Center 
Tucson.  Arizona 


MAURICE  ROSENTHAL.  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

LOREL  A.  STAPLEY.  M.D. 

425  N.  4th  Street 
Phoenix,  Arizona 

O.  O.  WILLIAMS.  M.D. 

425  North  Fourth  Street 
Phoenix.  Arizona 

HAROLD  WOOD,  M.D. 

1130  N.  Central  Ave. 

Phoenix,  Arizona 


RADIOLOGY 

TUCSON  TUMOR  INSTITUTE 


LUDWIG  LINDBERG.  M.D.  JAMES  H.  WEST,  M.D..  F.A.C.R. 

Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 


721  North  4th  Ave. 


TUCSON,  ARIZONA 


Arizona 


ARIZONA  MEDICAL  ASSOCIATION 


U.  C.  MEDICAL  LIBRARY 


AUG  28  1352 

ban  l-rancisco,  22 

Specialists 
in  information 


To  improve  the  old  and  to 
develop  the  new  require  that  vast 
stores  of  information  be 
thoroughly  searched.  Complete 
reference  facilities,  including 
medical  and  allied  scientific 
periodicals  from  all  over  the 
world,  are  made  available  to  Lilly 
scientists  in  the  library  of  the  Lilly 
Research  Laboratories.  A trained 
staff  is  maintained  to  provide 
timesaving  abstracts,  to  build 
special  files,  and  to  facilitate  the 
gathering  of  pertinent  facts. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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BENADRYL  (diphenhydramine  hydrochloride,  Parke-Davis) 
gives  rapid  — and  sustained  — relief  to  patients  distressed  by 
hay  fever  symptoms.  By  alleviating  sneezing,  nasal  discharge, 
lacrimation,  and  itching,  this  outstanding  antihistaminic  has 
enabled  many  thousands  of  patients  to  pass  hay  fever  seasons 
in  comfort. 

BENADRYLS  reputation  stems  from  its  clinical  performance. 
Each  year,  as  the  pollen  count  rises,  the  benefits  derived  from 
this  effective  antihistaminic  are  further  emphasized.  BENADRYL 
Hydrochloride  is  available  in  a variety  of  forms  — including 
Kapseals®,  50  mg.  each;  Capsules,  25  mg.  each;  Elixir,  10  mg. 
per  teaspoonful;  and  Steri-Vials®,  10  mg.  per  cc.  for  paren- 
teral therapy. 


e » 
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WHEN  DIETARY 
SUPPLEMENTATION 
IS  NEEDED... 


what  more 


could  a supplement  provide  ? 


If  the  concept  of  an  ideal  dietary  supplement  could  be 
formulated,  it  might  well  be  one  that  provides  qualitatively 
every  substance  of  moment  inhuman  nutrition.  It  would  pro- 
vide those  for  which  human  daily  needs  are  established  as 
well  as  others  which  are  considered  of  value,  though  their 
roles  and  quantitative  requirements  remain  unknown. 

How  Ovaltine  jn  milk  approaches  this  concept,  and  how 
well  the  recommended  three  glassfuls  daily  augment  the  nutri- 
tional intake,  is  shown  in  the  appended  table.  The  two  forms 
of  Ovaltine  available — plain  and  chocolate  flavored — are 
closely  alike  in  their  nutrient  values. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


r 


Three  Servings  of  Ovaltine  in  Milk  Recommended  for 
Daily  Use  Provide  the  Following  Amounts  of  Nutrients 

(Each  serving  made  of  Vi  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  milk) 

MINERALS  VITAMINS 


♦CALCIUM 1.12  Gm. 

CHLORINE 900  mg. 

COBALT 0.006  mg. 

♦COPPER  0.7  mg. 

FLUORINE  3.0  mg. 

♦IODINE 0.7  mg. 

♦IRON  12  mg. 

MAGNESIUM 120  mg. 

MANGANESE  0.4  mg. 

♦PHOSPHORUS 940  mg 

POTASSIUM  1300  mg. 

SODIUM  560  mg 

ZINC 2.6  mg. 


♦ASCORBIC  ACID  37  mg 

BIOTIN  0.03  mg 

CHOLINE  200  mg 

FOLIC  ACID  0.05  mg 

♦NIACIN 6.7  mg 

PANTOTHENIC  ACID 3.0  mg 

PYRIDOXINE 0.6  mg 

♦RIBOFLAVIN  2.0  mg 

♦THIAMINE 1.2  mg 

♦VITAMIN  A 3200  I.U 

VITAMIN  B , 2 0.005  mg 

♦VITAMIN  0 420  I.U 


♦PROTEIN  (biologically  complete) 32  Gm. 

♦CARBOHYDRATE 65  Gm  . 

♦ FAT 30  Gm. 

"Nutrients  for  which  daily  dietary  allowances  are  recommended  by  the  National  Research  Council. 
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OFFICERS  AND  COUNCIL 

Thomas  H.  Bate,  M.D President 

15  East  Monroe,  Phoenix,  Arizona 

Edward  M.  Hayden,  M.D President-Elect 

1603  N.  Tucson  Boulevard,  Tucson,  Arizona 

Oscar  W.  Thoeny,  M.D Vice-President 

1313  N.  2nd  Street,  Phoenix,  Arizona 

Frank  J.  Milloy,  M.D Secretary 

15  East  Monroe,  Phoenix,  Arizona 

Clarence  E.  Yount,  Jr.,  M.D Treasurer 

P.  O.  Box  1626,  Prescott,  Arizona 

Harry  E.  Thompson,  M.D Speaker  of  House 

435  N.  Tucson  Boulevard,  Tucson,  Arizona 

Jesse  D.  Hamer,  M.D Delegate  to  AMA 

15  East  Monroe,  Phoenix,  Arizona 
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2716  East  4th  St.,  Tucson 

Civil  Defense  Mrs.  Harry  Cumming 

517  W.  Rose  Lane,  Phoenix 
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201  1st  Ave.,  Yuma 
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Hassayampa  Country  Club,  Prescott 


. . .particularly 

beneficial 
in  the  treatment 

°f 

hay  fever. 


Because  CHLOR -TRIMETON®  maleate, 
chlorprophenpyridamine  maleate,  has  the 
greatest  potency  milligram  for  milligram 
of  any  available  antihistamine,  and 
because  “Chlor-Trimeton  has  a relatively  low 
incidence  of  side  reactions,”2  it  is  a drug 
of  choice  for  hay  fever  patients. 

H LOR -TMIMETON 


1.  Silbert,  N.  E. : Nets’  England 
J.  Med.  242:931,  1950. 

2.  Eisenstadt,  W.  S. : Journal 
Lancet  70:26.  1950. 


maleate 


CORPORATION 
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URINARY  TRACT 

Pyelonephritis 


Pyelonephritis  occurs  most  often  The  onset  is  sudden,  usually  with  Always,  pus  cells  and  bacteri 

in  the  young  child  ...  a chill  . . . pear  in  the  urine 


Culture  determines  pathogen.  Sometimes  there  is  tenderness  over  the  kidney  region  . . . 

Mixed  infection  not  uncommon. 


...  or  abdominal  pain  and  rigidity 


Look  for  a cause  of  urinary  stasis. 


in  children,  75%  have  congenital  mal- 
formation . . . others  may  have  calcu- 
lus, foreign  body,  neoplasm,  ureteral 
spasm. 


FECTIONS 


Ter  r amyci  n 

Many  urinary  tract  infections 
as  well  as  other  infections 
rapidly  respond  to  therapy 
with  this  well- to!  era  ted 
broad-spectrum  antibiotic 


Available  in  a wide  variety  oj  convenient  dosage  forms. 


world’s  largest  producer  of  antibiotics 


ANTIBIOTIC  DIVISION.  CHAS.  PFIZER  8c  CO..  INC.,  BROOKLYN  6,  N.  Y. 
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No  need  for  the  chronic  asthmatic  to  give  up  work,  play,  a normal 
life.  With  Norisodrine  Sulfate,  a quick-acting  bronchodilating  powder, 
symptomatic  relief  is  as  near  as  the  patient’s  pocket  or  purse. 

When  the  asthmatic  feels  an  attack  coming  on,  he  simply  takes 
three  or  four  inhalations  of  the  powder,  using  the  pocket-sized 
Aeroiialor.  Result?  The  bronchospasm  usually  ends  quickly.  No 
injections,  no  cumbersome  equipment,  no  need  to  leave  the  job. 

Norisodrine  is  effective  against  both  mild  and  severe  asthma.  l*.» 

It  has  relatively  low  toxicity,  and  with  proper  administration,  side- 
effects  are  few  and  usually  minor.  Before  prescribing  Norisodrine, 
however,  the  physician  should  familiarize  himself  with  administration, 
dosage  and  precautions.  Literature  may  be  obtained  by  « « 
writing  Abbott  Laboratories,  North  Chicago,  Illinois. 


EASY  TO  CARRY 
IN  POCKET  OR  PURSE 


NORISODRINE 

SULFATE  POWDER 

II  SOPROPYLARTERENOL  SUIFATE,  ABBOTT! 
for  use  with  the  AEROHALORf  Abbott's  Powder  Inhaler 


1.  Kaufman,  R.,  and  Farmer,  L (1951),  Norisodrine  by  Aerohalor  in  Asthma.  Ann.  Allergy,  9:89,  January-February. 

2.  Swartz,  H.  (1950),  Norisodrine  Sulphate  (25  Per  Cent)  Dust  Inhalation  in  Severe  Asthma,  Ann.  Allergy,  8:488, 
July-August  3.  Krasno.  L,  Grossman.  M..  and  Ivy.  A.  (1949),  The  Inhalation  of  l-(3',4'-Dihydroxyphenyl)-2- 
Isopropylaminoethanol  (Norisodrine  Sulfate  Dust),  J.  Allergy,  20:111,  March. 
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Estrogenic  Substances  (water-soluble) 


also  known  as  Conjugated  Estrogens  (equine) 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 


10 


Arizona  Medicine 


August,  1952 


ACCIDENT  HOSPITAL  SICKNESS 

INSURANCE 


Adult  

Child  to  age  10 


For  Physicians,  Surgeons,  Dentists  Exclusively 

/ PHYSICIANS  \ 

-'>1  SURGEONS 

\ DENTISTS  J 


ALL 


ALL 


PREMIUMS 

COME  FROM 


CLAIMS 


GO  TO 


DISABILITY  COSTS  (Quarterly) 

2.50  5.00  7.50 

1.50  3.00  4.50 


10.00 

6.00 


$5,000  accidental  death 

Quarterly  $8.00 

$15,000  accidental 

death  Quarterly 

$24.00 

$25  weekly  indemnity,  accident 

and  sickness 

$75  weekly  indemnity,  accident  and  sickness 

$10,000  accidental  death 

Quarterly  $16.00 

$20,000  accidental 

death  Quarterly 

$32.00 

$50  weekly  indemnity,  accident 

and  sickness 

$100  weekly  indemnity,  accident  and  sickness 

COST 

HAS  NEVER  EXCEEDED  AMOUNTS  SHOWN 

HOSPITAL 

BENEFITS 

Single 

Double 

Triple 

Quadruple 

60  days  in  Hospital 

10.00  per  day 

15.00  per  day 

20.00  per 

day 

30  days  of  Nurse  at  Home  

10.00  per  clay 

15.00  per  day 

20.00  per 

dav 

Laboratory  Fees  in  Hospital  

5.00 

10.00 

15.00 

20.00 

Operating  Room  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Anesthetic  in  Hospital  

10.00 

20.00 

30.00 

40.00 

X-Ray  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Medicines  in  Hospital 

10.00 

20.00 

30.00 

40.00 

Ambulance  to  or  from  Hospital  

10.00 

20.00 

30.00 

40.00 

$4,000,000.00  PHYSICIANS  CASUALTY  ASSOCIATION  $18,700,000.00 

INVESTED  ASSETS  PHYSICIANS  HEALTH  ASSOCIATION  PAID  FOR  CLAIMS 


50  years  under  the  same  management 

400  First  National  Bank  Building  Omaha  2,  Nebraska 

$200,000.00  deposited  with  State  of  Nebraska  for  protection  of  our  members 


SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES. 

• 

PHOENIX  TUCSON  EL  PASO 
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AMEBIASIS 


To  combat  intestinal  and  extra-intestinal  amebiasis,  found 
in  every  state  of  the  Union: 

MILIBIS^  because  of  relative  insolubility,  assures 

high  concentration  in  the  large  intestine,  very  effective 
against  subacute  and  chronic  amebiasis.  Average  adult 
dose:  0.5  Gm.  (1  tablet)  three  times  daily  for  7 to  10  days, 
repeated  if  necessary.  Control  acute  dysentery  first  or 
concurrently  with  emetine. 

Supplied  in  0.5  Gm.  tablets,  bottles  of  25. 

ARALEN®  Diphosphate  — the  well 

known  antimalarial — induces  complete  clinical  remission 
in  pleuropulmonary  amebiasis'  as  well  as  hepatic  and  other 
forms  of  extra-intestinal  amebiasis.2  3 Average  adult  dose: 

1 Gm.  (4  tablets)  daily  for  2 days,  then  0.5  Gm.  daily 
for  2 to  3 weeks,  which  may  be  combined  with  or 
successive  to  Milibis  therapy  of  intestinal  amebiasis. 

Supplied  in  0.25  Gm.  tablets,  bottles  of  100  and  WOO. 


Milibis  and  Aralen,  trademarks  reg.  U.  S.  & 
Canada,  brand  of  bismuth  glycolylarsanilate 
and  chloroquine,  respectively. 

1.  Lindsay,  A.  E.,  Gossard,  W.  H.,  and  Chapman, 
J.  S.:  D/s.  Chest  20:533,  Nov.,  1951. 


2.  Conan,  N.  J.,  Jr.:  Am.  Jour.  Med., 

6:309,  Mar.,  1949. 

3.  Emmett,  J.:  J.A.M.A. , 141:22,  Sept.  3,  1949. 


Illustrated  brochure 

on  request. 


I:  : 

fh 


s 

. ::pi 


WINTHROP-STEARNS  INC. 

New  York  18,  N.  Y.  Windsor,  Ont. 
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clinical  tests  prove 


S-M-A* 


is  the  only 

infant  feeding  formula  that 


• establishes  a ^predominantly  ^ram-positive 
flora' — similaVjo  the  flora  of  the  lower  intes- 
tine of  the  breast-fed  baby.1 


\><&*  '"font  formulas  A B ( 


for  the  baby 
1 


produces  a stool  with  a pH  “practically  iden- 
tical” with  that  of  the.infant  fed  human  milk. 

Stools  of  babies  fed  other  formulas  are  dis- 
tinctly more  alkaline  (6.2  to  6.7).1 

A means: 

Better  absorption  of  minerals , especially  calcium. 

Lower  incidence  of  constipation.  Formation 
of  calcium  soaps  is  inhibited;  acid  produced 
by  fermentation  stimulates  peristalsis. 

Lessened  susceptibility  to  diarrhea.  Lactobacilli 
inhibit  overgrowth  of  ‘colon’  group  bacilli. 


4 A stool  typical  of  the  breast-fed  infant — having  a 
“buttermilk-like”,  rather  than  putrefactive  odor. 

5 Vitamins  more  readily  available , especially 
vitamin  Bn.  Growth  of  putrefactive  organisms 
which  reduce  amounts  of  vitamins  available2 
is  inhibited. 

0 Minimal  danger  of  perianal  dermatitis  and 
diaper  rash  in  the  new-born .3 


REFERENCES 

1.  Barbero,  G.J.,  Runge,  G„  Fischer,  D., 
Crawford,  M.N.,  Torres,  F.  E.,  and 
Gyorgy,  P. : J.  Pediat.  40:152  (Feb.)  1952. 

2.  Watson,  J. : Gordon  Research  Conf.  Vita- 
mins and  Metabolism,  1950. 

3.  Torres,  F.E.,  Romans,  I.B.,  and  Wheller, 
J.B.:  A Study  of  Infantile  Diaper  Rash. 
To  be  published. 
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response  in  rheumatic  fever 


n 

• Does  cortisone  influence  the  heart 
lesions  of  rheumatic  fever? 

a.  ^ adminis,ration  SUP. 

presses  and  in  some  cases  may  even 
prevent  serious  cardiac  damage. 


n 

VJ  • What  effect  does  cortisone  have  on 
acute  rheumatic  fever? 

(Si,  • Often  within  24  hours  after  cortisone 
therapy,  the  severely  ill,  toxic  patient 
appears  alert  and  comfortable;  and 
within  one  to  four  days,  temperature 
drops  to  normal,  appetite  increases, 
and  polyarthritis  subsides. 
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The  MF-49,  adaptable  to  all  recognized  diathermy  technics,  is  illus- 
trated here  with  the  contour  applicator.  Air-spaced  electrodes, 
induction  cable,  and  electrodes  for  cuff  technic  can  also  be  used. 
A smooth  current  is  provided  for  minor  electrosurgery. 


Accepted  by  the  A.M.A.  Council  on  Physical  Medicine  and  Re- 
habilitation, the  Federal  Communications  Commission  and  the 
Underwriters  Laboratories^ 


The 


jr£S*333^llj 

I.l  council  0«  ill 


**  •toitAi  *sS% 


MF-49 

u UNIVERSAL  DIATHERMY 


Let  us  send  you  literature,  including  prices.  Just  jot 
down  "MF-49”  on  your  card  or  letterhead,  and  mail 
to  — 


Distributed  in  Arizona  by 


STANDARD  SURGICAL  SUPPLY 

PHOENIX  TUCSON 

710  N.  First  Street  809  E.  Broadway 
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IN  FALL  ALLERGIES  . . . 

Turn  Distress 
into  Comfort 


Time-tested  therapy  with  Neo-Antergan* 
turns  malaise  into  comfort  for  patients  suffer- 
ing from  ragweed  pollens. 

Neo-Antergan  brings  safe  symptomatic  relief 
quickly  by  effectively  blocking  the  histamine 
receptors. 

Promoted  exclusively  to  the  profession,  Neo- 
Antergan  is  available  only  on  your  prescription. 


Your  local  pharmacy  stocks  Neo-Antergan 
Maleate  in  25  and  50  mg.  coated  tablets 
in  bottles  of  100,  500,  and  1,000. 


The  Fhysician’s  Product 


Noti  - 

MALEATE  ™ 


COUNCIL 


ACCEPTED 


MALEATE 
(PYRILAMINE  MALEATE,  Merck) 


Research  and  Production 

for  the  Nation’s  Health 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY.  NEW  JERSEY 


o 1952— Mwck  & Co..  Inc. 
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in  hay  fever 


yribenzamine 

unsurpassed 

as  an  antihistarninic  agent 


And  the  same  is  true  in  the  many 
other  allergic  manifestations  in  which 
antihistamines  are  prescribed: 
allergic  rhinitis,  serum  sickness, 
angioneurotic  edema,  drug  reactions, 
and  itching  skin  conditions  such  as  atopic 
and  contact  dermatitis  and  urticaria. 
Recognized  for  its  excellent  therapeutic 
effectiveness  and  wide  range  of 
usefulness,  Pyribenzamine  is  prescribed 
today  as  it  was  when  it  first  became 
known  for  maximum  relief  with 
minimal  side  effects. 

Ciba  Pharmaceutical  Products,  Inc., 
Summit,  N.  J. 

PYRIBENZAMINE  (BRAND  OF  TRIPELENNAMINE) 

CBaEbsa. 


2/  I746M 
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NEW  METHOD  OF  COMMUNICATION  FOR 
THE  APHASIC  PATIENT 


Hyman  Goldstein,  M.D.,  Sc.D.;  Hamilton  Cameron,  M.D.,  Ph.D, 
New  York  City,  N.  Y. 


The  paralytic  individual  who  is  stricken  with 
hemiplegia,  spastic  paraplegia  or  other  patho- 
logical condition  with  cerebral  involvement  in 
which  complete  aphasia  grips  him  with  a more 
or  less  transient  period  of  unconsciousness,  be- 
comes more  and  more  frightened  and  panicky, 
especially,  when  the  mental  cloud  begins  to 
clear.  He  feels  the  sinking  state  of  helplessness 
and  loneliness  he  is  precipitated  into,  while  at 
the  same  time  he  retains  his  thinking  apparatus 
and  auditory  sense  within  an  inert  body  with 
immobile  extremities,  save  one  side  or  one 
upper  extremity  which  is  usually  normal,  because 
of  his  inability  to  communicate  and  express 
himself  to  make  his  needs  known  to  others. 

For  the  hemiplegic,  bulbar  paralysis  and 
other  types  of  cerebral  lesions,  wherein  the 
tongue  feels  thick  and  numb,  the  pharyngeal 
muscles  and  the  delicate  small  laryngeal  muscles 
are  involved,  the  paralysis  of  which  leads  to 
defects  of  speech  articulation  which  is  respon- 
sible for  the  production  of  unintelligible  lan- 
guage and  speech.  Sensory  disturbances  of  cen- 
tral nervous  origin  is  also  involved  in  most 
cases  with  the  end  result  of  total  aphasia.  It 
does  not  matter  whether  the  etiology  is  one 
of  cerebral  hemorrhage,  embolism,  thrombosis, 
abscess,  tumor,  or  part  of  multiple  sclerosis, 
progressive  lenticular  degeneration  (Wilson’s 
disease),  syphilitic  paresis,  meningitis  and  men- 
ingo-encephalitis,  or,  a post-encephalitic  cortical 
lesion  with  cerebral  spastic  states  we  so  often 
see  in  children,  as  after  an  attack  of  measles, 
mumps,  pertussis,  influenza,  pneumonia,  and 
other  virus  and  bacterial  infections  complicated 


by  cerebral  palsy  and  aphasia.  The  paralytic 
patient  lies  in  bed  helpless,  panicky  and  dis- 
traught with  fear  he  will  never  again  be  able  to 
speak,  regain  normal  functioning  muscles  nor 
be  able  to  communicate  with  others  and  feels 
tragically  alone,  a shut-in  so  to  speak. 

One  of  the  authors,  Dr.  Hamilton  Cameron 
during  the  night  of  January  14th,  1943  entered 
a hospital  for  a physical  check-up,  and  at  the 
same  time  take  a much  needed  rest  after  a long 
stretch  of  hard  work.  During  that  night  he 
suffered  an  attack  of  hemiphlegia,  transient  short 
period  of  unconsciousness  and  total  aphasia. 
This  was  the  result  of  a cerebral  embolism  fol- 
lowing an  attack  of  coronary  thrombosis.  The 
unconscious  state  was  fleeting  in  character. 
When  he  returned  to  consciousness,  clear  think- 
ing and  intact  hearing  sense,  he  suffered  most 
because  of  his  complete  aphasia.  He  expressed 
it  best  by  saying,  “I  was  imprisoned  in  a dead 
body,  the  pain  of  which  held  me,  tortured  me, 
the  paralysis  that  encased  my  limbs  and  closed 
fast  my  throat  was  nothing  compared  to  the 
terror  that  seized  my  mind.”  “I  could  not  speak 
and  I wanted  many  things  but  could  not  make 
myself  understood.  I was  a shut-in  within  a 
paralyzed  body  and,  a shut-out  from  the  world 
outside.”  Unquote,  every  aphasic  patient  has  a 
similar  experience  of  sadness  and  hopelessness. 
Dr.  Cameron  kept  thinking  while  lying  in  his 
sick-bed,  repeating  to  himself  mumbling  over 
and  over  again,  there  must  be  someway  I can 
make  myself  understood.  Then  began  the  birth 
of  a new  hand-sign-language.  He  put  his  healthy 
left  upper  extremity  especially  the  hand  and 
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fingers  to  work.  And  also  every  attendant  and 
friend  at  the  hospital  at  work.  At  first  every- 
one thought  he  was  developing  some  sort  of 
psychosis  because  of  his  mumbling  and  mov- 
ing his  fingers  and  hand  in  every  direction.  But 
little  by  little  it  dawned  upon  them  that  the 
sick  doctor  has  developed  a new  language  of 
communication  for  the  paralyzed.  And  the 
“Hand  Talking  Chart”  was  the  end-product. 
Through  a period  of  mouths  he  devised  the  fol- 
lowing: 

Using  the  hand  and  fingers  of  the  good  extrem- 
ity to  make  the  signs  on  the  above  chart.  The 
panicky  feel  gradually  left  Dr.  Cameron,  and 
he  felt  much  relief  and  a great  joy  from  his 
discovery.  He  felt  now,  he  had  a plan  with 
which  he  could  help  other  so-called  shut-ins. 
Bringing  the  same  aid  enabling  other  paralytics 
to  communicate  their  needs  during  an  aphasic 
period  gave  him  great  comfort.  He  would  say, 
“It  was  I whose  courage  had  to  be  lifted.  And 
as  though  God  were  at  my  bed-side,  across  my 
pain  racked  mind  came  this  message  from  the 
Bible:  (Be  ye  transformed  by  the  renewing  of 
your  mind)— Romans,  12:  2.  This  gave  him 
power,  hope  and  faith  and  acted  as  a guide  to 
go  on.  Even  though  his  condition  was  bad,  his 
new  stamina  and  new  communication  language 
hand  chart  helped  him  rehabilitate  himself  and, 

HAND  TAl 


regain  his  speech  and  also  the  use  of  his  para- 
lyzed muscles  sooner  than  what  could  be  pos- 
sible otherwise. 

New  Method  of  Communication  and  the 
Hand  Talking  Chart  For  Aphasia 

It  is  a well  known  fact  that  to  train  a muscle 
we  must  supply  work  for  it,  gradually  increasing 
it  in  the  course  of  training  to  rehabilitate  it  to 
function  normally.  This  is  true  for  the  mental 
processes,  and  also,  in  the  rehabilitation  of  the 
aphasic  to  coherent  speech.  The  “Hand  Talk- 
ing Chart”  is  very  easy  to  master,  both,  for  the 
patient  at  any  age  from  that  of  a young  child 
to  that  of  an  adult,  and  also,  by  the  doctor, 
nurse,  attendant,  or  a member  of  the  patient’s 
family  or  friends  placed  in  charge  to  care  for 
him.  The  attendant  of  the  Aphasic  patient 
memorizes  the  signs  on  the  chart,  their  mean- 
ings, and  significance  so  that  it  becomes  easier 
for  him  to  demonstrate  the  Hand  Talking  Chart 
to  his  patient.  The  Aphasic  individual  even 
though  he  is  paralyzed,  he  usually  has  one  nor- 
mal extremity  free  (upper  right  or  left),  which 
he  can  train  to  make  the  fingers  and  hand 
signs  indicated  on  the  chart.  He  could  prac- 
tice making  the  proper  fingers  and  hand  move- 
ments knowing  their  different  meanings,  many 
times  over  and  over  again,  until  he  perfects 

NG  CHART 


The  sign  language  in  the  designs  speaks  for  itself.  The  figures  and  letters  across  the  bottom  are  independent  of  the  de- 
signs. By  pointing  with  pencil  or  finger  to  the  letters  or  figures  needed  to  further  a conversation,  communication  between 
patient  and  friend  can  be  amplified  even  to  the  "dictation"  of  a letter  by  the  patient  who  otherwise  would  remain  com- 
pletely inarticulate. 


Revised 

Second  Edition 


I WANT  NEWS  - 
LETTERS  - 
FRIENDS 


M ASKING  FOR 
GAMES -PUZZLES- 
CARDS  etc. 

I WANT  TO 

^ read  - 

BOOKS  - 
NEWSPAPERS- 
MAGAZINES 


I WANT 
BANK  BOOK- 
BUSINESS 
PAPERS 


I WANT  TO 
SIT  - CHAIR 


I WANT 
ENTERTAINMENT 
RADIO  - etc. 


I M ASKING  FOR 

^ DOCTOR. - 

'Agi>  NURSE  - 
-QT^yT  WIFE-  HU5BAND 


© 


IM  THIRSTY 


© 


l‘M  HUNGRY 


Copyrighted  1948  by 
Hamilton  Cameron,  M.D. 


123456789  10  11 


12  13  14  15  16  17  18  19  20 


ABCDEFGHIJKL 


M N 


OPQRSTUVWXYZ 


Vol.  9.  No.  8 


Arizona  Medicine 


19 


his  knowledge  of  them.  Slowly,  yet  under- 
standingly  he  masters  this  new  language  and 
uses  it  daily  until  he  regains  the  use  of  his  own 
speech,  and  in  time  use  of  his  failing  muscles. 
This  is  true  for  many  paralytics  especially  those 
afflicted  with  cerebral  thrombosis  and  embolism. 

The  Chart  Study 

The  Aphasic  paralytic  can  make  himself  un- 
derstood by  straightening  two  fingers  upward 
for  NO,  three  fingers  upward  for  YES,  four 
fingers  upward  and  thumb  in  for  UNDER- 
STAND, and  so  following  the  chart  signs  he  can 
communicate  the  words  REPEAT,  O.K.,  I’M 
COLD,  I’M  TOO  WARM,  RED-PAN  or  RATH- 
ROOM,  I WANT  TO  GO  TO  BED,  I WANT 
TO  SMOKE,  I WANT  NEWS,  LETTERS  AND 
FRIENDS,  I’M  ASKING  FOR  GAMES,  PUZ- 
ZLES, CARDS  ETC.,  I WANT  TO  READ 
BOOKS,  NEWSPAPERS,  MAGAZINES,  I 
WAN  BANK  BOOKS,  BUSINESS  PAPERS,  I 
WANT  TO  SIT  IN  CHAIR,  I WANT  ENTER- 
TAINMENT AND  RADIO,  I’M  ASKING  FOR 
DOCTOR,  NURSE,  WIFE,  HUSBAND,  I 
WANT  MY  GLASSES,  I’M  THIRSTY,  AND 
I’M  HUNGRY.  Mastering  these  words  and 
phrases  the  paralytic  can  be  made  quite  com- 
fortable. The  chart  can  be  looked  at  by  the 
patient  when  he  can  see,  if  need  be  he  can  use 
his  glasses,  and  make  it  easier  for  the  Attendant 
and  himself  in  using  the  hand  talking  chart. 
Chart  slides  can  be  projected  upon  a screen 
in  teaching  those  who  have  poor  eye-sight  and 
need  additional  help  to  aid  them,  besides  the 
use  of  their  glasses.  Large  charts  can  be  used 
instead  of  the  regulated  size.  All  methods  ap- 
plied having  one  aim  in  view,  to  train  the 
aphasic  patient  how  to  be  able  to  communicate 
his  wants  to  his  Attendants  and  obtain  those 
comforts.  It  facilitates  also  his  recovery,  more 
rapidly.  It’s  up  to  the  intelligent  and  sympathe- 
tic Attendant  to  take  the  patient’s  good  hand 
and  fingers  and  demonstrate  every  sign  slowly 
and  carefully,  and  repeating  these  signs  often, 
giving  them  their  proper  meaning,  until  the 
aphasic  patient  masters  the  Hand  Talking  Chart 
and  enjoys  its  use  of  communication.  The  pa- 
tient begins  to  lose  his  fear  and  regains  a desire 
to  get  well  by  helping  himself  practicing  speech 
articulation  and  expression,  and  also  retraining 
and  reeducating  his  paralyzed  muscles  to  move 
again  in  normal  paths. 

This  new  method  of  communication  for  the 
aphasic  patient,  in  our  experience  and  in  the 


experience  of  others  whose  names  I will  men- 
tion later  in  the  article,  has  made  the  patients 
very  happy,  giving  to  them  a new  reality,  in 
enjoying  life  comforts  by  making  themselves 
understood,  and  it  also  made  their  families  and 
friends  happy.  P.  Yakovlev,  quoted  by  Dr. 
Clemens  E.  Benda  in  his  recent  book,  “Develop- 
mental Disorders  of  Mentation  and  Cerebral 
Palsies,  on  page  283,  1952,  Grune  and  Stratton,” 
pointed  out  that  speech  development  goes 
through  a stage  of  speech  as  a means  of  ex- 
pression to  a means  of  communication.  The 
former  stage  depends  primarily  on  motor  facili- 
ties which  may  be  damaged.  The  latter  stage 
depends  on  a higher  level  of  mental  integration 
and  intactness  of  the  nervous  system  which 
may  be  damaged  at  any  place.  The  aphasic 
cerebral  palsied  child  frequently  impresses  par- 
ents and  observers  as  a child  who  understands 
everything,  but  who  cannot  talk.  The  “Hand 
Talking  Chart”  is  ideal  in  such  children  when 
resorted  to  by  patient,  doctor,  nurse  and  at- 
tendant. 

While  one  of  the  Authors  H.  C.,  was  recu- 
perating from  his  cerebral  accident,  at  the  Man- 
hattan General  Hospital  of  New  York  City,  he 
was  given  a three  year  Residency  at  the  hos- 
pital by  its  Medical  Director,  Dr.  Alfred  A. 
Richman  to  whom  Dr.  Cameron  feels  grateful 
and  appreciative  for  having  been  given  this 
opportunity  to  carry  out  his  experiments,  re- 
search as  well  as  his  self-treatment.  His  secre- 
tary, Miss  Ida  Teitelbaum,  Ph.D.,  during  this 
research  period  of  his  Residency  was  of  great 
material  aid  in  writing  and  recording  the  vari- 
ous observations  that  led  up  to  the  completion 
of  the  Hand  Talking  Chart  and  its  clinical 
usage  and  effects  in  improving  the  aphasic  pa- 
tients. Her  work  entailed  a voluminous  amount 
of  writing  and  details  of  research  data  by  the 
authors  throughout  several  years  of  observa- 
tions. We  feel  greatly  indebted  to  her  for  her 
untiring  efforts  and  devotion  to  this  work. 

Since  the  completion  and  clinical  use  of  the 
“Cameron”  Hand  Talking  Chart,  many  reports 
came  to  us  from  Hospital  Staffs,  and  Supervis- 
ing Nurses  teaching  Nurse’s  pupils,  who  are 
using  these  charts  to  retain  the  asphasic  patient 
to  enable  him,  to  make  his  wants  known  to 
others,  and,  receive  proper  attention  and  com- 
fort through  this  means  of  training.  It  helped 
also  to  quicken  or  hasten  the  period  of  speech 
recovery. 
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The  clinical  reports  came  to  us  from  Irwin 
D.  Stein,  M.D.,  Executive  Director,  in  charge 
of  Occupational  Therapy,  Montefiore  Hospital 
for  Chronic  Diseases  of  New  York  City  who 
wrote,  “We  have  found  your  Chart  very  useful 
in  the  retraining  of  the  aphasic  patient.”  Un- 
quote, there  had  been  short  explanatory  descrip- 
tions of  the  “Hand  Talking  Chart”  in  the  Amer- 
ican Journal  of  Nursing  during  July,  1951.  Also 
in  Modern  Medicine,  and  Medical  Times,  Nov- 
ember, 1950,  Nursing  World,  Aug.,  1950  and 
Journal  of  Living,  July,  1949  in  which  the  author 
offered  to  send  “Hand  Talking  Charts”  gratis 
to  all  Doctors  and  Nurses  taking  care  of  aphasic 
patients.  The  same  practise  will  be  maintained 
to  send  as  many  charts  as  will  be  necessary  to  a 
hospital,  institution,  or  home,  to  treat  aphasic 
patients  under  medical  care  if  the  Doctor  or 
Nurse  in  Charge,  will  mail  such  requests  to  us. 
We  will  welcome  postage  rate  to  cover  the  mail 
which  is  usually  3 to  10  cents,  but  no  costs  for 
the  charts. 

Dr.  L.  G.  Frith  and  Gladys  D.  Frith,  M.D.,  of 
South  Bend,  Indiana  wrote  on  April  22nd,  1952, 
“I  have  used  the  Visual  hand  signs  you  devised 
for  several  months.  Each  patient  has  been  frank 
and  outspoken  in  appreciation  for  them.  You 
have  certainly  relieved  a very  trying  experi- 
ence for  all  of  us.”  Arthur  M.  Hoffman,  M.D. 
of  Los  Angeles,  Cal.,  wrote,  “At  the  Santa  Fe 
Railroad  Hospital  where  we  have  many  old 
patients  on  whom  it  can  be  used,  I have  found 
that  blowing  it  up  into  a card  about  1x2  feet 
has  greatly  facilitated  our  instructions  to  these 
patients.”  Robert  S.  Flinn,  M.D.,  of  Phoenix, 
Arizona,  wrote,  “I  have  had  an  opportunity  to 
use  it  on  one  patient  only  and  it  was  quite  effec- 
tive. Happily,  however,  the  patient  soon  re- 
gained his  speech.”  Mrs.  Anna  Amann,  R.N., 
Director,  Bureau  of  Public  Health  Nursing,  City 
of  New  Orleans,  Health  Dept.,  States,  “Our 
Staff  has  used  to  good  advantage  the  hand 
talking  charts  which  you  so  kindly  sent  us  some- 
time ago.”  This  letter  was  dated  March  11th, 
1952. 

William  K.  Keller,  M.D.,  Professor  of  Psy- 
chiatry at  Louisville  General  Hospital,  Louis- 
ville, Kentucky,  states.  In  a letter  March  7th, 
1952,  “I  am  completely  sold  on  this  method  of 
communication  and  I have  successfully  used  it 
in  those  cases  where  it  was  applicable.  It  is 
very  simple  and  yet  fills  a very  profound  need. 


I find  that  it  is  applicable  by  Residents  who 
can,  with  very  great  ease,  quickly  teach  patients 
to  communicate  by  this  means.  It  is  a very 
worthwhile  contribution.  Dr.  J.  M.  Barnes  of 
Montgomery,  Alabama,  wrote,  “I  have  used 
your  “Hand  Talking  Chart”  with  considerable 
success  in  a few  cases  of  aphasia.”  Dr.  Walter 
B.  Phillips,  of  Cincinnati,  Ohio,  wrote,  “I  have 
used  the  “Hand  Talking  Chart”  on  three  pa- 
tients and  found  it  very  satisfactory.  It  has 
proved  a relief  for  them  from  obvious  distress. 
It  is  a grateful  mode  of  communication.”  Dr. 
Hilton  S.  Read  of  the  Ventnor  Clinic,  Atlantic 
City,  N.  |.,  wrote  April  16th,  1952,  “I  am  quite 
sure  that  patients  who  can  use  this  chart  are 
most  appreciative.  Nothing  is  more  pathetic 
than  the  individual  who  cannot  communicate 
his  thoughts  to  his  family  and  his  associates.” 
Dr.  Myron  J.  Welty,  Leighton  Clinic,  Leighton, 
Alabama,  wrote  April  16th,  1952,  “I  am  glad 
to  tell  you  that  I have  had  excellent  results 
with  the  hand  talking  chart  in  a case  of  strictly 
aphasic  hemiplegia,  that  I have  had  since  you 
sent  me  the  chart.  It  was  very  helpful  and 
encouraging  to  the  patient  and  his  attending 
relatives  alike,  and  they  appreciated  it  highly. 
I wish  to  thank  you  for  them  and  myself,  and 
can  surely  recommend  its  use  in  this  type  of 
cases.”  Stewart  H.  Jones,  M.D.,  Lahey  Clinic, 
Boston,  Mass.,  wrote  3/31/52,  “It  does  seem 
like  a practical  solution  to  the  problem  of  the 
aphasic  patient.”  Eben  Alexander,  Jr.,  M.D., 
Wake  Forest  College,  The  Bowman  Gray  School 
of  Medicine,  Winston-Salem,  North  Carolina, 
wrote  3/25/52,  “I  do  feel  it  is  a useful  method 
of  communication  for  certain  selected  cases, 
and  we  will  continue  to  make  use  of  it  as  pa- 
tients present  themselves  for  it.”  W.  G.  Walker, 
M.D.  wrote  4/16/52,  “Proved  very  helpful  and 
comforting.”  Mary  Jane  Williams,  R.N.,  In- 
structor, Medical  Nursing,  Yale  University  School 
of  Nursing,  New  Haven,  Conn.,  wrote  Oct.  13th, 
1950,  “The  Chart  is  an  excellent  idea  and  feel 
that  we,  as  nurses,  should  be  able  to  utilize  it 
to  advantage  in  our  rehabilitation  unit.  40 
copies  sent  for  the  nursing  unit.  Clifford  D. 
Moore,  M.D.,  Medical  Director,  Stanford  Hall, 
Stanford,  Conn.,  wrote  3/12/52,  “The  Chart 
appeals  to  me  as  a useful  aid  in  dealing  with 
aphasics.” 

We  feel  encouraged  by  receiving  hundreds 
of  such  favorable  reports  of  the  use  of  the 
hand  talking  charts  successfully  upon  several 
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hundred  aphasia  patients,  over  an  extended 
area  of  a cross-section  of  this  country,  with 
experiences  similar  to  our  own,  wherein,  the 
patients  were  able  to  communicate  with  others 
their  basic  needs  and  desires,  thereby  dispelling 


their  fears,  and  helping  them  on  to  a speedier 
recovery  making  everyone  around  happier. 

Direct  requests  for  “Hand  Talking  Chart,”  to 
Dr.  Hamilton  Cameron,  Apt  3LL,  601  Cathedral 
Parkway,  New  York  City  25,  N.  Y. 


LIPOPROTEINS  AND  ATHEROSCLEROSIS 

Benson  Bloom,  M.D. 

Tucson,  Arizona 


In  recent  years  it  has  become  increasingly 
apparent  that  atherosclerosis,  the  most  impor- 
tant and  most  common  type  of  arteriosclerosis, 
is  a disturbance  of  metabolism  of  lipids,  rather 
than  being  merely  an  inevitable  consequence 
of  the  ageing  process.  Years  ago,  Anitschow(l) 
was  able  to  produce  lesions  in  rabbits  that 
closely  simulated  human  atherosclerosis  by  feed- 
ing large  amounts  of  cholesterol,  a substance 
foreign  to  the  usual  rabbit  diet.  It  was  further- 
more demonstrated  that  by  withdrawing  the 
cholesterol  the  lesions  could  heal,  leaving  a hya- 
line scar.  Because  so  many  people  refused  to 
accept  this  possible  similarity  between  rabbits 
and  human  beings,  the  work  of  Anitschow  has 
not  received  the  praise  it  deserved.  Since  that 
time,  other  workers,  using  other  species,  have 
shown  clearly  that  atherosclerosis  can  be  pro- 
duced with  ease  in  some  animals,  (and  can  be 
modified,  incidentally,  by  various  hormones, 
particularly  in  the  chicken).  On  the  other 
hand,  dogs  are  not  susceptible  to  atherosclerosis, 
unless  made  myxedematous  by  thiouracil.  There 
are  differences  in  localization  of  the  lesions  in 
these  animals  as  contrasted  with  the  lesions  as 
found  in  man,  but  the  microscopic  picture  is 
essentially  the  same,  and  it  thus  appears  that 
animal  studies  can  be  of  great  help  in  elucidating 
the  complex  set  of  circumstances  that  determine 
atherogenesis. 

There  are  many  observations  too,  that  make 
it  perfectly  clear  that  there  must  be  a number 
of  circumstances  that  determine  the  degree  of 
atherosclerosis  a human  being  will  develop. 
We  know  that  it  is  rare  for  a woman  in  her 
forties,  without  hypertension  or  diabetes  or 
myxedema,  to  have  a coronary  thrombosis,  and 
yet  this  is  not  at  all  an  uncommon  occurrence 
in  men.  There  is,  thus,  a sex  difference.  Army 
pathologists  report  that  the  native  population  of 
Okinawa  shows  much  less  atherosclerosis  than 
Americans.  This  may  be  racial  or  it  may  be 
dietary.  During  the  German  occupation  of 
Norway,  when  the  butter  and  the  fats  were 


taken  over  by  the  Germans,  there  was,  accord- 
ing to  Dedichen(2),  a sharp  reduction  in  the 
incidence  of  coronary  thrombosis  among  the 
Norwegian  population,  the  incidence  of  this 
disease  returning  to  its  previous  level  shortly 
after  the  war  was  over.  It  was  noted,  too,(3) 
that  American  soldiers  had  a higher  incidence 
of  coronary  disease  than  the  British  soldiers 
fighting  under  the  same  circumstances,  this  high- 
er incidence  in  Americans  being  ascribed  to 
their  more  luxurious  diet,  especially  with  re- 
gard to  fats.  It  is  said,  too,  that  in  Germany 
after  World  War  II,  coronary  disease  decreased 
during  the  period  of  partial  starvation.  How 
accurate  these  observations  are  I cannot  say, 
but  they  strongly  suggest  that  dietary  factors 
are  important  in  atherogenesis.  For  a number 
of  years  this  has  been  the  suspicion  of  many 
workers  in  the  field,  but  there  never  has  been 
any  proof,  and  especially  so  since  the  only 
serum  tests  for  atherosclerosis  were  by  determin- 
ing blood  cholesterol  levels  and  phospholipid/ 
cholesterol  ratios.  The  results  of  these  tests 
have  so  far  led  to  a great  deal  of  confusion,  the 
cause  of  which  is  now  apparent. 

In  February  of  1950,  Gofman,  working  at  the 
Badiation  Laboratory  at  the  University  of  Cali- 
fornia, reported(4)  on  his  discovery,  by  use  of 
the  ultracentrifuge,  of  large  lipoprotein  mole- 
cules in  the  blood  serum  of  patients  with  athero- 
sclerosis. This  work  has  resulted  in  consider- 
able increase  in  the  interest  in  the  problem,  and 
since  then  there  have  been  numerous  reports 
dealing  with  these  so-called  “Giant  Molecules” 
of  the  Sfl0-20  class.  (5,  6,  7,  8)  In  brief,  Gofman 
has  shown  that  an  abnormal  class  of  molecules 
is  present  in  the  serum  of  people  who  are  de- 
veloping atherosclerosis,  or  at  least  that  these 
molecules  are  present  in  such  people  to  an  ab- 
normal degree.  At  present  it  is  felt  that  the 
critical  level  of  concentration  of  these  molecules 
is  around  50  or  60  mg.  per  cent.  In  other  words, 
almost  invariably  those  people  who  develop 
coronary  occlusion  have  had  blood  levels  of 
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these  lipoproteins  at  these  heights,  and  many 
coronary  cases  have  levels  up  to  80  or  100 
or  more.  Assuming  the  correctness  of  these 
studies,  and  I have  no  reason  to  doubt  them, 
we  thus  have  a means  at  hand  to  determine, 
by  a serum  study,  the  individual  who  is  under- 
going the  process  of  developing  atherosclerosis, 
and  therefore  possibly  its  very  common  sequel, 
coronary  disease.  At  present  a study  is  in  pro- 
cess on  about  ten  thousand  people  to  deter- 
mine whether  coronary  thrombosis  will  develop 
only  in  those  people  whose  blood  levels  of  these 
lipoproteins  are  elevated.  You  can  readily  imag- 
ine that  this  is  a rather  stupendous  undertaking. 
So  far,  it  appears  that  all  the  people  who  have 
developed  coronary  thrombosis  (with  one  pos- 
sible exception)  have  significantly  elevated 
Sfl0-20  levels.  Within  the  next  year  or  two, 
we  should  know  with  greater  accuracy  the  value 
of  this  test.  It  also  appears  clear  that  the  re- 
sults from  these  studies  so  far  are  in  complete 
accord  with  all  our  present  knowledge  of  athero- 
sclerosis. For  example,  the  elevated  levels  are 
found  more  commonly  in  diabetics,  hyperten- 
sives, the  myxedematous,  the  nephrotics  and 
cases  of  xanthoma  tuberosum,  all  conditions 
where  we  know  that  atherosclerosis  is  prone  to 
occur. 

Gofman  was  able,  furthermore,  to  demonstrate 
that,  in  some  people,  but  not  all,  these  elevated 
lipoprotein  levels  could  be  reduced  by  strict 
adherence  to  a low  fat-low  cholesterol  diet.  The 
diet  is  somewhat  difficult  to  follow,  and  I doubt 
if  the  average  American  would  follow  it  unless 
he  were  threatened  with  a repeat  coronary  oc- 
clusion. The  fat  intake  must  be  reduced  to 
50  or  even  25  grams  of  fat,  and  the  cholesterol 
intake  must  be  markedly  reduced.  No  egg 
yolk,  no  liver  or  other  glandular  foods  are  to  be 
eaten,  and  only  a quarter  pound  of  lean  meat  is 
permitted.  One  therefore  must  eat  a good 
deal  in  the  way  of  fruits  and  vegetables,  and 
that  doesn’t  make  the  average  person  very  happy. 
Considering  the  extensive  amount  of  athero- 
sclerosis in  the  American  population  today  and 
considering  the  necessity  for  great  stringency  in 
this  dietary  routine,  it  hardly  seems  likely  that 
we  as  a people  will  change  our  habits  of  eating 
sufficiently  to  have  any  appreciable  effect  on 
this  disease.  And  so  a great  deal  of  work  has 
gone  on  to  find  some  substance  that  will  de- 
crease or  remove  the  offending  molecules.  With 
one  most  interesting  exception,  which  I will 


discuss  in  a moment,  these  attempts  have  been 
more  or  less  fruitless,  but  this  one  exception  may 
eventually  turn  out  to  be  a potent  answer  to  part 
of  the  problem. 

More  important  than  even  the  possible  prac- 
tical application  of  this  knowledge  in  the  field 
of  atherosclerosis  is  the  development  of  con- 
siderable information  about  the  nature  of  some 
aspects  of  fat  metabolism.  From  the  numerous 
and  variegated  studies  that  have  gone  on  in  the 
Donner  laboratory  under  Doctor  Gofman,  an 
hypothesis  has  been  developed  regarding  the 
nature  of  lipoprotein  metabolism,  as  seen  in  the 
blood  serum.  By  the  ultracentrifuge  technique, 
as  perfected  by  him,  various  lipoproteins  can 
be  identified.  In  the  normal  human  being, 
lipoproteins  of  the  Sf3-8  are  always  present. 
( Absent  or  very  sparse  in  the  normal  rabbit. ) 
In  atherosclerotic  persons  molecules  of  the 
Sfl0-20  class  exist,  and  molecules  of  higher 
classes  up  to  SflOO  are  also  very  apt  to  be 
present.  From  here  on  up  one  goes  into  higher 
and  higher  classes,  including  the  “feasting”  com- 
ponents, until  one  reaches  the  Sf  40,000  class, 
known  as  chylomicrons,  which  were  by  some 
thought  to  be  the  important  factor  in  deter- 
mining the  development  of  atherosclerosis. 
Many  of  these  classes  have  been  isolated  and 
studied  chemically,  so  that  we  are  beginning  to 
have  some  accurate  information  of  the  differ- 
ences of  the  various-sized  molecules.  The  large 
chylomicrons  consist  mostly  of  neutral  fat,  and 
contain  a small  amount  of  cholesterol,  and  no 
protein.  As  one  goes  down  to  the  smaller  mole- 
cules, some  of  which  are  only  a thousandth  the 
size  of  the  chylomicrons,  one  finds  that  the  mole- 
cules become  more  complicated.  They  become 
denser  as  they  become  smaller,  they  begin  to 
take  on  protein  and  phospholipid,  and  their 
cholesterol  content  increases.  Below  the  Sf  3-8 
class  there  are  still  further  classes  of  even  more 
complicated  molecules,  which  are  now  being 
studied.  These  may  be  of  great  importance  as 
molecules  transporting  the  body  hormones.  By 
chemical  analysis  of  the  separate  classes  it  is 
found  that  at  least  95  per  cent  of  the  serum 
cholesterol,  as  determined  by  the  usual  chemical 
study  of  the  serum  as  a whole,  can  be  accounted 
for  by  the  various  fractions.  Thus,  a patient 
with  a low  or  a low  normal  total  chemical  chol- 
esterol study  may  have  an  excessively  high  read- 
ing of  the  important  Sfl0-20  class,  and  thus 
be  having  atherogenesis  going  on  at  a rapid 
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rate,  although  there  would  be  no  indication  of 
this  from  the  usual  total  chemical  determination. 
Conversely,  a patient  with  a high  serum  chole- 
sterol could  have  a relatively  benign  Sf  10-20 
reading,  the  elevated  cholesterol  coming  from 
the  components  above  SflOO,  for  example, 
which  do  not  appear  to  be  related  to  athero- 
sclerosis. In  general,  it  should  be  said  that  most 
people  who  have  a total  blood  cholesterol  over 
300  mg.  are  apt  to  show  an  elevated  Sfl0-20 
reading.  Pierce (7)  has  shown  that,  in  the  al- 
loxan diabetic  rabbit,  where  extreme  hyper- 
cholesterolemia develops,  there  is  no  correlation 
between  the  cholesterol  level  and  atheroscler- 
osis, but  that  there  is  a correlation  in  these 
animals  between  atherosclerosis  development 
and  the  Sf  10-20  level.  This  is  a clear  answer 
to  those  who  try  to  insist  that  chemical  chole- 
sterol readings  are  as  valuable  as  the  Sf  10-20 
readings. 

In  the  normal  lipid  metabolism,  as  seen  in 
the  serum,  then,  the  large  molecules  break  down 
into  smaller  ones,  become  more  complex,  and 
are  eventually  used  up.  That  this  is  so  has  been 
demonstrated  in  many  ways,  and  it  has  been 
shown  that  this  metabolic  process  can  be  block- 
ed by  a number  of  methods— ACTH,  cortisone, 
X-ray,  toluidine  blue,  alloxan,  etc.,  and,  on  the 
other  hand,  can  be  speeded  up  tremendously  by 
one  substance,  heparin.  Figure  I demonstrates 
the  distinct  blocking  pattern  Doctor  Pierce  and 
1(9)  found  in  normal  rabbits.  After  cortisone  is 
started,  the  small  amounts  of  lipoprotein  present 
disappear  rapidly,  and  as  the  larger  molecules 
are  poured  from  the  tissues  into  the  serum,  they 
are  blocked  at  about  the  Sf  40-80  level  and  pile 
up  to  a tremendous  level  in  the  serum,  account- 
ing for  the  lipemia  ( and  sometimes,  with  ACTH, 
death)  that  occurs  in  these  rabbits.  After  cor- 
tisone is  stopped,  the  larger  lipoproteins  then 
proceed  through  their  normal  metabolism,  mole- 
cules of  the  smaller  classes  being  formed;  these, 
too,  are  used  up  and  eventually  one  gets  back 
to  the  pre-treatment  lipoprotein  pattern.  The 
development  of  lipemia,  noted  by  others,  in 
these  rabbits  is  explainable  on  the  above  hypo- 
thesis. It  was  a curious  observation  that  in  our 
ACTH  group  only  the  obese  animals,  5 kgs.  or 
more,  were  the  ones  that  developed  lipemia  and 
convulsions  and  died.  An  animal  of  2,500  grams 
could  tolerate  the  same  dose  of  ACTH  with 
equanimity.  The  obese  animals  apparently 
poured  too  much  fat  into  their  sera,  which 


because  of  the  induced  metabolic  block,  result- 
ed in  excessive  lipemia  and  death.  In  contrast, 
to  these  rabbit  studies,  we  were  not  able  to 
demonstrate  any  effect  on  human  beings  treat- 
ed with  ACTH  or  cortisone,  either  on  short 
term  studies,  or  on  long  term  studies,  up  to  19 
months.  (10)  The  reason  for  this  marked  differ- 
ence in  reaction  between  rabbits  and  human 
beings  we  have  not  attempted  to  explain.  Per- 
haps it  is  a matter  of  dosage.  It  is  important 
to  state  that  our  findings  do  not  agree  with 
Adlersberg,  who  reports  that  long  term  use  of 
these  hormones  tends  to  produce  hyperchole- 
steremia and  thus  probably  atherosclerosis.  We 
found  no  significant  increase  of  the  Sf  10-20 
molecules  in  our  patients,  treated  with  the  usual 
therapeutic  dosage,  nor  were  we  able  to  con- 
firm his  findings  by  serum  cholesterol  studies 
(using  the  Schoenheimer-Sperry  method.) 

In  contrast  to  the  blocking  phenomenon  de- 
scribed, the  opposite  has  been  found  with  hep- 
arin. This  substance,  both  in  rabbits  and  in 
human  beings,  was  found  to  produce  an  enor- 
mous hastening  of  the  metabolic  breakdown  of 
the  lipoproteins  from  one  class  into  its  next 
lower  class.  This  has  become  of  great  prac- 
tical importance  in  the  treatment  of  angina  and 
peripheral  occlusive  disease.  Lyon  (11)  re- 

ported that  30  of  32  patients  with  classical  an- 
gina had  considerable  relief  from  angina  on 
being  given  50  mg.  of  heparin  intravenously 
twice  a week.  Engelberg(  12)  has  reported  that 
in  33  cases  about  two-thirds  had  appreciable 
relief  from  anginal  pain.  Moreover,  he  reports 
that  there  was  improvement  in  some  of  the 
patients  as  judged  by  ballisto-cardiographic  stu- 
dies, the  Master  two  step  test,  and  in  work  ca- 
pacity. In  addition,  by  the  use  of  heparin,  in 
varying  doses  up  to  100  mg.  a day  (which  can 
be  given  subcutaneously  in  place  of  intraven- 
ously) about  80  per  cent  of  14  cases  of  peri- 
pheral occlusive  vascular  disease  were  improved, 
objectively  as  well  as  subjectively,  blood  flow 
increasing  as  much  as  500  per  cent.  The  ex- 
planation for  the  improvement  from  heparin  in 
angina  and  occlusive  disease  is  not  at  hand, 
even  though  the  clinical  results  seems  to  cor- 
relate with  the  decrease  of  the  Sf  10-20  serum 
levels.  Obviously,  this  has  nothing  to  do  with 
the  anticoagulant  effect  of  heparin. 

In  the  somewhat  rare  condition  of  xanthoma 
tuberosum,  where  one  is  dealing  with  exces- 
sively high  serum  cholesterol  and  Sf  10-20  levels, 
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the  pronounced  skin  lesions  in  four  cases  have 
tended  to  vanish.  Needless  to  say,  no  other 
substance  is  known  to  have  such  a remarkable 
effect. 

I know  of  more  than  100  cases  of  angina  in 
which  it  has  been  used,  with  about  65  per  cent 
reported  good  results.  My  own  experience  is 
limited  to  five  cases.  One  is  entirely  free  ol 
angina  while  on  heparin,  two  have  been  bene- 
fited, one  was  not  helped,  and  one  patient  with 
severe  angina  and  a previous  occlusion  had  a 
second  occlusion  while  he  was  on  daily  heparin, 
and  died.  It  is  likely  that  in  the  near  future 


there  will  be  many  large  series  reported,  so  that 
we  can  have  a better  evaluation  of  a disease, 
which  because  of  its  essentially  subjective  char- 
acter, is  difficult  to  evaluate  in  terms  of  ther- 
apy. 

From  what  has  been  said  it  is  clear  that  the 
lipoprotein  studies  that  have  already  been  done 
by  Gofman  and  his  group  at  the  University  of 
California  have  considerably  increased  our 
knowledge  of  atherosclerosis,  and  lipid  metabol- 
ism in  general.  Assuming  the  correctness  of  his 
views,  we  have  at  hand  a means  of  diagnosing 
atherosclerosis  by  serum  studies,  we  know  that 
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in  some  patients  the  further  development  of 
atherosclerosis  can  be  impeded  by  dietary  regu- 
lation, and  it  appears  that  we  already  have 
available  a substance  which  can  so  speed  up  the 
supposedly  defective  lipid  metabolism  that  the 
offending  molecules  can  be  reduced  in  the  serum. 
It  is  not  heparin  itself  that  is  effective,  but 
rather  a substance  produced  in  the  body  by 
heparin  injection  that  has  this  remarkable  effect. 
One  may  venture  the  guess  that  the  cause  of 
atherosclerosis  is  a deficiency  of  this  heparin 
“factor.”  The  obvious  implication  from  the  work 
of  Gofman  and  his  associates  is  that  a method 
for  prevention  and  treatment  of  atherosclerosis 


may  be  at  hand. 
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MASSACHUSETTS  GENERAL 
HOSPITAL  CASE  NO.  17192 


The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


Dr.  Edward  G.  Thorp0:  This  patient  was  a 
fifty-five  year  old  single  unoccupied  native 
woman  who  entered  December  2 following  a 
profuse  hematemesis.  She  came  into  the  Emer- 
gency Ward  comatose.  Her  history  was  given 
by  her  niece  and  was  grossly  inaccurate. 

She  had  been  living  alone.  The  niece  knew 
little  about  the  patient’s  life  except  that  she 
had  had  a series  of  hematemeses  six  or  seven 
years  before  entry  requiring  three  transfusions, 
and  had  been  told  that  she  had  a duodenal 
ulcer,  which  was  proved  by  x-ray.  At  that  time 
she  had  been  put  on  a diet  the  nature  of  which 
was  not  known.  About  six  weeks  before  Thanks- 
giving she  had  a small  hematemesis,  the  amount 
not  known.  She  had  adhered  to  the  diet  very 
well  until  Thanksgiving.  Then  she  broke  her 
diet. 

On  the  morning  of  her  entry  at  eight  o’clock 
she  first  vomited  blood.  Two  or  three  hours 
later  she  had  another  hematemesis.  Her  doctor 
gave  her  a sixth  of  a grain  of  morphia  and 
sent  her  to  the  Emergency  Ward.  On  the  way 
here  in  the  taxi  she  vomited  a pint  of  blood, 

“Recently  senior  interne  on  the  East  Medical  Service. 


clotted  not  fresh.  On  arrival  she  was  comatose, 
with  blood  smeared  over  her  mouth  and  cloth- 
ing. Her  lips  and  skin  were  very  pale.  The 
pupils  were  pinpoint.  The  chest  was  clear  in 
front.  The  back  was  not  examined.  The  heart 
was  enlarged  to  the  left.  The  rhythm  was  regu- 
lar. There  was  a systolic  blow  at  the  apex. 
The  blood  pressure  on  entry  was  86/40.  The 
radials  were  not  sclerotic;  we  could  not  feel 
them.  The  abdomen  was  negative  to  gentle  pal- 
pation. There  were  absent  knee  and  ankle 
jerks.  The  red  blood  count  on  entry  was  just 
below  2,000,000,  with  a hemoglobin  of  40  per 
cent.  The  white  cell  count  was  12,950.  The 
smear  showed  86  per  cent  polynuclears,  moder- 
ate achromia,  marked  variation  in  size  and  shape. 

After  entry  the  blood  pressure  rose  rapidly 
to  100/40.  Morphia  in  1/6  grain  doses  was 
given.  She  could  take  only  three  doses.  Then 
her  respirations  would  go  down  to  10  and  the 
morphia  was  omitted.  At  two  o’clock  in  the 
morning  the  blood  pressure  fell  to  78/30.  She 
was  put  in  shock  position  and  a donor  obtained. 
It  was  arranged  that  she  should  sleep  in  the 
Emergency  Ward.  A transfusion  set  was  pre- 
pared so  that  we  could  transfuse  her  at  a mo- 
ment’s notice  in  the  ward.  The  blood  pressure 
after  that  one  low  reading  of  78/30  immediately 
rose  to  85/40.  The  pulse  had  not  changed  at 
all.  It  was  100,  occasionally  rising  to  105.  An 
hour  and  three-quarters  later,  at  quarter  to 
four,  the  pulse  and  blood  pressure  were  un- 
changed. As  soon  as  I left  the  ward  and  went 
to  my  room  the  nurse  called  me  and  said  the 
blood  pressure  was  down  to  58.  The  pulse  was 
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still  105.  I came  back  to  the  ward  immediately 
and  started  to  give  an  intravenous  infusion, 
but  before  I could  give  it  the  patient  became 
pulseless  and  died. 

DR.  A.  J.  FILLMORE: 

This  is  the  inaccurate  history  of  an  unoccupied 
fifty-five  year  old  female  who  had  had  repeated 
episodes  of  gastro-intestinal  bleeding  for  the  past 
six  or  seven  years  and  whose  final  day  in  the 
hospital  was  spent  in  a state  of  shock.  I believe 
the  state  of  shock  was  the  cause  of  death. 

Hematemesis  indicates  rapid  bleeding  above 
the  level  of  the  ligament  of  Treitz.  Esophageal 
varices,  gastritis,  peptic  ulcers  and  malignant 
ulcerations  of  the  stomack  are  the  most  common 
causes  of  hematemesis. 

There  was  only  a short  interval  of  observa- 
tion of  this  patient  during  which  time  she  was 
either  kept  in  a comatose  state  with  the  use  of 
the  Morphia— or  she  was  in  a state  of  deep 
shock  from  th  excessive  loss  of  blood.  It  is 
difficult  to  determine  which;  however,  here  is 
an  instance  in  which  we  are  forced  to  “assume” 
to  a large  extent  because  of  the  absence  of 
accurate  history  and  because  of  scanty  physical 
findings  and  laboratory  procedures.  The  mode 
of  death  was  not  consistent  with  a healthy  per- 
son simply  bleeding  to  death.  The  coma  and 
lack  of  cerebral  function  is  sometimes  seen  in 
cirrhosis,  terminally,  and  because  hemorrhage 
from  esophageal  varicies  is  the  second  most  com- 
mon cause  of  severe  hematemesis  I think  the 
possibility  of  cirrhosis  is  good. 

Peptic  ulcer  is  the  most  common  cause  of 
massive  hemorrhage  from  the  upper  gastro- 
intestinal tract.  Previous  episodes  of  hematem- 
esis or  melena  suggest  the  probability  of  peptic 
ulcer  on  a statistical  basis  because  approxi- 
mately 75%  of  all  massive  hemorrhages  into  the 
upper  alimentary  tract  are  caused  by  peptic 
ulcer. 

In  a comparatively  large  series  of  cases  of 
shock  resulting  from  severe  blood  loss  or  from 
trauma  it  was  concluded  that  in  such  a case  of 
shock  the  patient  had  lost  approximately  two 
liters  of  blood. 

The  surgically  significant  feature  of  reduced 
blood  volume  is  an  increased  susceptibility  to 
shock  correctable  by  transfusion  replacement  of 
the  blood  volume  deficit— on  this  basis  some 
authors  have  proposed  to  designate  such  a syn- 
drome as  “chronic  shock”.  Blood  volume  meas- 
urements on  patients  soon  after  hemorrhage  or 
injury  reveal  that  in  cases  with  clinical  mani- 


festations of  shock  following  skeletal  trauma  or 
hemorrhage  the  blood  volume  is  thirty  to  forty 
per  cent  below  normal.  On  the  average  1.5  to 
2 liters  of  blood  are  required  for  replacement. 

I wondered  about  the  relationship  between 
the  degree  of  lowering  in  blood  volume  and  the 
level  of  systolic  pressure.  I found  the  report 
of  an  interesting  experiment  in  which  shock  was 
produced  in  anesthetized  dogs  by  severe  burns. 
Immediately  after  the  burn  a large  reduction 
in  plasma  volume  took  place  and  all  of  it  was  lost 
in  the  burned  area.  On  continued  observation 
the  plasma  volume  continued  to  decrease  grad- 
ually, but  a considerable  increase  in  circulating 
red  cell  volume  occured  so  the  total  volume 
declined  less  than  the  plasma.  Systolic  pressure 
remained  normal  although  accompanied  by  in- 
creasingly rapid  pulse  and  respiratory  rates  until 
the  total  blood  volume  was  reduced  about  thirty 
per  cent  when  the  systolic  pressure  suddenly 
dropped  and  the  animal  proceeded  to  die. 

It  has  been  shown  that  following  the  sudden 
loss  of  a significant  quantity  of  blood  there  is 
an  initial  stage  during  which  the  body  attempts 
reflexly  by  vasoconstriction  to  compensate  for 
the  reduced  circulating  volume  by  a correspond- 
ing reduction  in  the  vascular  bed  and  a mobili- 
zation of  blood  cells  from  certain  depots,  espe- 
cially the  spleen  and  liver.  This  is  followed 
soon  by  a shift  of  plasma  fluid  from  the  sur- 
rounding tissue  spaces  into  the  systemic  circula- 
tion. If  the  patient  is  in  a relatively  good  state 
of  nutrition  and  hydration  and  there  is  no  further 
bleeding,  compensation  may  be  adequate  and 
the  patient  will  recover.  But,  if  the  bleeding 
continus  the  loss  of  blood  may  exhaust  the 
body’s  ability  to  compensate  and  the  patient 
will  pass  into  a shock  state. 

In  the  presence  of  fully  developed  shock  re- 
sulting from  hemorrhage  and  characterized  by 
falling  blood  pressure  below  100  systolic  and  a 
steadily  increasing  pulse  rate  above  100  per 
minute  prompt  replacement  of  blood  is  indi- 
cated. The  administration  of  blood  should  be 
continuous  as  long  as  the  indications  for  blood 
persist  regardless  of  the  total  amount  of  blood 
used.  Successful  treatment  of  massavie  hemorr- 
hage depends  upon  prompt  restoration  and 
maintenance  of  an  adequate  circulating  blood 
volume  which  is  usually  not  less  than  sixty  per 
cent  of  the  normal  pre-hemorrhage  level. 

It  is  stated  by  Dr.  Price,  professor  of  sur- 
gery at  the  University  of  Utah,  that  if  two  liters 
of  blood  are  removed  from  a man’s  vein  and  the 
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full  amount  is  refused  at  once,  the  refusion  will 
restore  his  blood  volume  to  normal  level.  If 
the  blood  is  withheld  for  three  hours  reinjection 
will  not  restore  the  blood  volume  to  normal, 
instead  a considerably  larger  quantity  of  blood 
than  that  removed  will  be  required  to  get  the 
blood  volume  back  to  normal  and  keep  it  there. 
If  the  re-injection  should  be  delayed  for  six  or 
eight  hours  even  multiple  large  transfusions  may 
fail  to  re-establish  and  maintain  a normal  blood 
volume. 

There  is  probably  nothing  which  causes  in- 
termittent hematemesis  more  commonly,  such  as 
over  a period  of  six  or  seven  years  as  our  patient 
had,  than  ruptured  esophageal  varicies  which 
result  from  portal  hypertension  usually  secondary 
to  cirrhosis  of  the  liver.  Acute  hemorrhage  from 
this  cause  may  precipitate  coma.  Recent  stu- 
dies on  the  effect  of  acute  blood  loss  have 
shown  a greater  reduction  in  portal  blood  flow 
than  is  suggested  by  changes  in  the  systemic 
blood  pressure  and  this  means  a marked  de- 
crease in  the  oxygen  content  of  the  portal  blood. 
Since  the  liver  receives  seventy-five  to  eighty 
per  cent  of  its  oxygen  from  the  portal  system 
marked  hepatic  anoxia  might  be  expected  from 
severe  hemorrhage. 

No  specific  clinical  finding  other  than  coma 
serves  to  distinguish  the  comatose  state  in  our 
patient.  The  presence  of  liver  disease  here  can 
only  be  suspected,  but  in  this  situation  with 
possible  liver  damage,  more  than  in  a case  of 
coma  entirely  from  blood  loss,  the  injudicious 
use  of  sedatives  may  have  been  a factor  in  the 
production  of  coma  in  our  patient.  Most  forms 
of  sedatives  seem  to  be  poorly  tolerated  by  pa- 
tients with  liver  disease.  This  is  especially  true 
of  morphine  the  fate  of  which  is  largely  by 
detoxication  in  the  liver.  Detoxication  proceeds 
slowly,  only  one-half  the  total  amount  is  de- 
stroyeck-in  twenty-four  hours. 

Fagin  and  Thompson  in  their  discussion  of 
cirrhosis  observed  that  of  fifteen  patients  dying 
in  liver  coma,  the  coma  in  six  followed  the  ad- 
ministration of  morphine  by  a few  hours.  As 
little  as  1/6  grain  may  induce  coma  lasting  up 
to  three  days  or  until  death  supervenes.  Our 
patient  had  four  doses  of  1/6  grain  in  about  a 
twenty  hour  period. 

In  an  attempt  to  gain  information  about  the 
patient  from  what  was  done  for  her  during  her 
short  stay  in  the  hospital  one  may  wonder  why 
she  required  so  many  hypos  of  morphine.  She 


must  have  either  been  extremely  restless  or  she 
did  have  considerable  pain.  It  is  stated  that 
patients  with  esophageal  varices  have  little  or 
no  esophageal  pain,  but  have  abdominal  discom- 
fort secondary  to  an  enlarged  spleen  or  liver  or 
ascites.  The  periodicity  and  relationship  of 
food  to  the  peptic  ulcer  pain  is  well  known, 
but  the  information  from  the  scanty  history  does 
not  give  description  of  such  pain. 

So  if  we  deduct  from  what  was  done  as  to 
what  may  have  been  present  to  cause  such  a lot 
of  pain  one  not  uncommon  process  to  consider 
is  that  of  mesenteric  thrombosis.  In  an  event 
such  as  that  there  is  usually  bloody  stools  with 
crampy  pain  and  rapidly  developing  shock, 
which  is  the  only  definite  thing  we  know  about 
this  patient. 

The  most  interesting  feature  of  this  discussion 
I believe  is  not  what  disease  the  patient  had 
but  what  might  have  been  done  to  prevent 
death  or  to  combat  the  state  of  coma  as  she 
presented  on  admission. 

The  management  of  this  case  was  somewhat 
different  from  the  usual  procedure  for  such  an 
emergency.  The  withholding  of  blood  or  any 
type  of  fluid  up  to  the  time  of  death  is  con- 
trary to  the  usually  accepted  medical  manage- 
ment in  these  parts.  I believe  massive,  con- 
tinuous transfusion  of  whole  blood  would  have 
been  the  method  of  choice  in  the  treatment  of 
this  case. 

My  diagnosis: 

1.  Acute  shock  from  blood  loss  due  to  peptic 
ulcer  with  the  injudicious  use  of  morphine. 

2.  Esophageal  varices,  ruptured,  with  acute 
blood  loss  with  hepatic  coma  and  morphine 
over  dosage. 

I should  like  to  say  again  that  it  would  have 
been  of  great  help  to  have  had  early  replace- 
ment of  the  lost  blood.  Deficient  circulation 
produced  by  low  blood  volume  leads  to  tissue 
anoxia  or  hypoxia,  which  I believe  is  the  pref- 
erable term  now.  It  has  been  shown  that  the 
liver  is  especially  sensitive  to  such  tissue  hypoxia. 
In  case  the  period  of  depressed  circulation  is 
prolonged,  irreversible  changes  occur.  At  this 
time  even  though  more  blood  is  injected  than 
has  been  lost  the  blood  pressure  cannot  be 
brought  back  to  normal  and  death  results.  The 
problem  resolves  itself  into  the  early  adequate 
replacement  of  lost  blood.  But  transfusions  are 
of  temporary  value  and  they  should  be  used  to 
tide  the  patient  over  the  critical  period  until 
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health  is  sufficiently  restored  for  the  body  to 
take  over  the  regulation  and  maintenance  of 
blood  volume. 

CLINICAL  DISCUSSION 

Dr.  Arlie  V.  Bock:  Why  was  not  cirrhosis 

considered? 

Dr.  Thorp:  She  had  had  no  history  of  indi- 

gestion at  all  in  the  interval.  She  had  been 
very  comfortable. 

Dr.  Bock:  We  had  a woman  much  like  her 

a number  of  years  ago  who  entered  the  hospital 
following  a brisk  hematemesis.  She  had  been 
admitted  a year  before  for  the  same  reason. 
At  that  time  a diagnosis  of  cirrhosis  was  made. 
In  the  intervening  year  she  had  not  had  sym- 
ptoms. She  died  from  hemorrhage.  Her  post- 
mortem examination  showed  an  advanced  hob- 
nail type  of  cirrhosis.  There  was  no  history  of 
alcohol. 

Dr.  Chester  M.  Jones:  One  old  cirrhotic  has 
been  back  ten  times  or  more  in  the  past  ten 
years  and  has  had  intervals  of  two  or  three 
years  between  the  hematemeses. 

Was  leiomyoscarcoma  considered  here  at  all? 

A Physician:  I think  she  had  carcinoma. 

Dr.  Fuller  Albright:  She  had  some  anemia. 

Dr.  Thorp:  That  is  the  thing  that  worries  us 

more  than  anything  else. 

Dr.  Albright:  I think  she  must  have  had 

something  else. 

Dr.  Thorp:  She  had  a small  hematemesis  six 

weeks  before  entry. 

Dr.  Bock:  Her  leukocyte  reaction  was  very 

slight  for  the  amount  of  hemorrhage  that  we 
should  expect  if  this  were  bleeding  from  a duo- 
denal ulcer.  We  know  cirrhotics  have  a ten- 
dency to  run  a leukopenia,  which  may  have  in- 
fluenced the  whole  cell  response. 

Dr.  Tracy  B.  Mallory:  Does  anyone  want  to 

hazard  a guess  about  Banti’s  disease? 

Dr.  Bock:  She  was  too  old  for  that. 

Dr.  Mallory:  It  certainly  would  be  unusual 

on  that  score. 

CLINICAL  DIAGNOSIS 
(From  Hospital  Record) 

Peptic  ulcer,  bleeding 

ANATOMIC  DIAGNOSIS 

1.  Primary  disease. 

Cirrhosis  of  the  liver. 

Esophageal  varices. 

Ulcer  of  the  esophagus  with  performation. 

2.  Secondary  or  terminal  lesions. 

Ulcer  of  the  duodenum. 


Hyperplasia  of  the  spleen. 

PATHOLOGIC  DISCUSSION 

Dr.  Mallory:  I am  not  perfectly  sure  what 

she  did  have.  But  she  certainly  had  a sharply 
punched  out  ulcer  in  the  duodenum.  There 
was  no  evidence  of  bleeding— no  vessels  of  sig- 
nificant size  were  present  in  the  base  of  the 
ulcer.  I do  not  believe  that  was  the  source  of 
her  hemorrhage.  There  were  varices  in  the 
esophagus  and  over  one  of  them  was  a shallow 
ulceration  in  the  mucosa.  Microscopic  examina- 
tion shows  immediately  under  that  shallow  ulcer 
a hugely  dilated  vessel  with  a great  deal  of 
fibrin  adherent  to  the  inner  surface  as  though  a 
fresh  thrombus  were  forming  in  an  effort  to  close 
a fresh  perforation.  I am  satisfied  that  her 
fatal  hemorrhage  came  from  the  esophagus, 
not  from  the  duodenal  idcer. 

She  had  a big  spleen,  500  grams.  It  is  much 
firmer  than  normal,  slightly  but  not  strikingly 
fibrous.  We  examined  carefully  the  portal  and 
splenic  veins,  but  there  were  no  thrombi. 

She  had  a somewhat  small  liver,  about  1000 
grams,  which  was  not  nodular  but  did  feel  more 
fibrous  than  normal.  It  is  not  a characteristic 
picture  of  cirrhosis  of  the  liver,  though  it  has 
to  be  classed  as  a very  mild  cirrhosis. 

Dr.  Bock:  Were  there  no  other  big  veins 

around  the  spleen  or  any  where  else? 

Dr.  Mallory:  No,  nothing  striking  at  all. 

I remember  another  autopsy  in  which  there 
were  definite  esophageal  varices  where  I could 
not  demonstrate  a rupture.  In  that  case  too 
there  is  a history  of  gross  hematemesis  with  more 
than  a pint  of  blood,  yet  we  found  an  absolutely 
normal  liver  and  spleen.  I do  not  see  why  it  is 
not  possible  theoretically  at  any  rate  that  varices 
might  occur  in  the  esophagus  as  well  as  else- 
where spontaneously  without  cirrhosis  or  throm- 
bosis in  the  portal  vein.  In  varicose  veins  of 
the  extremities,  in  the  type  of  varices  that  cause 
hematocele,  and  in  many  cases  of  hemorrhoids 
it  is  impossible  to  demonstrate  in  most  instances 
any  satisfactory  local  etiology.  I do  not  see 
why  it  is  not  quite  possible  that  some  people  may 
have  larger  veins  in  the  esophagus  than  others 
and  may  develop  varices  without  cirrhosis  of 
the  liver  at  all. 

Dr.  Bock:  She  did  not  have  diaphagmatic 

hernia? 

Dr.  Mallory:  No. 

Dr.  Jones:  Why  do  you  think  the  spleen  was 
enlarged? 
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METAMUCIL® 

Effective  in  Distal  Colon  Stasis* 

“A  roentgenographic  evaluation  of  the  common  methods  of  therapy  . . . 
demonstrated  that  ...  a mucilloid  substance  (Metamucil)  has  been  most 
effective  in  the  most  prevalent  [type  of  colonic  stasis],  distal  colon  stasis.  . . . 
Enemas  gave  good  results  in  rectal  stasis  only.  Mineral  oil  had  very  little 
effect.  Antispasmodics  and  sedatives  bad  no  efficacy.  ...  It  was  found  that  the 
•use  of  habit  forming  cathartics  may  be  avoided  in  most  instances.”* 


Comparative  Response  to  Common  Methods  of 
Therapy  in  Distal  Colon  Stasis* 
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METAMUCIL  is  the  highly  refined  mucilloid  of  Plan- 
tago  ovata  (50%),  a seed  of  the  psyllium  group,  combined  with 
dextrose  (50%)  as  a dispersing  agent. 


*Barowsky,  H. : A Roentgenographic  Evaluation  of  the  Common  Measures  Employed  in  the 
Treatment  of  Colonic  Stasis,  Scientific  Exhibit,  National  Gastroenterological  Association, 
Chicago,  Sept.  17-22,  1951. 

RESEARCH  IN  THE  SERVICE  OF  MEDICINE  SIARLE 
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Dr.  Mallory:  I cannot  answer  that.  One  is 

tempted  to  connect  her  varices  with  the  enlarged 
spleen  and  call  it  Band’s  disease,  but  true  Banti’s 
disease  should  show  thrombosis  of  either  the 
splenic  or  the  portal  vein. 

Dr.  Jones:  If  there  were  a little  closer  con- 

nection it  would  be  interesting  to  connect  this 
with  the  case  discussed  recently  at  one  of  the 
medical  staff  meetings  in  which  a splenectomy 
was  done  with  frank  cirrhosis  of  the  liver.  The 
question  was  raised  as  to  what  effect  it  would 
have  on  the  ascites  and  the  portal  circulation 
to  take  out  the  spleen.  In  these  cases  it  was 
apparently  of  great  benefit.  You  have  not  got 
your  proof  of  vascular  disturbance  here,  have 
you? 

Dr.  Mallory:  No. 

There  is  another  group  of  cases  in  this  con- 
nection a little  commoner  in  my  experience, 
cases  of  frank  hematemesis,  in  which  I have 
been  able  to  find  nothing  at  autopsy  except 
numerous  scattered  petechial  hemorrhages 
throughout  the  stomach.  I feel  sure  it  is  pos- 
sible to  get  gross  hematemesis  merely  from 
them. 

Dr.  Jones:  We  do  in  diabetes. 

Dr.  Thorp:  I should  like  to  ask  what  her 

critical  level  of  blood  pressure  should  have  been. 
I thought  that  maybe  if  we  waited  until  it  was 
80  it  would  be  safe.  A surgical  senior  house 
officer  concurred  in  that  opinion. 

Dr.  Frederick  T.  Lord:  It  is  extraordinary, 

I think,  how  variable  some  of  the  responses  to 
low  blood  pressures  are.  We  have  in  general 
regarded  anything  under  90  as  a critical  level. 
We  have  had  several  experiences  in  the  hos- 
pital with  the  persistence  of  low  blood  pres- 
sures with  maintenance  of  life  for  a considerable 
period  of  time.  For  example,  in  a fatal  case  Dr. 
Churchill  operated  on  for  pulmonary  embolism 
the  blood  pressure  remained  for  a number  of 
hours  at  about  70.  Another  patient  with  a 
bleeding  peptic  ulcer  had  a blood  pressure  in 
this  neighborhood  for  four  or  five  hours  and 
recovered.  With  lobar  pneumonia,  the  blood 
pressure  may  be  low  in  consequence  of  toxemia. 
In  a serum-treated  Type  II  pneumococcus  in- 
fection in  a woman  of  thirty-two  in  the  wards 
last  December  the  blood  pressure  remained  at 
70  systolic  and  50  diastolic  for  most  of  one  night 
and  the  following  five  days  varied  from  90  to 
110  systolic.  The  patient  recovered. 

Dr.  Walter  Bauer:  A blood  pressure  of  60 


is  not  compatible  with  life  if  it  lasts  longer  than 
half  an  hour,  particularly  if  the  drop  in  blood 
pressure  was  sudden. 

Dr.  Albright:  Don’t  you  think  we  are  con- 

sidering blood  pressures  in  connection  with  a 
normal  hemoglobin?  There  is  such  a low  hemo- 
globin here  that  what  would  ordinarily  not  be  a 
critically  low  level  of  blood  pressure  might  be 
so  in  this  case. 

Dr.  Lord:  A hemoglobin  less  than  25  per 

cent  is  supposed  to  be  incompatible  with  lift. 

Dr.  Albright:  I mean  the  combination.  Usu- 

ally we  have  a fairly  high  hemoglobin  level  dur- 
ing the  acute  stage  of  hemorrhage. 

Dr.  Edward  L.  Young,  Jr.:  I am  occasionally 
told  by  an  anesthetist,  while  operating  on  some 
difficult  or  long  drawn  out  case,  that  the 
patient’s  blood  pressure  has  entirely  disappeared. 
This  is  not  necessarily  fatal  nor  has  it  proved 
to  be  necessarily  a bad  prognosis.  It  practically 
always  comes  back  and  I am  sure  I have  seen 
it  remain  below  70  systolic  for  several  minutes 
at  a time.  Unless  there  is  some  contraindication, 
such  a patient  has  the  head  of  the  operating 
table  lowered  and  sometimes  is  given  some  stim- 
ulation on  the  table. 

Dr.  Lord:  I watched  a patient  in  consulta- 

tion outside  this  hospital  for  about  an  hour  with 
no  blood  pressure.  She  died  some  time  between 
the  time  I left  her  and  the  time  I got  home. 
I could  not  get  it  at  any  time  during  my  period 
of  observation.  The  extremities,  neck  and  head 
were  cold  and  clammy  the  skin  and  mucous 
membranes  pale  and  the  pulse  rate  150,  but  she 
was  conscious  and  clear  mentally. 

Dr.  Thorp:  I had  a man  in  the  Emergency 

Ward  with  probably  hemochromatosis  with  a 
blood  pressure  of  45  over  a period  of  five  hours. 

Dr.  Mallory:  An  extreme  degree  of  contrac- 

tion of  the  peripheral  vessels  might  explain  a 
case  like  yours.  Dr.  Lord. 

Dr.  Lord:  I thought  it  was  a coronary  throm- 

bus. The  patient  was  in  a condition  of  shock. 
We  are  dealing  in  acute  hypotension  with  a num- 
ber of  factors.  In  patients  with  pulmonary  em- 
bolism and  coronary  thrombosis  there  is  prob- 
ably peripheral  collapse  of  blood  vessels  from 
sudden  suspension  of  the  circulation.  In  pa- 
tients with  hemorrhage,  rapid  loss  of  blood 
produces  acute  decrease  in  blood  volume.  The 
toxemia  of  infection  may  produce  vasomotor 
changes  with  consequent  increase  of  vascular 
bed  from  capillary  distention. 
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GROUP  DISABILITY  INSURANCE 


EACH  MEMBER  RECEIVED  THROUGH  THE  MAIL  A RETURN  POST- 
AL CARD  FORM  OF  QUESTIONNAIRE  DEALING  WITH  THE  SUBJECT 
OF  GROUP  DISABILITY  INSURANCE.  IN  ORDER  THAT  YOU  MAY 
FULLY  UNDERSTAND  THE  INTENT  OF  THIS  INQUIRY,  IT  IS  STATED 
THAT  YOUR  ASSOCIATION  HAS  RECEIVED  MANY  REQUESTS  STATE- 
WIDE FROM  ITS  MEMBERS  FOR  INFORMATION  AS  TO  THE  POSSI- 
BILITY OF  OBTAINING  HEALTH  AND  ACCIDENT  COVERAGE  WITH 
THE  ADVANTAGES  OF  AVAILABILITY  AND  LOW  PREMIUM  COST 
THROUGH  GROUP  PARTICIPATION  LIKEWISE,  FROM  TIME  TO 
TIME  MANY  REPUTABLE  INSURANCE  COMPANIES  HAVE  PRESENTED 
SUGGESTED  PLANS  OF  VARYING  BENEFITS. 

WITH  A VIEW  OF  PERFORMING  A VALUABLE  SERVICE  TO  THE 
MEMBERSHIP,  COUNCIL  IS  AGREEABLE  TO  UNDERTAKE  AN  EX- 
HAUSTIVE SURVEY  OF  THE  MOST  ADVANTAGEOUS  FORMS  OF  IN- 
COME PROTECTION  INSURANCE  AVAILABLE  NATIONALLY  AND  PRE- 
SENT THE  RESULTS  OF  ITS  STUDY  FOR  CONSIDERATION  AND 
FURTHER  DELIBERATION.  THIS  WILL  ENTAIL  CONSIDERABLE 
TIME  AND  EFFORT  ON  THE  PART  OF  YOUR  MEDICAL  ECONOMICS 
COMMITTEE  AND  IT  IS  NOT  INTENDED  TO  ENTER  UPON  SUCH 
UNDERTAKING  UNLESS  SUFFICIENT  OF  THE  MEMBERSHIP  EXPRESS 
AN  INTEREST  IN  AND  DESIRE  FOR  SUCH  REVIEW.  IT  IS  EMPHASIZ- 
ED - THIS  SHALL  BE  A STUDY  ONLY;  IT  WILL  NOT  UPSET  OR  INTER- 
FERE WITH  ANY  EXISTING  COVERAGE  IN  EFFECT  WHICH  YOU 
MAY  PRESENTLY  HAVE  EXCEPTING  AS  YOU  MAY  LATER  DICTATE 
AS  YOU  MAY  DISCOVER  A MORE  ADVANTAGEOUS  PLAN;  YOU  ARE 
IN  NO  WAY  OBLIGATED  B-U-T  YOU  WILL  BE  EXPECTED  TO  CO- 
OPERATE WHEN  AND  IF  CALLED  UPON  SO  TO  DO. 

YOUR  EXPRESSED  WISH  THROUGH  THE  EARLY  RETURN  OF  THE 
QUESTIONNAIRE  POSTAL  CARD  WILL  DETERMINE  THE  COURSE  OF 
THIS  PROJECT. 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION.  (See  MEDICAL  WRITING  by  Morris  Fish- 
bein.) 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Submit  manuscript  typewritten  and  double-spaced. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


DIAGNOSIS  OF  SYPHILIS  BY 
LABORATORY  METHODS 

The  methods  of  making  serological  diagnosis 
of  syphilis  consist  mainly  of  two  types  of  tests, 
the  complement-fixation  and  the  precipitation 
types.  There  are  adherents  of  both  methods. 
This  article  is  not  intended  to  evaluate  the  vari- 
ous serological  procedures  for  the  diagnosis  of 
syphilis,  but  merely  to  acquaint  you  with  some 


of  the  methods  currently  in  use.  We  will  con- 
fine this  article  to  the  microscopic  preciptation 
methods,  giving  some  advantages  and  disad- 
vantages of  each.  However,  we  will  not  exclude 
the  older  methods  upon  which  these  procedures 
were  founded. 

The  Wasserman  test,  (a  complement-fixa- 
tion test)  in  theory  is  based  upon  antibodies  of 
the  third  order.  However,  equally  valuable 
tests,  called  precipitation,  or  better,  as  floccula- 
tion tests,  do  not  employ  complement,  but  a 
lipoidal  emulsion  as  an  indicator.  Cholesterol 
is  added  to  the  antigen  to  increase  sensitivity  by 
increasing  the  surface  on  which  reagin  may  act. 
The  term  reagin  is  the  active  factor  of  syphilitic 
serum,  or  the  substance  which  reacts  with  the 
antigen.  While  the  serological  methods  which 
are  employed  in  the  diagnosis  of  syphillis  are 
quite  valuable  and  reliable,  the  theory  that  ex- 
plains the  specificity  of  these  reactions  will  re- 
mains to  be  promulgated. 

Before  antigens  may  be  used  in  the  precipita- 
tion methods,  an  emulsion  must  be  prepared. 
We  will  discuss  briefly  the  antigens  employed  in 
each  method.  All  sera  tested  by  these  methods 
must  be  inactivated  for  % hour  at  56°C.  to 
destroy  its  natural  complement. 

KLINE  TEST  (Lipoidal  Antigen) 

Antigen  emulsion  is  prepared  by  mixing  spe- 
cified amounts  of  distilled  water  (pH  about 
6.0),  1%  cholesterin,  antigen,  and  0.85%  sod. 
chloride  solution  (pH  about  6.0).  The  1% 
cholesterin  solution  is  prepared  by  placing  it 
into  an  oven  at  50°  to  56°  C.  for  forty-five 
minutes.  Shaking  gently  a few  minutes  at  fifteen 
minute  intervals.  The  emulsion  when  mixed  is 
placed  in  a water  bath  at  35°  C.  for  15  min- 
utes, after  which  time  it  is  ready  for  use.  This 
emulsion  kept  at  room  temperature  is  satisfac- 
tory for  use,  for  forty-eight  hours  after  prepara- 
tion. This  emulsion  viewed  microscopically 
(x  120)  shows  numerous  fine  particles  evenly  dis- 
persed. When  in  contact  with  syphilitic  serums 
they  tend  to  clump,  in  various  degrees,  de- 
pending on  the  amount  of  reagin  present.  Al- 
though preparation  of  this  emulsion  is  some- 
what time  consuming  for  smaller  laboratories, 
the  duration  of  its  usefulness  must  not  be  over- 
looked. 
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MAZZINI  TEST  ( Cholesterinized  lipoidal 
antigen) 

Unlike  the  antigen  emulsion  used  in  the  Kline 
test,  this  emulsion  is  easily  prepared  by  merely- 
mixing  cholesterolized  antigen  in  a buffered 
saline  solution.  This  solution  must  have  a pH 
of  6.3  to  6.4  and  a salt  concentration  of  10 
grams  per  liter.  However,  the  simplicity  of 
preparation  is  somewhat  offset  by  the  ripening 
period  of  three  hours,  at  which  time  it  reaches 
its  optimum  sensitivity.  To  accelerate  the  ripen- 
ing time,  place  in  refrigerator  at  6 to  8°  C.  for 
15  minutes  then  use  immediately.  This  suspen- 
sion may  be  used  for  24  hours,  after  which  it 
decreases  in  sensitivity.  This  antigen  emulsion 
has  the  same  effect  on  reagin  as  does  the  Kline 
emulsion,  but  shows  more  variety  in  clumping. 
This  test  is  very  useful  as  a screening  measure 
in  clinics,  hospitals,  and  in  blood  banks. 
V.D.R.L.  TEST  (Cardiolipin  antigen) 

This  new  microflocculation  test  using  car- 
diolipin antigen  has  been  devised  by  the  Ven- 
eral  Disease  Research  Laboratory  of  the  U.  S. 
Marine  Hospital  at  Straton  Island,  New  York 
(May,  1946).  It  is  a rapid  slide  test  requiring 
a minimum  of  equipment  and  apparently  is 
more  sensitive  than  the  conventional  methods. 
To  prepare  the  emulsion,  merely  mix  the  car- 
diolipin in  buffered  saline  (having  a pH  of 
6.0  plus  or  minus  0.1),  shake  for  10  seconds, 
and  it  is  ready  for  use.  The  reaction  is  either 
positive,  negative  or  doubtful;  there  are  no 
degrees  in  clumping  as  in  the  Mazzini  test.  An- 
other advantage  of  this  method  is  that  serialdilu- 
tions  can  be  made  of  serums,  thereby  aiding  in 
treatment  of  patients.  This  test  is  also  very 
useful  in  screening  out  syphilitic  patients.  Be- 
cause of  the  simplicity  in  preparation  of  the 
emulsion,  and  of  its  ready  application,  this 
method  is  becoming  quite  popular. 

MAZZINI  (Cardiolipin  Antigen) 

Since  the  isolation  of  cardiolipin  and  the 
purification  of  lecthin  by  Pangborn  the  reagents 
have  been  adapted  to  numerous  technics  for 
the  serological  test  for  syphilis.  In  adapting 
these  reagents  to  the  Mazzini  technic  only  minor 
changes  have  been  made;  the  basic  character- 
istics including  simplicity  of  preparation  of  the 
emulsion  and  performance  of  the  test  remain 
the  same.  While  employing  the  same  total 
quantity  of  reagents  as  in  the  original  technic,  a 
variant,  (used  to  accelerate  the  ripening  period 
of  this  antigen,)  allows  the  emulsion  to  reach 


optimal  sensitivity  immediately  after  preparation. 
In  the  development  of  the  lipoidal  antigen,  the 
exact  role  of  egg  yolk  was  not  clearly  under- 
stood. It  is  now  well  known  that  cardiolipin 
alone  is  but  feebly  “antigenic”  and  that  the  addi- 
tion of  lecithin  compliments  it.  Within  limits 
the  higher  the  lecithin  ratio  the  more  reactive  the 
antigen  will  be.  Therefore,  egg  yolk  supplies 
the  additional  lecithin  necessary  to  produce  a 
high  sensitivity  antigen.  Varying  degrees  of 
clumping  of  the  antigen  particles,  simplicity  of 
preparation  of  the  emulsion,  relatively  high  sen- 
sitivity (82.2%)  and  immediate  use  of  the  emul- 
sion give  this  test  many  possibilities  for  adapt- 
ing it  to  any  particular  serological  routine. 
SENSITIVITY 

The  relative  sensitivity  of  the  new  micromodi- 
fication, the  old  macroflocculation  technic,  and 
an  icebox  Wasserman  test,  based  on  503  sera 
from  syphilitic  patients  under  treatment  or  ob- 
servation showed  the  following  percentages  ac- 
cording to  Dr.  Gradwohl  (1948).  The  new 
microflocculation  revealed  414  positive  or  82.3% 
and  19  doubtful  or  3.8%  with  a total  detected 
of  86.1%.  Of  the  414  positive  results,  379  were 
positive,  viewed  both  macroscopieally  and  micro- 
scopically; 26  were  doubtful  macroscopieally, 
and  definitely  positive  microscopically;  and  9 
were  apparently  negative  macroscopieally,  and 
definitely  positive  microscopically.  Note  the 
smaller  proportion  of  doubtfu  tests  with  this 
technic.  The  old  macroflocculation  method 
showed  343  positive  and  53  doubtful,  or  a total 
detected  of  78.7%.  The  Wasserman  method 
showed  277  positive  and  61  doubtful  or  a total 
detected  of  67.1%.  In  the  1950  Serologic  Evalua- 
tion Study  of  (34)  State  Laboratories  perform- 
ing a representative  number  of  specimens,  the 
following  results  of  sensitivity  were  obtained. 
The  V.D.R.L.  test  obtained  ratings  of  from 
64.1%  to  86.9%,  the  Kline  Standard  70.9%  to 
85.5%.  Other  conventional  tests  such  as  the 
Standard  Kahn  72.5%,  the  Kolmer  Simplified 
78.1%,  Mazzini  Flocculation  78.2%,  the  Mazzini 
Cardiolipin  82.2%. 

SUMMARY 

Since  the  original  Wasserman  test  was  de- 
veloped, many  serological  tests  for  syphilis  have 
been  devised.  Comparative  evaluation  studies 
have  demonstrated  that  there  are  several  methods 
that  may  be  considered  standard  and  are  recom- 
mended for  use  in  all  laboratories.  The  Kline 
test,  a microflocculation  test  that  requires  a small 
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amount  of  serum  and  antigen,  and  the  reaction 
observed  under  the  microscope  (x  120).  The 
Kahn  test,  now  known  internationally,  is  a 
macroflocculation  test  that  requires  a larger 
quantity  of  reagents  than  the  Kline  test,  and 
more  time  is  required  to  perform  it.  The 
Kolmer  modification  of  the  Wasserman  test  has 
been  the  standard  complement-fixation  test  in 
this  country  for  many  years.  Mazzini’s  rapid, 
microflocculation,  slide  test,  is  popular  because 
of  the  varying  degrees  of  clumping.  More  re- 
cently, the  cardiolipin  method  has  taken  its 
stride  in  popularity  because  of  its  simplicity, 
rapidness,  and  apparently  high  degree  of  accur- 
acy. The  outstanding  technical  limitations  of 
flocculation  test  employing  cardiolipin  is  the 
susceptibility  of  this  antigen  to  produce  a dis- 
proportionate number  of  zonal  reactions  with 
strongly  positive  sera,  such  as  those  from  high- 


RX,  DX,  AND  DIRS. 

By  GUILLERMO  OSLER,  M.  D. 

The  ARTHRITIC  is  again  led  to  hope.  ...  A 
new  Swiss  urug  is  oeing  touted  by  some  pretty 
good  men  as  a relief  for  pain,  a reducer  of  in- 
nammation,  and  a relaxant  of  stiff  joints.  . . . The 
drug,  sold  by  Geigy  Company,  is  PHENYLBUTA- 
ZONE (or,  by  Geigy,  ‘Butazolidine’).  ...  It  is  said 
lo  be  effective  in  osteoarthritis,  and  notably  in 
gout.  Its  cost  is  a third  that  of  cortisone;  it  must 
be  continued  for  effect;  and  it  has  certain  unpleas- 
ant side-effects.  About  25  per  cent  have  nausea, 
hives,  or  water  retention,  and  about  one  in  twelve 
must  stop  taking  it. 

Phenylbutazone  is  not  a hormone,  and  is  said 
not  to  modify  the  endocrine  balance.  This  Osier 
has  enquired  from  Dr.  Hemming  of  the  Geigy 
Co.,  and  Dr.  Boland  of  Los  Angeles,  and  Dr.  Schaf- 
ferzick  of  Stanford  whether  the  drug  is  hazard- 
ous. There  is  no  such  evidence  (YET),  but  most  of 
the  several  dozen  patients  with  TB  and  arthritis 
have  not  been  followed  after  the  drug  was  stop- 
ped. It  has  been  noted  that  the  tuberculosis 
symptoms  often  subside  during  therapy,  as  they 
do  with  the  adrenal  corticoids,  and  that  is  sug- 
gestive of  the  relapse  that  may  follow  withdrawal. 

. . . The  situation  is  worth  study — and  the  drug 
could  be  withheld  in  the  combined  diseases  until 
we’re  sure.  It  is  also  a reason  for  routinely 
x-raying  another  special  segment  of  the  popu- 
lation— the  arthritics. 
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titer late  primary  and  early  secondary  syphilis. 
However,  zonal  reactions  are  incomplete  re- 
actions due  largely  to  a nonoptimal  antigen 
reagin  ratio.  While  it  is  admitted  that  100% 
sensitivity  and  100%  specificity  cannot  be  at- 
tained by  the  use  of  cardiolipin  lecithin  antigens, 
it  can  be  said  that  vast  improvement  of  the 
various  serodiagnostic  procedures  have  been 
made  possible  by  the  excellent  work  of  Pang- 
born.  It  must  be  remembered  that  the  repro- 
ducibility of  results  by  a given  technic  is  largely 
dependent  upon  the  skill  of  the  individual  per- 
forming the  test. 

Compiled  by— Paul  Jonas  Jr. 
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tains  the  new  list  of  members  of  the  American 
Ass'n.  for  Thoracic  Surgery.  Arizona  is  too  limit- 
ed in  its  membership,  and  there  are  others  who 
should  belong.  . . . Charles  T.  Read  of  Phoenix  is 
an  Associate  Member,  and  the  only  one  practicing 
in  Arizona.  W.  H.  Oatway  Jr.,  an  editor  of  ARI- 
ZONA MEDICINE,  formerly  of  Tucson,  is  an  Ac- 
tive Member.  . . . The  interest  in  NEXT  YEAR'S 
MEETING  should  be  considerable,  iho,  since  it  is 
scheduled  for  San  Francisco,  on  March  27,  28  and 
30,  1953. 


One  of  the  toughest  therapeutic  nuts  to  crack 
is  ALLERGIC  RHINITIS,  and  Arizona  attracks 
more  than  almost  any  area.  . . . Supplementing 
adrenal  substances  may  help,  but  one  doesn’t  do 
that  in  a carefree  manner.  Krohn  and  Pottenger 
(F.  M.  Jr.,  not  his  father  who  treats  tuberculosis 
with  tuberculin)  reports  success  with  the  use  of 
TOCOPHEROL.  . . . They  believe  that  a vitamin 
E deficiency  causes  edema,  and  that  use  of  the 
substance  causes  diuresis  and  decrease  in  edema. 
They  gave  100  to  400  mg.  of  tocopherol  daily,  plus 
a diet  (not  effective  alone)  containing  lecethin,  un- 
saturated fats,  B vitamins,  and  protein.  These  all 
contribute  to  lipid  metabolism.  . . . The  part 
of  the  story  where  we  urge  caution  is  that  all 
cases  improved,  but  there  were  only  six  cases. 


Wails  have  continued  to  rise  from  hospital  ad- 
ministrators who  have  to  compete  with  VA  hos- 
pitals (Hospital  Topics).  . . . Their  wage  scale  may 
be  40  per  cent  higher  than  the  local  rates.  . . . 
Trained  help  is  drained  from  the  community  hos- 
pital. Occupancy  msy  be  only  40  to  50  per  cent. 
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Rules  for  admission  may  t»e  laxly  observed.  The 
cost  of  administration  can  be  murder  on  the  tax 
dollar.  Etc.,  etc.  ...  It  is  a challenge  to  the  V.A. 
as  well  as  to  the  local  hospital. 


THE  AIR  IN  HOSPITALS  AND  OFFICES  — 
Several  items  of  news  concern  care  of  the  air, — 

1.  Air-conditioning  is  said  to  be  one  of  the  most 
piofitable  future  industrial  fields.  As  a starter,  we 
can  now  purchase  a refrigeration  conditioner  for 
a moderate-sized  room  for  $225,  a reduction  of 
$100  which  was  predicted  in  Arizona  Medicine  3 
years  ago. 

2.  Ultra-violet  light  can  be  used  to  sterilize 
air  near  the  floor  or  ceiling  by  reflection  from  a 
2,537  Angstrom  unit  tube.  Any  manufacturer  can 
tell  how  to  place  the  radiator,  how  to  circulate 
air  into  its  range,  and  how  much  the  various  types 
of  wall-cover  will  reflect  the  rays. 

3.  Triethylene  glycol  is  still  the  best  germicide 
for  vaporization  in  nurseries,  operating-rooms,  etc. 

4.  Odor  control  is  being  given  a lift  by  the  use 
of  electric  bulbs  which  produce  ozone.  The 
ozone  kills  most  odors.  (This  method  aids  or  re- 
places exhaust  fans,  super-position  of  one  odor 
on  another,  or  deadening  the  sense  of  smell). 

5.  Oiling  of  floors,  furniture,  and  bedclothes  is 
still  a good  but  rarely-used  method  which  reduces 
bacterial  dispersion,  and  resultant  infections. 
F.  J.  Sullivan,  a New  York  engineer,  suggests 
that  oiling  be  combined  with  the  use  of  U.-V. 
light. 


H.  N.  Shaw  has  a brief  report  on  TRICHO- 
MONAS VAGINITIS  in  lhe  May  Annals  of  Wes- 
tern Medicine  & Surgery.  . . . He  has  found  deve- 
gan a bit  better  than  dozens  of  other  methods; 
uses  one  tablet  per  vaginum  each  night  for  6 
months;  has  found  3 among  1,800  cases  who  were 
sensitive  to  the  arsenic;  and  believes  that  toilet- 
seals  are  important  in  transmission  (among  female 
members  of  the  same  family). 


Another  article  in  the  same  journal  (A.  W.  M.  & 
S.)  is  a further  report  by  Bodsook  and  colleagues 
on  the  use  of  BETAINE^  AND  GLYCOCY AMINE. 
. . . The  effects  in  heart  nutrition  were  described 
here  several  months  ago.  Now  they  have  used 
the  drugs  (which  are  quite  well  tolerated)  for 
bettering  the  nutrition  of  skeletal  muscles  in 
POLIOMYELITIS.  . . . Glycocyamine  is  convert- 
ed to  creatine  in  the  presence  of  betaine,  and 
muscles  (especially  damaged  muscles)  seem  to 
thrive  on  added  amounts  of  creatine.  . . . Twenty- 
six  of  31  cases  obtained  muscle  improvement,  and 
most  of  them  felt  better.  There  must  be  motor 
unit  activity  or  residual  power,  as  determined 
electromyographically. 


The  diagnosis  by  TELEVISION/X-RAY  has 
been  reported,  but  was  not  clearly  explained.  One 
can  see  how  a chest  film  could  be  shown  on  tele- 
vision, and  physicians  in  distant  cities  could  re- 
port their  impressions  by  telephone.  . . . The  ex- 


planation of  the  enlarged  use  of  the  technique 
comes  from  a preliminary  report  of  a new  machine 
with  images  300  to  3,000  limes  brighter  than  by 
fluoroscope.  The  movements  of  the  heart,  blood 
vessels,  and  intestinal  tract  can  oe  demonstrated 
by  the  usual  contrast  methods,  and  televised.  . . . 
The  inventor  is  Dr.  R.  H.  Morgan,  now  of  Johns 
Hopkins,  and  once  the  'automatic  timer'  man  of  the 
U.S.P.H.S. 


The  advent  of  TELEVISION  in  Arizona  brings 
up  the  status  of  the  T V M D’s.  This  does  not  con- 
cern the  doctors  who  speak  on  medical  programs, 
nor  even  the  ‘doctors’  who  advertise.  It  means 
the  programs  which  use  phony  MD’s  to  boost  the 
sales  of  a product.  . . . Do  you  want  to  sell  bread, 
a deodorant  or  a hairtonic.  or  prove  how  little 
damage  a cigarette  does  to  the  bronchi?  Get  an 
actor,  a white  coat,  and  a stethescope.  . . . The 
public  can’t  be  expected  to  know  about  the  mas- 
querade, so  (says  Dr.  Paul  Foster  of  Los  An- 
geles) the  Medical  Services  Council  of  the  A.M.A. 
should  recognize  and  try  to  squelch  it. 


The  Army  is  said  to  be  experimenting  with 
PLASTIC  BLOOD  BAGS  (mentioned  in  this  col- 
umn last  year  as  a novelty  used  by  a Boston 
physicians).  . . . The  bags  are  6x8  inches,  are  used 
for  whole  blood,  have  advantages  over  glass 
(weight,  breakability,  space),  and  can  be  dropped 
from  planes. 


A sign  saying  BEWARE!  BUTTERFLIES!’ 
would  be  odd  and  apparently  lacking  in  medical 
interest,  yet  such  a warning  both  exists  and  is 
interesting.  It  has  been  culled  from  such  an 
unlikely  source  as  the  publication  of  a Standard 
Oil  Company.  ...  It  seems  that  the  San  Juan 
river,  running  from  the  eastern  Venezuelan  oil- 
fields, empties  into  the  Gulf  of  Paria.  At  that 
point  there  is  the  Maturin  Bar,  a collection  of 
underwater  silt  which  forces  most  vessels  to  wait 
for  high  tide  to  cross  it.  . . . One  deep-draft  vessel 
with  a crew  of  40  waited  to  pass,  and  were  sur- 
rounded by  moth-like  butterflies.  About  a day 
later  a mysterious  skin  irritation  appeared,  with 
fearful  itching  and  no  medical  relief.  ...  A tele- 
gram from  the  captain  to  New  York  set  in  motion 
their  medical  group,  the  U.S.P.H.S.,  and  experts 
from  the  Dep’t.  of  Tropical  Medicine  at  Harvard. 
The  diagnosis,  except  by  the  company  doctor,  was 
'probable  scabies,  with  a chemical  dermatitis’;  he 
believed  the  ship  was  too  clean  for  scabies.  . . . 
Within  a few  days  a ship  reached  New  Orleans 
by  way  of  the  Gulf  of  Paria;  she  had  a crew 
which  was  almost  mad  with  an  itch;  she  had 
been  plagued  by  moths  in  the  Gulf.  . . . The 
American  Museum  of  Natural  History  classified 
the  pest  as  a member  of  the  genus  Hylesia.  They 
have  finely  barbed  hairs  which  detach  and  float, 
land  and  irritate.  The  diagnosis  is  ‘moth  derma- 
titis’, but  the  sailers  of  the  ships  (including  a fifth 
one  which  tried  to  clear  a channel  on  the  Maturin 
Bar)  call  it  ‘butterfly  itch’,  and  (doubtless)  quite 
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From  among  all  antibiotics,  Urologists  often  choose 


AUREOMYCIN 

Hydrochloride  Crystalline 

because  Aureomycin  concentration  is  much  higher  in  the  urine  than 
in  the  blood,  so  that  very  satisfactory  therapeutic  urinary 
levels  may  be  reached  with  moderate  oral  dosage. 

Aureomycin  appears  in  high  concentration  in  the  urine,  and 
can  be  detected  for  as  long  as  55  hours  after  a single  oral  dose 
of  0.5  to  0.7  Gm. 

Aureomycin  serum  levels  are  maintained  for  as  long  as  12 
hours  after  oral  administration,  oral  doses  of  5 to  10  mg.  per 
kilo  at  6-hour  intervals  being  adequate  for  this  purpose. 

Aureomycin  has  its  activity  greatly  increased  in  an  acid  medi- 
um, rendering  it  highly  useful  in  the  normally  acid  urine. 

Aureomycin  has  been  reported  to  be  useful  in  infections  com- 
monly seen  by  urologists,  including: 

Genitourinary  infections  caused  by  E.  coli , A.  aerogcnes,  S. 
faecalis,  paracolon  bacillus,  staphylococcus,  streptococcus, 
and  enterococcus  • Chronic  or  Resistant  Urinary  Infection* 

• Gonorrhea  • Nonspecific  Urethritis* 

Throughout  the  world,  as  in  the  United  States,  aureomycin  is 
recognized  as  a broad-spectrum  antibiotic  of  established  effectiveness. 

Capsules:  50  mg. — Bottles  of  25  and  100;  250  mg. — Bottles  of  16  and  100.  Ophthalmic: 

Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 

*When  caused  by  aureomycin-susceptiblc  organisms. 


LEDERLE  LABORATORIES  DIVISION  AMERICA*  Cftuuwud company  30  Rockefeller  Plaza,  New  York  20,  N.Y. 
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a few  other  names  not  printed  in  the  l'eport. 


How  to  be  your  own  detective,  or  what  evi- 
dence to  use  in  ESTABLISHING  THE  TIME  OF 
DEATH, — write  to  Dr.  Alan  Moritz  of  Cleveland, 
a specialist  in  pathology  and  forensic  medicine.  In 
lieu  of  a complete  list  of  tests,  remember  that 
98. 6F.,  minus  the  body's  rectal  temperature,  divid- 
ed by  1.5  equals  the  number  of  hours  that  have 
elapsed  since  death.  Roughly.  . . . This  piece  of 
news  can  break  up  a dinner  party.  (Roughly). 


Spink  of  Minneapolis,  a leading  sulfonamide 
author,  has  come  up  with  an  observation  on  an 
obscure  condition.  . . . HUMAN  LEPTOSPIROSIS 
(due  to  leptospirapomona)  has  been  diagnosed  in 


Minnesota.  Further,  it  has  recently  been  found 
in  Georgia,  Alabama,  and  Texas,  just  to  keep  us 
all  on  our  toes  (or  heels).  . . . The  leptospirais 
a cousin  of  the  one  which  causes  Weil’s  disease. 
Its  reservoir  is  in  swine,  and  it  has  been  called 
“swine-herd’s  disease.”  It  is  endemic  in  hogs  in 
the  U.  S.,  with  some  transmission  to  other  ani- 
mals, tho  the  manifestations  are  few.  ...  It  most 
often  occurs  in  males.  It  has  a febrile  onset,  with 
a plateau  of  3 to  6 days,  followed  by  a remission 
and  a second  illness.  Conjunctivitis  and  menin- 
gisms  may  occur.  It  may  be  mistaken  for  infec- 
tious monucleosis  or  for  brucellosis.  ...  It  can  be 
diagnosed  by  agglutination  in  man.  . . . Therapy 
in  the  first  stage  is  reported  to  be  effective  with 
aureomycin  or  terramycin. 


REPORT  OF  THE  DELEGATE 


House  of  Delegates 
American  Medical  Association 
June  9-13,  1952 

Before  discussing  in  brief  some  of  the  posi- 
tive actions  taken  by  the  A.M.A.  House  of  Dele- 
gates at  the  June  session  in  Chicago,  it  should 
be  mentioned  that  Atlantic  City  and  Boston  were 
chosen  for  the  annual  and  clinical  meetings  for 
the  year  1955.  The  President-Elect  is  Dr.  Ed- 
ward J.  McCormick,  of  Toledo,  the  new  Speaker 
of  the  House,  is  Dr.  James  R.  Reuling,  Bayside, 
N.  Y.,  with  a new  Vice-Speaker,  Dr.  Vincent 
Askey,  Los  Angeles.  Successor  to  the  seat  oc- 
cupied by  Dr.  McCormick  on  the  Board  of 
Trustees  is  Dr.  James  R.  McVay,  Kansas  City, 
who  for  some  years  has  been  Chairmn  of  the 
Council  on  Medical  Service.  Dr.  Paul  D.  White, 
of  Boston,  noted  cardiologist,  was  voted  A.M.A.’s 
distinguished  service  award. 

An  interesting  and  exciting  time  began  for 
the  House  of  Delegates  when  the  President  of 
the  AMA,  Dr.  John  Cline,  finished  his  address 
to  the  House  of  Delegates  with  an  attack  on  the 
motivation  of  the  Truman-appointed  group  who 
constitute  the  President’s  Commission  on  Health 
Needs  of  the  nation,  its  Chairman  being  Dr. 
Paul  Magnuson.  The  Commission  was  accused, 
thru  its  staff,  of  distorting  testimony  presented 
bv  panel  discussion  participants.  When  he  fin- 
ished, an  Illinois  delegate  presented  a resolution 
of  some  length,  suggesting  that  the  President’s 
Commission  was  an  instrument  of  “socialized 
medicine,”  and  naming  its  Chairman,  Dr.  Mag- 
nuson, “an  unwitting  captive  of  the  forces  of 
socialization.”  The  floor  was  then  taken  prompt- 
ly by  Dr.  Russell  Lee,  one  of  the  delegates,  and 
also  a member  of  the  Presidents  Commission, 
who  explained  as  best  he  could  the  functions  of 


this  Commission,  and  made  quite  an  appeal  for 
fairness  in  the  attitude  of  the  House  of  Dele- 
gates, and  warned  against  prejudgment  of  its 
true  functions. 

As  a result,  after  some  parliamentarian  mix- 
ups,  the  resolution  alluded  to  above  was  tabled 
by  vote  of  85  to  77,  and  referred  to  a reference 
committee. 

The  next  day,  Dr.  Magnuson  appeared  before 
the  reference  committee  along  with  the  mem- 
bers of  the  Board  of  Trustees,  and  many  other 
interested  delegates.  During  his  testimony,  Dr. 
Magnuson  emphatically  repudiated  Oscar  R. 
Ewing  and  his  national  health  insurance  plan, 
he  asked  that  the  AMA  not  take  precipitant 
action  in  its  judgment  of  the  President’s  Com- 
mission. Differences  over  methods  used  by  the 
Commission’s  staff  in  editing  and  digesting 
transcripts  of  panel  discussions  participated  in 
by  representatives  of  the  AMA  and  other  or- 
ganizations were  aired  thoroughly.  Dr.  Mag- 
nuson reviewed  the  events  which  lead  to  the 
establishment  of  the  Commission,  and  his  selec- 
tion by  the  President  as  its  Chairman,  and 
stated  that  the  President  took  no  exception  to 
his  statement  that  “I  will  not  have  anything  to  do 
with  anything  that  puts  more  bureaucracy  into 
American  Medicine.” 

The  statement  of  the  Chairman  of  the  Presi- 
dent’s Commission  that  the  “AMA  at  the  top 
is  political  , and  his  criticism  of  Whitaker  and 
Baxter  at  this  reference  committee  hearing  drew 
sharp  remarks  from  some  members  of  the  Board 
of  Trustees.  His  remarks  that  the  AMA  had 
become  prisoners  of  its  press  agents,  tended  to 
aggravate  a very  tense  situation. 

The  whole  matter  was  then  presented  to  the 
House  of  Delegates  the  next  day,  with  the 
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ANNUAL  PAYROLL 

- One  /Pft///on  VoZ/ars  eacZi  week  - 

FOR  ARIZONA'S  PROSPERITY 


Arizona's  growth  during  the  past  75  years  has  largely  paralleled  the  growth  of 
Arizona's  mining  industry.  True,  the  population  in  Arizona's  mining  camps  has  not 
grown  proportionately  with  the  population  in  Arizona's  valleys.  But  payrolls  have 
constantly  increased,  and  today  Arizona's  mining  camps  provide  payrolls  which 
bring  prosperity  to  the  merchants  and  suppliers  thioughout  the  whole  state. 

At  open  pit  mines,  this  payroll  consists  of  shovel  runners,  truck  drivers,  drill 
operators,  railroad  men,  concentrator  operators  and  smelter  men,  together  with  the 
usual  complement  of  surface  men,  machinists,  pipe  men,  engineers  and  office  men. 
Miners  and  muckers,  pipe  men,  track  men,  motormen,  timber  men,  hoist  men  oper- 
ate the  underground  mines  with  the  necessary  surface  labor.  These  men  draw 
higher  wages  than  any  other  Arizona  grouping  in  the  U.  S.  Employment  reports. 

With  this  large  payroll,  Arizona's  mining  industry  maintains  produc- 
tion at  a level  the  value  of  which  exceeds  that  of  any  other  state  in 
the  union  — a vital  contribution  to  America's  defense  effort  and  a 
definite  part  of  the  American  way  of  life. 

The  mining  industry  payroll  supports  the  mining  camps  of  Arizona — those  com- 
munities where  life  is  pleasant  for  those  living  there.  At  Ajo  and  Bisbee,  Globe  and 
Miami,  Ray  and  Hayden,  Morenci,  Superior,  Inspiration  and  Douglas — and  all  of  the 
other  towns  in  Arizona  where  mine  employes  live — will  be  found  the  conveniences 
of  modern  American  life.  Good  roads  lead  to  more  populous  centers  and  mer- 
chants in  every  town  profit  from  the  mining  industry  payroll. 

The  payroll  in  1951  amounted  to  $52,308,388.00  the  largest  portion  of  which  was  spent 
in  Arizona,  adding  materially  to  Arizona's  prosperity.  For  the  past  five  years,  the 
mining  industry  in  Arizona  has  paid  $228,134,997.00  to  its  employes  in  this  state. 

To  perpetuate  these  payrolls  in  the  future,  the  mining  industry  is 
constantly  spending  further  vast  sums  of  money  searching  for  and 
developing  new  properties  such  as  San  Manuel.  Silverbell.  Copper 
Cities.  Bisbee  and  the  asbestos  and  manganese  deposits  over  the  state. 


Arizona  Small  Mine  Operators  Association.  60  Councils  in  1 1 Arizona  counties,  3800  members; 

American  Smelting  4 Refining  Company.  Hayden,  Patagonia  and  Silverbell;  Bagdad  Copper  Cor- 
poration, Hillside;  Castle  Dome  Copper  Company.  Miami;  Copper  Cities  Mining  Company.  Miami; 
Eagle  Picher  Mining  & Smelting  Company.  Sahuarita;  Inspiration  Consolidated  Copper  Company. 
Inspiration;  Kennecott  Copper  Corporation.  Ray  Mine.  Ray.  Magma  Copper  Company,  Superior; 
Miami  Copper  Company.  Miami,  Phelps  Dodge  Corporation,  Bisbee,  Douglas,  Ajo,  Morenci,  Jerome. 
Sam  Knight  Mining  Lease.  Christmas,  Shattuck  Denn  Mining  Corporation.  Iron  King  Mine.  Hum- 
boldt; St  Anthony  Mining  & Development  Company.  Tiger,  Arizona  Asbestos  Producers  Associa- 
tion. Globe;  Wenden  Manganese  Producers  Association,  Wenden. 
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President  and  new  President,  Drs.  Cline  and 
Bauer  denying  the  charges  as  to  the  Whitaker- 
Baxter’s  past  authority,  emphasizing  that  the 
Board  of  Trustees  has  always  endorsed  any  move 
made  by  these  public  relations  employees,  and 
assumed  full  responsibility  for  all  measures 
which  they  took  to  combat  national  health  in- 
surance. In  his  second  address  to  the  House, 
Dr.  Bauer  said  “But  for  Whitaker  and  Baxter, 
and  their  campaign,  we  would  now  be  under 
Oscar  Ewing.”  When  the  question  was  called 
for  before  the  House,  on  the  passage  of  a reso- 
lution expressing  confidence  in  the  conduct  of 
the  officers  and  trustees  in  their  activities  deal- 
ing with  the  Commission  on  Health  Needs, 
there  was  almost  a unanimous  yes  vote.  The 
resolution  as  finally  passed  refrains  from  any 
attack  on  the  Presidents  Commission;  while,  on 
the  other  hand,  it  indorses  the  charges  of  poli- 
tical motivation  for  its  creation  by  the  Presi- 
dent, that  was  lodged  by  the  AM  A officers  and 
board  of  trustees.  For  a full  context  of  the 
remarks  of  President  Cline  on  the  subject 
of  the  Presidents  Commission,  the  members  are 
urged  to  read  them  in  the  A.M.A.  Journal,  issue 
of  June  28,  1952,  on  page  855,  together  with  the 
content  of  the  original  resolution  presented  by 
Dr.  Furey,  of  Illinois,  and  the  report  of  the 
Reference  Committee  on  Legislation  and  Public 
Relations,  both  contained  on  page  857  of  the 
same  issue. 

The  House  of  Delegates  also  registered  op- 
position to  section  3 of  House  Bill  7800  in  the 
national  congress,  which  was  to  be  before  the 
House  for  vote  a few  days  following  the  close 
of  our  convention.  It  can  be  said  at  this  writ- 
ing that  the  House  did  pass  the  original  H.B. 
7800  under  suspension  of  the  rules  in  quick  time 
soon  after  adjournment  of  our  convention,  in 
spite  of  protests  on  the  part  of  AMA.  The 
original  bill,  as  passed  by  the  House,  contained 
the  controversial  Section  3 which  provides  for 
the  establishment  of  the  administrative  machin- 
ery to  determine  permanent  and  total  disability 
among  potential  beneficiaries  under  the  Old- 
Age  and  Survivors  Insurance  provisions  of  the 
Social  Security  Act.  The  senate  had  previously 
passed  this  bill,  eliminating  Section  3 in  its 
entirety,  so  when  the  House  passed  it  with  this 
Section,  conference  committees  between  both 
Houses  were  set  in  motion,  with  the  result  that 
compromises  finally  adopted  set  up  a law  that 
is  most  confusing.  The  AMA  opposition  to  Sec- 


tion 3 of  this  law  springs  from  the  fact  that  it 
would  extend  an  unwarranted  degree  of  power 
to  the  Federal  Security  Administrator,  who 
would  make  regulations  for  medical  examina- 
tions to  determine  disability  of  that  section  of 
our  citizens  affected,  and  would,  in  substance, 
place  another  segment  of  our  population  under 
socialized  medical  care,  with  Oscar  Ewing  at 
the  helm  to  steer  its  course. 

As  a result,  between  Senate  and  House  con- 
ference committees,  compromise  legislation  on 
Social  Security  Amendments  (H.R.  7800,  July 
5,  was  adopted.  The  A.M.A.  did  not  oppose 
any  of  the  sections  of  this  bill,  except  section 
3,  and  in  passage  of  the  law,  this  section  was 
revised  to  retain  ‘waiver  of  premiums’  and  to 
provide  ‘medical  determination  of  permanent 
and  total  disability  at  the  State  rather  than  at  the 
Federal  level.  However,  confusion  over  this 
section  arises,  since  section  3 is  wholly  inopera- 
tive as  it  will  expire  automatically  June  30,  1953, 
which  is  one  day  set  by  the  law  that  was  passed 
before  anybody  can  make  application  for  the 
benefits  anticipated,  or  as  of  July  1,  1953.  Such 
being  the  case,  with  the  effective  and  the  cut- 
off dates  being  nearly  simultaneous,  it  is  alto- 
gether possible  for  the  new  Congress  to  hold 
further  hearings  next  year  and  draft  new  amend- 
ments, if  found  desirable,  before  the  effective 
date  July  1,  1953. 

Section  3 of  this  bill,  as  finally  enacted  pro- 
vides that  disability  determinations  as  antici- 
pated, shall  be  made  by  a state  agency  “pursuant 
to  agreements  entered  into  with  the  Federal 
Security  Administrator,  rather  than  the  Federal 
Government,  but  as  stated  above,  the  net  result 
of  the  bill’s  language  by  compromise  will  lead  to 
much  confusion  the  way  it  is  now  set  up.  Quot- 
ing from  the  Law,  in  repetition,  thus  “Provision 
is  made  that  no  application  for  the  purposes 
of  section  3 shall  be  accepted  prior  to  July  1, 
1953,  with  a final  sentence  of  the  section  provid- 
ing that  all  of  the  provisions  included  therein 
shall  cease  to  be  in  effect  as  of  June  30,  1953. 
One  can  then  see  that  the  net  result  of  this 
anomalous  wording  will  be  to  provide  for  an 
expiration  date  of  section  3 on  the  day  pre- 
ceding the  acceptable  date  for  receiving  appli- 
cations from  the  Old-agers  and  Survivors.  It 
would  suggest,  therefore,  that  further  legislative 
action  must  be  taken  before  such  provisions  can 
be  made  workable,  or  adopted  into  permanent 
law.  Perhaps  Congress,  in  passing  the  law  with 
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such  ambiguity,  just  before  its  adjournment,  has 
tied  a ribbon  around  one  of  its  fingers  for  the 
purpose  of  reminding  itself  that  hearings  should 
be  held  on  this  entire  matter  sometime  before 
June  30,  1953,  for  the  purpose  of  adjudicating 
proper  administration  of  this  act.  If  so,  repre- 
sentatives of  the  A.M.A.  will  be  there  as  an 
interested  party  in  helping  Congress  decide  how 
evidence  of  permanent  disability  should  be  ob- 
tained, who  will  obtain  it,  under  what  circum- 
stances and  by  whom,  and  whether  or  not  pro- 
visions as  contained  under  section  3 should  be 
adopted  at  all  permanently. 

The  House  of  Delegates  again  emphasized  by 
adoption  of  a resolution  its  desire  that  Congress 
adopt  the  features  contained  in  the  revised 
Keogh-Reed  Pension  Bills  for  physicians,  lawyers, 
fanners,  and  other  types  of  the  self-employeed. 
These  bills,  which  would  establish  a voluntary 
pension  plan  for  the  self  employed,  including 
physicians,  have  been  revised  considerably,  and 
the  authors  of  the  bills  feel  that  these  bipartisans 
bills  will  be  passed  eventually.  In  this  report, 
it  seems  advisable  to  list  the  new  features  of 
the  revised  bills,  the  ones  introduced  by  Mr. 
Keogh  and  by  Mr.  Reed  are  identical,  so  these 
revisions  apply  to  both  HR  8390  and  HR  8391. 
They  are  as  follows  ( 1 ) A lifetime  limit  of 
$150,000  on  the  total  amount  which  an  eligible 
taxpayer  could  exclude  from  taxable  income  for 
the  purpose  of  saving  for  his  old  age;  (2)  elig- 
ible taxpayers  now  over  age  55  could  exclude 
more  than  the  limits  of  $7,500  or  10  per  cent 
of  earned  income,  whichever  is  the  lesser;  (3) 
only  the  self-employed  and  persons  not  covered 
by  private  or  public  employer-employee  pen- 
sion plans  are  eligible;  (4)  the  amounts  ex- 
cluded from  current  taxable  income  could  be 
invested  either  in  a restricted  trust  fund  or  a 
restricted  retirement  annuity  issued  by  an  in- 
surance company;  (5)  a carry-over  of  unused 
exclusions  for  a period  of  not  more  than  five 
years;  and  (6)  no  withdrawals  until  age  65 
(changed  from  age  60)  unless  totally  disabled 
for  more  than  three  months. 

In  addition  to  adopting  a resolution  support- 
ing the  leadership  of  the  AMA  on  the  Presi- 
dent’s Commission  on  the  Health  Needs  of  the 
Nation  and  defending  its  stand  on  Section  3 of 
H.B.  7800,  stating  that  this  is  a “flagrant  attempt 
to  railroad  thru  congress  a provision  to  aid 
the  socialization  of  medicine”,  thru  extension 
of  the  “power  and  authority  of  the  Federal  Se- 


curity Administrator”,  the  House  of  Delegates 
adopted  further  resolutions  on  other  questions 
of  national  significance,  as  follows:  (1)  voted 
organizational  neutrality  in  Presidental  or  other 
political  campaigns,  but  urged  doctors  to  take 
an  active  part  in  political  affairs  of  their  com- 
munities, state  and  nation,  (2)  supported  pro- 
posed amendments  to  the  United  States  Con- 
stitution whereby  Congress  will  be  limited  with 
a ceiling  upon  its  Federal  taxing  power;  (3) 
endorsed  the  move  to  restrict  the  treaty-making 
authority  of  the  President  of  the  United  States; 
(4)  it  rejected  by  resolution  Senate  Bill  1140, 
which  would  provide  for  a Federal  Department 
of  Health,  and  suggested  instead,  the  formation 
of  a Board  of  Hospitalization  as  a coordinating 
body.  It  is  of  interest  to  note  that  one  week 
previously,  the  Senate  Committee  on  Govrn- 
ment  Operations  did  spike  S.B.  1140,  and  voted 
to  support  S.B.  3514  which  would  set  up  a Fed- 
eral Board  of  Hospitalization.  Policy  level  con- 
ferences will  be  held  between  the  AMA  and  the 
American  Legion,  two  organizations  that  sup- 
port the  plan,  advocated  by  S.B.  3314,  in  prin- 
ciple. 

The  House  also  approved  the  report  of  the 
National  Educational  Campaign  Committee  of 
the  AMA  which  recommended  its  dissolution 
at  the  end  of  1952,  and  separation  of  Whitaker 
and  Baxter  at  the  same  time,  “barring  a reversal 
in  the  general  elections  in  November  of  this 
year.”  It  adopted  also,  a proposal  by  one  of 
the  delegates,  who  is  a member  of  the  Presi- 
dent’s Commission  on  the  Health  Needs  of  the 
Nation,  that  the  AMA  set  up  its  own  commission 
on  national  health  needs  to  carry  on  the  work 
that  will  be  terminated  by  the  Magnuson  com- 
mission upon  dissolution  at  the  end  of  this 
year. 

The  special  committee  of  the  House,  known 
as  the  Federal  Medical  Service  Committee,  made 
a progress  report,  lacking  in  specific  recom- 
mendations, on  its  study  of  two  important  mat- 
ters, namely,  medical  and  hospital  benefits  for 
dependents  of  servicemen,  and  for  war  veterans 
having  non-service-connected  disabilities.  No 
further  action  was  taken  in  urging  governmental 
utilization  of  Blue  Cross  and  Blue  Shield  plans 
for  medical  care  of  dependents.  Further  re- 
ports by  this  important  committee  are  antici- 
pated at  the  December  Clinical  Session  at  Den- 
ver in  December. 

The  report  of  the  AMA  Committee  on  Blood 
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Banks  was  adopted.  For  the  future,  the  report 
invokes  a new  survey  of  the  nation’s  blood  banks 
to  be  done  this  fall,  it  states  that  plasma  pro- 
cessing plants  are  not  being  supplied  to  capacity, 
it  endorses  the  non-profit  policy  in  the  distribu- 
tion of  whole  blood,  and  urges  this  be  con- 
tinued meticulously,  and  calls  attention  to  the 
fact  that  some  variation  is  understandable  in 
service  charges  made  by  hospitals  and  blood 
banks,  and  calls  attention  to  the  “extremes  of 
charges  now  observed  seem  inexplicable”,  and 
if  there  is  any  profit  making  it  should  be 
stopped.  The  report  emphasized  the  importance 
of  blood  procurement  programs  receiving  the 
approval  of  the  local  or  state  medical  societies, 
and  stressed  that  efforts  should  he  made  to 
avoid  friction  in  borderline  areas  between  two 
existing  programs. 

Previously,  the  House  of  Delegates  had  ap- 
proved the  appointment  by  the  Board  of  Trus- 
tees of  a special  advisory  committee  of  lay  per- 
sons to  consult  with  them  on  matters  requiring 
opinions  of  non-medical  leaders  in  American 
business  life.  At  this  session,  the  House  approved 
the  creation  of  any  number  of  advisory  bodies 
by  the  Board  in  accordance  with  the  needs, 
These  bodies  will  be  named  to  serve  on  special 
projects  or  programs  in  the  future,  and  if  the 
members  wish,  will  serve  anonymously,  in  or- 
der that  they  might  be  spared  publicity  or 
pressure. 

Upon  suggestion  of  the  retiring  President,  Dr. 
Cline,  the  House  authorized  the  Board  of  Trus- 
tees to  name  a committee  to  consult  with  the 
American  Osteopathic  Association,  with  particu- 
lar reference  to  utilization  of  M.D.’s  as  instruc- 
tors in  schools  of  osteopathy. 

At  the  present  time,  it  seems  that  a number 
of  doctors  of  medicine  are  serving  as  teachers 


SITUATIONS  WANTED 

GENERAL  SURGEON  — desires  congenial  associ- 
ation individual  or  group  in  Arizona.  Well  trained, 
experienced  all  phases  general  surgery.  Just  finished 
five  years’  residency;  Part  I Board;  three  years’  gen- 
eral practice;  five  years’  Army;  Industrious,  amicable, 
willing  to  work.  Married;  39;  Catholic.  Eager  to 
establish  home  in  permanent  location.  Desire  inter- 
view. 

Write:  Karl  Kastl,  M.  D.;  422  Bryn  Mawr  Ave., 
Bala-Cynwyd,  Pennsylvania. 


in  these  schools,  altho  such  duties  are  in  viola- 
tion of  the  AMA’s  code  of  ethics.  It  is  antici- 
pated that  the  Committee  of  the  Board  will 
also  discuss  means  and  methods  of  assisting 
schools  of  osteopathy  in  their  teaching  programs, 
certification  of  their  hospitals,  and  other  mat- 
ters of  mutual  interest,  providing,  of  course, 
that  the  Osteopathic  profession  is  receptive  to 
this  friendly  gesture. 

Other  matters  in  brief  adopted,  as  follows. 

1.  Dues  of  the  AMA  will  be  twenty-five  dol- 
lars continued  for  next  year. 

2.  Fellowship  in  the  AMA  finally  abolished, 
henceforth  only  one  type  of  membership  will 
prevail,  that  as  a member  of  the  AMA. 

3.  A move  for  certification  of  clinical  psychol- 
ogists was  rejected,  and  the  question  referred 
to  the  Council  on  Medical  Education  and  Hos- 
pitals. 

4.  A group  of  identical  resolutions  urging 
establishment  of  a specialty  board  in  microbiol- 
ogy failed  of  approval.  The  House  accepted 
the  reference  committe’s  report  of  disapproval 
based  on  the  premise  that  American  specialty 
boards  should  be  for  MD’s  alone. 

5.  A resolution  dealing  with  the  eligibility  of 
Negro  physicians  for  membership  in  state  and 
local  medical  societies  was  referred  to  the  Board 
of  Trustees,  not  voted  upon  by  the  House. 

Your  Delegates  had  the  pleasure  in  company 
with  our  Executives  Secretary,  Mr.  Robert  Car- 
penter, of  attending  all  sessions  of  the  House 
of  Delegates,  as  well  as  serving  on  the  Refer- 
ence Committee  on  Reports  of  the  Board  of 
Trustees  and  Secretary;  besides  attending  sev- 
eral meetings  of  the  Council  on  Medical  Service, 
of  which  he  is  a member. 

Respectfully  submitted 

J.  D.  Hamer,  M.D.,  Phoenix  , Arizona 


MAY  I REPRESENT  YOU 
Investments  - Property  Management  - Insurance 

• • • 

L.  L.  STEWARD,  BROKER 

Phoenix,  Arizona 

1414  E.  McDowell  Road-Phone  ALpine  4-1636 
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QWion  quiz 

Do  ijou  know  fKc  answers? 


Q.  What  must  doctors  do  to  re- 
ceive HBA  payment  for  surgi- 
cal bill  fees? 

A.  Simply  fill  out  and  send  the 
Association  a convenient  HBA 
bill  form  which  is  available 
for  this  purpose. 

Q.  Must  anesthetists  send  the 
HBA  a bill  for  services? 

A.  Definitely.  Otherwise  the  As- 
sociation will  make  payment 
on  the  assumption  that  the 
operation  lasted  no  more  than 
one  hour. 

Q.  How  frequently  does  the  HBA 
pay  doctors'  bills? 

A.  Every  working  day  of  every 
month  so  that  physicians  will 
not  have  to  wait  for  their  fees. 

Q.  How  long  does  it  take  for  doc- 
tors to  receive  their  fees? 

A.  When  information  is  complete 
and  the  patient’s  membership 
is  in  order,  all  bills  are  paid 
within  five  days. 

Q.  Can  doctors  help  speed  up 
HBA  payment  for  their  fees? 

A.  Yes — by  promptly  billing  the 
Association  and  by  giving 
necessary  data  in  standard 
medical  nomenclature. 

Q.  What  standard  does  the  HBA 
use  in  paying  surgical  fees? 

A.  It  was  taken  from  the  Arizona 
Industrial  Commission’s  sched- 
ule of  surgical  benefits. 

Q.  Do  HBA  members  have  a free 
choice  of  doctors  and  hospitals? 

A.  Yes.  Association  members  may 
go  to  any  licensed  physician 
(M.  D.)  or  hospital  anywhere 
in  the  world. 


Anesthetists  and  Surgeons 
Can  Help  Speed  Payments 
By  Prompt  Billing  to  HBA 

Faster  Statements  From  Physicians 
Means  Faster  Pay  From  Association 


The  Hospital  Benefit  Association  is  doing  everything  possible  to 
maintain  its  long-standing  policy  of  paying  surgeons’  and  anesthe- 
tists’ fees  promptly — with  a minimum  amount  of  “paper  work”  for 
doctors.  Recently  the  Association’s  Underwriting  Department  was 
expanded  in  our  new  Phoenix  location  for  just  this  purpose. 

Doctors  themselves  can  help  us  maintain  this  record — and  thus 
receive  speedy  payment  for  their  services — by  promptly  sending  the 
Association  their  bills  together  with  the  information  needed  to 
process  claims. 

Surgeons  need  only  to  fill  out  a simplified  HBA  bill  form  which 
is  available  for  this  purpose.  It  lists  all  needed  information,  and 
past  experience  shows  that  additional  data  is  neded  only  in  3% 
to  4%  of  the  total  claims  handled. 

Anesthetists,  especially,  can  speed  up  full  payment  for  their  serv- 
ices by  sending  us  a statement  showing  the  patient’s  name,  his  HBA 
Membership  Number,  the  service  rendered,  and  the  fee.  Unless 
we  receive  this  statement  directly,  the  Association  must  assume 
that  the  operation  lasted  no  longer  than  one  hour. 

HBA  Pays  Every  Working  Day. 


Payments  are  made  every  working  day  of  every  month  so  that 
doctors  won’t  have  to  wait  for  their  fees.  And  no  bill  remains  in  our 


Physicians'  Use  Of 
Standard  Nomenclature 
Avoids  Paying  Delay 

The  schedule  of  Surgical  Bene- 
fits of  the  Hospital  Benefit  Asso- 
ciation was  taken  from  the  sched- 
ule of  the  Arizona  Industrial 
Commission. 

If  the  physician  uses  the  same 
wording  as  this  schedule  in  filling 
out  the  Association’s  bill  form, 
any  question  of  eligibility  is  elim- 
inated and  payments  can  be  made 
without  delay. 

However,  if  an  operation  is  per- 
formed that  is  not  listed  in  the 
schedule,  the  Association  requests 
physicians  to  use  standard  medi- 
cal nomenclature  when  their 
statements  are  submitted.  This, 
too,  will  cut  down  on  delays 
caused  by  lack  of  information. 


office  more  than  five  days  if  state- 
ments are  complete  and  the  pa- 
tient’s membership  is  in  order. 

It  helps  everyone  when  we  get 
all  bills  promptly  and  all  bills 
on  one  claim  can  be  paid  at  the 
same  time. 

The  Hospital  Benefit  Associa- 
tion automatically  sends  a state- 
ment form  to  the  patient  to  be 
given  to  the  surgeon.  However, 
many  doctors  prefer  to  keep  a 
supply  on  hand.  We  will  be  glad 
to  send  them  to  you.  Write  us 
at  either  First  Street  at  Willetta, 
Phoenix,  or  706  Valley  National 
Bldg.,  Tucson. 

Our  policy  of  prompt  payment 
brings  satisfaction  to  doctors  and 
our  members,  alike.  And,  ob- 
viously, the  greater  the  satisfac- 
tion brought  by  plans  like  the 
Hospital  Benefit  Association,  the 
less  chance  socialized  medicine 
has  of  succeeding. 
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REQUESTED  BY  THE  F.B.I.  THAT  WE  PRINT 
THE  FOLLOWING: 


CLARENCE  GEORGE  SUTHERLAND 

White,  male,  born — 6/9/12,  Peoria,  Illinois,  Height 
5'10"  to  6'  Weight  175  to  210  lbs.  Build — Heavy 
with  erect  carriage  and  broad  shoulders.  Hair — 
Black,  curly,  graying  at  temples.  Eyes — Brown, 
Complexion — Dark,  Occupation — Used  Car  Sales- 
man, Clerk,  Truck  Driver. 


WANTED  BY  THE  FBI 

Printed  by  request 

CLARENCE  GEORGE  SUTHERLAND,  witli 
aliases  PAT  SUTHERLAND,  “RAKEHANDLE” 
SUTHERLAND 

INTERSTATE  TRANSPORTATION  OF 
STOLEN  MOTOR  VEHICLE 
CLARENCE  GEORGE  SUTHERLAND, 
while  employed  as  a Used  Car  Salesman,  Ft. 
Lauderdale,  Florida,  took  a 1949  Chrysler  Wind- 
sor Convertible  from  the  owner  under  an  agree- 
ment to  sell  at  the  used  car  lot  where  he  was 
employed  and,  if  not  sold  within  10  days,  it 
would  he  returned  to  the  owner.  The  automo- 
bile was  never  placed  on  the  lot  and  SUTHER- 
LAND, accompanied  by  a girl  friend,  traveled  in 
the  car  to  Atlanta,  Georgia,  In  July  of  1950. 
At  Atlanta,  SUTHERLAND  abandoned  the  girl 
and  disappeared  with  the  car. 

On  August  4,  1950,  a Federal  complaint  was 
filed  at  Miami,  Florida,  charging  SUTHER- 
LAND with  the  interstate  transportation  of  a 
stolen  motor  vehicle.  SUTHERLAND  has  no 
known  prior  criminal  record. 

SUTHERLAND  was  inducted  into  the  United 
States  Army,  December  7,  1943,  at  Chicago, 
Illinois.  He  received  a disability  discharge  on 
April  4,  1944,  because  of  asthma  and  was  de- 
clared totally  unfit  for  military  service.  To  date 
no  record  has  been  located  of  his  having  re- 


ceived treatment  at  a Veterans  Hospital.  It  is 
believed  he  may  have  sought  private  treatment 
in  view  of  his  being  wanted. 

SUTHERLAND  is  described  as  white,  male, 
age  40,  born  June  9,  1912,  Peoria,  Illinois, 
height  5T0”  to  6’,  weight  175  to  210  lbs.,  build 
heavy  with  erect  carriage  and  broad  shoulders, 
hair  black,  curly,  graying  at  temples,  eyes  brown, 
complexion  dark,  occupation  Used  Car  Sales- 
man, Clerk,  Truck  driver. 

Any  person  having  information  which  may 
assist  in  locating  SUTHERLAND  is  requested 
to  immediately  notify  the  Director  of  the  Fed- 
eral Bureau  of  Investigation,  United  States  De- 
partment of  Justice,  Washington,  D.  C.,  or  the 
Special  Agent  in  Charge  of  the  division  of  the 
Federal  Bureau  of  Investigation  nearest  his  city, 
the  address  and  telephone  number  of  which 
appear  in  the  front  pages  of  the  local  telephone 
directory. 


• WHEEL 
CHAIRS 

HOSPITAL 
& PORTABLE 


• I N VA  L I D 
WALKERS 

ADULT  & CHILD  SIZE 

OXYGEN  THERAPY  SERVICE 
Phone  ALpine  8-7511 
Phoenix,  Arizona 
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T"*  Prescription  . . . 

•“T  Insured  Safety 

DYE  MEDICAL  & OXYGEN 
SUPPLY  COMPANY 

OFFERS 

The  Newest  in  Oxygen  Therapy  Equipment 

* ^ i 

Exclusive  Distributors  for  MSA  Pneophore 

4 

ARIZONA’S  OLDEST  AMO  LARGEST  SAVINGS  AND  LOAN 

Exclusive  Distributors  for  Expendo 
Plastic  Mask  & Cannula 

/FIRST  FEDERAL 

Distributors  of  Medicinal  Gases  to 

Hospitals 

L JOSEPH  G.  RICE,  CHAIRMAN  OF  THE  BOARD  AND  PRESIDENT 

30  W.  Adams  St.,  Phoenix  • Orange  at  Fourth  Ave.,  Yumo 

Quality,  Promptness  and  Efficiency 
combined  with  the  lowest  prices  to 
Doctors  and  patients  in  Phoenix 

1 ACCOUNTS  INSURED  j 

fcy  (Re  Feiietol  Saving*  & Lnoft  tn»vf<»K;a  Ca/poratioa 

24  HOUR  SERVICE 

3332  W.  McDowell  Road 

3311  North  Central  Ave.,  Phoenix 

Phoenix.  Arizona 

Plenty  of  Free  Parking 

ALpine  8-5341,  ALpine  8-5342, 

ALpine  8-5343 

"Every  Need  For  the  Sick  Room" 

1 1 

i 

Rainbow  lAJater 


A constantly  reliable  bottled  water  . . 
Pure  . . . Fresh  . . . Naturally  Soft 
Untreated  . . . Sterilized  Equipment 
Delivered.  Also  Distilled  Water. 


PHONE  2-4645 

☆ 

RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 


WHEN  AN  ORTHOPEDIC 
MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 
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Auxiliary 


Mrs.  Ruth  E.  Schoffman 


INAUGURAL  ADDRESS 

There  is  probably  no  moment  more  earnestly 
sobering  than  stepping  into  a responsible  posi- 
tion, and  realizing  fully  that  upon  ns  has  been 
placed  the  privilege  as  well  as  the  responsibility 
of  an  organization. 

We  are  an  Auxiliary  to  a parent  organization 
set  up  just  30  years  ago  to  extend  the  aims  of 
the  medical  profession  to  all  organizations  which 
look  to  the  advancement  of  health  and  health 
education;  also  to  cultivate  friendliness  among 
the  families  of  the  medical  profession  to  insure 
a unity  in  our  lives.  Our  purpose  has  not 
changed,  but  the  magnitude  has. 

Our  American  heritage,  priceless  beyond 
question,  gives  ns  certain  rights  as  individuals. 
We  share  the  obligation  to  guard  these  attri- 
butes zealously. 

The  evolution  of  human  society  produces  the 
need  for  each  of  us  to  give  of  ourselves  in  an 
individual  way.  The  union  of  such  giving  has 
helped  this  Auxiliary  to  accomplish  its  present 
position  as  a truly  worthy  organization  in  Amer- 
ican Society. 

In  the  progression  of  our  growth  we  gather 
knowledge,  one  from  another,  as  to  how  work 
may  be  done  to  better  advantage.  Through 
ACTIVE  MEMBERSHIP,  the  individual  learns 
to  know  the  needs  of  the  local  group,  local 


groups  carry  through  in  aiding  the  State  ettort, 
and  the  State  groups  join  to  form  one  integral 
Auxiliary  capable,  at  this  point,  of  meeting 
National  needs. 

The  scope  ot  work  to  he  done  is  unsuspected 
by  many.  It  opens  an  opportunity  for  every 
member,  and  every  eligible  member,  in  the  ex- 
pression of  its  interests  and  its  goals. 

During  this  year’s  work  may  we  enjoy  the 
giving  of  our  time  and  effort  toward  attaining 
those  objectives  outlined  for  us— may  each  doc- 
tor’s wife  alert  and  conscious  of  her  direct  re- 
sponsibility as  a unit,  merge,  so  willingly  and 
generously  into  the  total  that  those  objectives 
are  completed,  and  ever  remembered  as  noble 
accomplishments  in  human  relations. 

The  program  for  the  year  titled  “Working 
Together  for  Health,”  as  outlined  for  National, 
increases  in  its  requirements,  the  obligations  on 
each  local  and  State  unit.  It  asks  that  our  in- 
terest and  participation  in  Nurse  Recruitment 
be  continued  and  increased;  it  requests  co- 
operation with  Civil  Defense  Promotion;  it  em- 
phasizes due  consideration  on  all  Public  Health 
issues  in  so  far  as  we  are  able  to  encompass 
them;  it  encourages  a current  knowledge  of 
Auxiliary  work  through  factual  and  usable  in- 
formation obtainable  in  the  Bulletin,  Today’s 
Health,  and  Arizona  Medicine. 

Speaking  for  the  new  Board  and  myself,  we 
join  you  and  freely  give  to  you  our  cooperation 
this  year.  I trust  that  with  all  of  our  unified 
efforts  we  may  prove  worthy  of  the  faith  shown 
in  us  by  the  Arizona  Medical  Association. 

Ruth  E.  Schoffman 

State  President,  Phoenix,  Arizona 


TUCSON  BRACE  SHOP 

Orthopedic  Appliances 

Braces,  Limbs,  Belts,  Trusses 
Arch  Supports  and  Repairing 

Phone  3-4581  805  E.  Broadway 

Tucson.  Arizona 
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Medical  Arts  Bldg.  Telephone 

543  E.  McDowell  Rd.  ALpine  8-1601 


*Dc<Z6fjta<itic 


A Complete  Analytical  and  Laboratory  Service  To  The  Medical  Profession  of  Arizona 


Protein  Bound  Iodine 
Blood  Cholinesterase 
17-Ketosteroids 
Corticosteroids 
Phophatases 

Vitamin  Determinations 

Blood  Volume 

Blood  pH  Values 

Electrolytes 

Toxicology 

Autopsies 

Papanicolaou  Stains 
Liver  Function  Tests 
Porphyrins 


Streptolysin  Titres 
Rh  Antibody  Titres 
Quantitative  Serology 
Heterophile  Titres 
Autogenous  Vaccines 
Hematology 
Bacteriology 
Parasitology 
Gastric  Analysis 
Friedman  Tests 
Frog  Pregnancy  Tests 
Mycology 

Enzyme  Chemistry 
Spectroscopic  Analysis 


Radiography 

Pelvimetry 

Electrocardiography 

Basal  Metabolism 

Vital  Capacity 

Salpingograms 

Cholecystograms 

Bronchograms 

Gall  Bladder  Series 

G.I.  Series 

Pyelograms 

Myelograms 

Cystograms 

Electrometric  Analysis 


Maurice  Rosenthal,  M.D. 
Diplomate,  American 
Board  of  Pathology 


Radiology  by  a Qualified 
Radiologist 


George  Scharf,  M.D. 
Diplomate,  American 
Board  of  Pathology 


Refresh... add  zest 
to  the  hour 
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Industrial  Relations  Committee 
1952  Annual  Report 

During  this  fiscal  year,  the  Industrial  Rela- 
tions Committee  appointed  by  our  President, 
Dr.  Southworth,  has  consisted  of  two  general 
surgeons,  Dr.  Carl  H.  Gans  of  Morenci  and  Dr. 
Zenas  B.  Noon  of  Nogales;  one  psychiatrist,  Dr. 
William  B.  McGrath  of  Phoenix;  and  two  ortho- 
pedic surgeons,  Dr.  John  R.  Schwarzmann  of  Tuc- 
son and  myself.  When  this  report  was  written 
on  March  5,  1952,  this  committee  had  met  for  a 
full  day  each  month  for  six  months  in  an  effort 
to  revise  the  fee  schedule  of  the  Industrial  Com- 
mission of  Arizona  in  order  to  make  this  fee 
schedule  more  complete,  more  fitting  to  present 
economic  conditions,  and  to  correct  some  de- 
finite irregularities  existing  in  the  old  fee  sched- 
ule which  became  effective  June  1,  1947.  A 
further  report  on  this  phase  of  the  activities  of 
the  Industrial  Relations  Committee  will  be 
given  at  the  general  sessions  of  the  annual 
meeting  of  the  Arizona  Medical  Association,  Inc. 

This  committee  has  arbitrated  several  minor 
disputes  between  members  of  this  association 
and  the  Industrial  Commission  of  Arizona  re- 
garding prices  charged  by  the  former  for  care 
of  Industrial  Commission  patients.  These  inves- 
tigations have  convinced  this  committee  that 
most  Industrial  Commission  bills  are  prepared 
by  the  doctor’s  secretary  and  that  the  billing 
forms  are  signed  by  the  doctors  without  their 
reading  or  checking  them.  For  example,  cer- 
tain doctor’s  secretaries  have  attempted  to  charge 
the  Industrial  Commission  for  blood  transfu- 
sions which  were  given  by  hospital  personnel, 
the  attending  physicians  having  no  part  in  the 
procedure  other  than  ordering  it  done.  Such 
errors  could  be  rectified  by  the  doctors  reading 
over  the  billing  forms  before  signing  them. 

In  a few  cases,  doctors  have  billed  the  Com- 
mission far  in  excess  of  the  fee  schedule  for 
surgical  procedures  justifying  this  by  relating 
excellence  of  their  work  which  resulted  in  early 
restoration  of  the  patient  to  full  working  status 
with  minimal  partial  permanent  disability.  It 
is  unfortunate  that  there  is  no  provision  for  extra 
pay  for  such  superb  work,  but  there  is  no  such 
provision  so  the  fee  must  be  as  per  schedule. 
That  is  the  understanding  when  the  doctor  elects 
to  take  on  an  Industrial  Commission  case. 

The  above  activities  have  been  carried  out  by 
the  Industrial  Relations  Committee  which  re- 


ceives no  remuneration.  The  members  of  this 
Industrial  Relations  Committee  have  also  met 
on  the  average  of  at  least  one  full  day  each 
month  as  the  “Medical  Advisory  Board”  of  the 
Industrial  Commission  of  Arizona,  appointed 
by  the  Industrial  Commission  to  review  vari- 
ous medical  cases  presented  to  it  by  the  Indus- 
trial Commission.  For  this  service,  the  mem- 
bers of  the  Board  receive  payment  from  the 
Industrial  Commission  of  Arizona.  This  Board 
has  no  power  other  than  to  advise  the  Industrial 
Commissioners  of  the  medical  facts  pertaining 
to  the  various  cases  presented  to  it,  and  to  give 
recommendations  to  promote  the  successful  ter- 
mination of  such  cases. 

The  members  of  the  Board  would  like  the 
other  members  of  the  Arizona  Medical  Asso- 
ciation to  know  of  the  procedure  used  in  exam- 
ining patients  presented  to  it.  This  is  as  fol- 
lows: 

About  three  or  four  weeks  prior  to  the  Next 
Medical  Advisory  Board  Meeting,  the  Industrial 
Commission  files  containing  the  patient’s  medi- 
cal record  is  sent  to  one  of  the  members  of  the 
Board  for  review.  This  file  contains  the  initial 
report  of  physician,  progress  records,  results  of 
X-ray  examinations,  consultations,  hearings  and 
letters  sent  by  the  attending  physician  to  the 
Industrial  Commission.  This  record  is  review- 
ed and  the  case  is  summarized  and  any  special 
examinations  or  medical  studies  such  as  X-ray 
examinations  are  ordered.  At  the  Medical  Ad- 
visory Board  Meeting  the  doctor  reads  his  sum- 
mary of  the  case  to  the  other  members  of  the 
Board  who  also  go  over  the  medical  record  if 
they  wish.  The  patient  is  called  in  to  give  addi- 
tional details  of  his  injury,  treatment,  progress, 
present  complaints,  etc.,  and  this  is  recorded 
exactly  as  given  by  the  patient  by  a medical 
stenographer  and  is  included  in  the  report  to  the 
Industrial  Commission.  The  patient  is  then 
examined,  first  by  one  or  both  of  the  two  gen- 
eral surgeons,  then  by  one  or  both  of  the  two 
orthopedic  surgeons  and  then  by  the  psychiatrist. 
These  examinations  are  recorded.  Then,  results 
of  special  studies,  such  as  X-ray  films  are  exam- 
ined and  additional  studies  are  ordered  as  indi- 
cated. If  the  Board  feels  that  further  examina- 
tion by  other  doctors  is  indicated,  such  recom- 
mendations are  made.  If  the  Board  feels  that 
further  special  examinations  are  pertinent,  such 
examinations  are  ordered.  Following  this,  the 
data  is  correlated  and  recommendations  are  made 
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to  the  Industrial  Commission.  After  the  report 
has  been  types,  it  is  read,  corrected  and  the 
Board  members  sign  it.  Since  this  may  require 
several  weeks,  a copy  of  the  conclusions  of  the 
consultation  is  types  and  signed  the  day  of  the 
Board  meeting  so  that  the  Industrial  Commis- 
sion may  see  the  recommendations  immediately. 
The  reason  why  this  Board  wants  the  members 
of  the  Arizona  Medical  Association  to  know  in 
detail  how  Board  examinations  are  conducted 
is  to  suggest  that  those  members  of  the  Asso- 
ciation who  find  it  necessary  to  disagree  with  the 
Board  should  study  the  records  and  the  patients 
as  carefully  as  the  Board  has  before  drawing  any 
conclusions.  On  a number  of  occasions,  the 
Board  has  found  that  members  of  the  Associa- 
tion will  petition  the  Industrial  Commission  of 
Arizona  to  reopen  a case  that  the  Board  has 
recommended  to  be  closed,  submitting  no  medi- 
cal reasons  at  all  to  justify  it.  The  members  of 
this  Board  are  human  and  are  liable  to  err  so 
that  your  assistance  in  obtaining  the  true  medical 
facts  is  appreciated.  The  members  of  the  Asso- 
ciation will  assist  their  patients  most  if  they 
keep  the  Industrial  Commission  fully  informed, 
not  only  of  the  patient’s  physical  condition,  but 
also  of  other  data  pertinent  to  the  case,  such 
as  cooperation  of  the  patient  to  treatment  and 
patient’s  response  to  treatment.  If  the  members 
of  this  Association  feel  that  the  recommenda- 
tions made  by  the  Medical  Advisory  Board  are 
incorrect  and  should  not  be  carried  out,  it 
would  be  most  helpful  to  the  patient  if  a letter 
would  be  sent  to  the  Commission  outlining 
wherein  the  Board  was  in  error  and  why  the 
treatment  or  management  of  the  case  recom- 
mended by  the  Board  was  improper.  The  Board 
realizes  that  their  examination  of  the  patient 
which  may  last  an  hour  to  an  hour  and  a half 
may  fail  to  reveal  physical  abnormalities  which 
might  manifest  themselves  on  some  other  occa- 
sion and  be  absent  during  the  Board  meeting. 
It  is  for  this  reason  that  the  members  of  this 
Association  will  render  then-  patients  real  serv- 
ice in  keeping  the  Industrial  Commission  fully 
informed. 

This  Board  feels  that  more  than  one-half  of 
the  patients  seen  by  it  have  abnormalities  of  at- 
titude which  have  delayed  their  recovery.  For 
this  reason,  it  recommends  that  physicians  at- 
tending Industrial  patients  pay  more  attention 
to  their  mental  attitude,  their  cooperation  to 
medical  treatment  and  what  other  mental  and 


emotional  factors  may  be  pertinent  to  the  case. 
If  a case  that  should  make  a recovery  in  a few 
weeks  or  months,  fails  to  make  this  anticipated 
recovery,  this  Board  feels  that  the  case  should 
be  seen  by  a competent  psychiatrist  for  recom- 
mendations regarding  the  need  for  psychiatric 
treatment  or  for  other  advice  which  will  result 
in  early  recovery  of  the  patient.  In  many  cases, 
the  best  treatment  is  early  discharge  of  the 
patient.  We  continue  to  see  many  patients  who 
have  been  treated  for  one  or  two  years  and  have 
obvious  abnormal  mental  conditions  who  have 
never  seen  a psychiatrist  prior  to  submitting  to 
examination  by  the  Medical  Advisory  Board. 

We  feel  that  the  laws  of  the  State  of  Ari- 
zona pertaining  to  the  Industrial  Commission 
should  be  changed  so  that  more  scheduled  dis- 
ability ratings  may  be  given  and  so  that  patients 
may  receive  the  benefit  of  general  disability  rat- 
ings regardless  of  subsequent  working  status. 
At  the  present  time,  a patient  may  receive  a 
scheduled  disability  rating  only  if  he  has  sus- 
tained a partial  loss  of  one  limb  or  one  organ 
such  as  an  eye.  In  that  case,  he  may  receive 
at  the  termination  of  his  treatment,  payments 
for  a number  of  months  to  partially  compensate 
him  for  his  loss.  An  industrious  patient  with 
functional  loss  of  two  extremities  is  penalized 
since  two  extremities  are  involved,  he  must  be 
given  a general  disability  rating.  In  this  case, 
if  he  obtains  a job  which  will  pay  him  more 
than  the  general  disability  rating,  the  Industrial 
Commission  is  not  obligated  to  pay  him  any- 
thing. To  make  this  more  clear,  suppose  that 
a man  sustains  below-knee  amputations  of  both 
legs,  that  he  ultimately  recovers  and  is  fitted 
with  satisfactory  artificial  limbs.  If  he  would 
have  received  in  jury  to  only  one  limb,  he  could 
receive  a partial  permanent  disability  rating 
equivalent  to  a 100%  functional  loss  of  the  in- 
volved leg  for  which  he  would  receive  disability 
payments  for  a number  of  months.  However, 
since  both  legs  were  involved,  then,  he  must 
receive  a general  disability  rating.  If  he  obtains 
a job  which  will  pay  him  more  than  the  general 
disability  rating,  the  Industrial  Commission  does 
not  have  to  pay  him  anything.  In  other  words, 
the  present  law  encourages  individuals  who  have 
received  injuries  which  involve  the  back  or  two 
extremities  not  to  seek  gainful  employment, 
since,  if  they  do  succeed  in  obtaining  work 
which  they  can  do,  the  disability  benefits  will 
be  terminated.  Almost  everyone  who  has  had 
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occasion  to  study  present  methods  of  disposing 
of  patients  with  a disability  rating  feel  that 
the  present  situation  is  bad,  but  no  one  seems 
to  have  done  anything  about  it  as  far  as  this 
Committee  can  learn.  Should  our  Legislative 
Committee  take  action?  Should  this  Committee 
enlist  the  aid  of  politicians?  Certainly  both  em- 
ployers and  employees  would  be  benefited  by 
either  a change  of  the  law  or  a change  in  the 
interpretation  of  the  laws  by  the  Supreme  Court. 
The  former  method  of  accomplishing  the  result 
would  seem  to  be  the  better  since  if  the  law 
were  clearer,  the  Supreme  Court  could  not  mis- 
interpret it. 

When  considering  changes  in  the  laws  per- 
taining to  the  Industrial  Commission,  it  would 
be  well  for  the  legal  terminology  to  be  changed 
so  that  it  would  correspond  to  medical  terminol- 
ogy. At  present  “leg”  means  “lower  extremity” 
distal  to  hip  joint;  an  “arm”  means  an  “upper 
extremity”  distal  to  shoulder  joint;  and  a “fourth 
finger”  is  articulated  to  the  “fifth  metacarpal.’ 

The  members  of  this  Committee  are  becoming 
increasingly  disturbed  by  the  number  of  In- 
dustrial patients  who  are  treated  by  individuals 
not  members  of  this  Medical  Association,  who 
describe  their  patient’s  injuries  as  consisting  of 


dislocations  and  subluxations  of  the  spine  with- 
out establishing  this  diagnosis  by  means  of  an 
X-ray  examination  or  any  other  means  except  by 
pre-conceived  theory.  We  feel  that  medical 
practitioners  ought  not  to  describe  abnormalities 
which  they  claim  to  be  due  to  industrial  injuries, 
but  which  cannot  be  substantiated  by  X-ray 
examinations  or  by  other  medical  evidence  which 
would  appear  reasonable.  After  such  practi- 
tioners tell  patients  that  their  “spines  slip  out 
of  place”,  it  is  extremely  difficult  to  convince 
them  that  this  is  not  true  particularly  if  the 
“slipped  vertebra”  gives  them  a continuation  of 
disability  with  65%  of  wages,  tax  free  and  all 
medical  bills  paid.  This  Board  feels  that  the 
Industrial  Commission  should  insist  upon  hav- 
ing its  medical  work  done  by  the  best  available 
practitioners  and  that  poorly  educated  indi- 
viduals should  not  be  permitted  to  treat  Indus- 
trial patients. 

This  Board  thanks  Dr.  Southworth  for  having 
appointed  it,  the  Industrial  Commissioners  for 
having  backed  the  medical  opinions  rendered 
by  it,  and  the  members  of  the  Arizona  State 
Medical  Association,  Inc.  for  their  tolerance  and 
cooperation. 

Ronald  S.  Haines,  M.D.,  Chairman,  Phoenix 


PROFESSIONAL  X-RAY  AND  CLINICAL  LABORATORY 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 
CLINICAL  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

TISSUE  PATHOLOGY  BY  QUALIFIED  PATHOLOGIST 

R.  Lee  Foster,  M.D.,  Director  John  W.  Kennedy,  M.D.,  Radiologist 

W.  W.  Watkins,  M.D.,  Consultant  Radiologist 
Diplomates  of  American  Board  of  Radiology 
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NATIONAL  ADVISORY  COMMITTEE 
TO  SELECTIVE  SERVICE  SYSTEM 

Information  Bulletin  Volume  III,  No.  5 
Subject:  Clarification  of  Calls  By  Priorities 

Some  phases  of  the  operations  under  Public 
Law  779  by  the  Department  of  Defense  and 
the  Health  Resources  Advisory  Committee  to 
the  Office  of  Defense  Mobilization  on  the  one 
hand  and  the  Selective  Service  System  and  the 
National  Advisory  Committee  for  the  selection 
of  physicians,  dentists,  and  allied  specialists  on 
the  other  have  led  to  misunderstanding  on  the 
part  of  some  as  to  the  sequence  of  Call.  It  is 
hoped  that  the  following  statements  will  help  to 
clarify  the  present  situation. 

I — No  priority  II  special  registrant  or  reserve 
officers  has  been  called  to  active  duty  since 
priority  I’s  are  still  available,  either  in  the  re- 
serves or  among  the  special  registrants.  There 
are  two  groups  which  are  exceptions  to  this: 

(1)  Those  reserve  officers  who  were  mem- 
bers of  organized  reserve  units  which  are  ex- 
empted from  the  agreement  between  the 
Health  Resources  Advisory  Committee  and  the 
Department  of  Defense; 

(2)  Those  Priority  II  reserve  officers  who 
applied  for  immediate  active  duty  at  the  time 
they  accepted  their  commissions. 

II—  The  impression  which  has  been  gained  by 
some  that  Priority  II  reserve  officers  have  been 
called  is  due  to  the  fact  that  those  in  Priority  I 
who  have  failed  to  apply  for  and  accept  com- 
missions have  remained  in  civilian  life,  while 
those  who  were  more  willing  and  applied  for 
and  accepted  commisions  have  been  serving  in 
the  Armed  Forces.  A statement  in  regard  to 
this  group  from  the  chairman  of  the  Armed 
Forces  Medical  Policy  Council,  Melvin  A.  Cas- 
berg,  M.D.,  is  reproduced  herewith: 

“When  all  Priority  I type  reserves  have  been 
called  to  active  duty,  or  deferred  for  accept- 
able reasons,  the  Selective  Service  System  will 
be  requested  to  bring  the  remaining  Priority  I 
registrants  into  service  before  any  Priority  II 
reserves  are  called  up.  It  is  anticipated  that 
this  will  occur  within  the  next  six  months. 
Hence,  the  recalcitrant  ones  are  only  delaying 
their  service  until  all  the  Priority  I registrants 
who  have  accepted  commissions  are  called 
up.” 

III—  Any  instance  of  a call  of  a Priority  II  spe- 


cial registrant  or  reserve  officer  should  be  re- 
ported immediately,  since  such  calls  are  in 
error.  In  many  such  instances,  however,  it  de- 
velops that  the  registrant  or  reservist  was  in  error 
concerning  his  true  priority  classification. 

IV— The  time  is  now  approaching  when  we 
are  beginning  to  reach  the  end  of  Priority  I in 
both  the  reserve  and  registrant  groups.  This  will 
occur  in  the  very  near  future  as  far  as  dentists 
are  concerned.  Therefore  the  following  step  is 
now  necessary: 

N—All  Priority  I dentists  who  have  been  classi- 
fied in  Class  II- A ( essential ) should  be  reviewed 
at  once  and  as  many  as  possible  made  available 
before  the  impending  call  for  Priority  II  dentists 
among  those  Priority  II  registrants. 

VI—  Priority  II  registrants  will  be  called  on 
the  basis  of  the  length  of  their  previous  service. 
Such  calls  will,  of  course,  be  paralleled  by  Calls 
on  Priority  II  reserve  officers. 

VII—  It  should  be  noted  that  the  Navy  is  the 
only  one  of  the  three  Services  which  has  any 
large  pool  of  Priority  II  reserve  officers. 

VIII—  Similarly,  a review  of  Priority  I regis- 
trants who  are  physicians  and  who  are  currently 
deferred  should  be  a continuing  process  since 
it  may  become  necessary  to  begin  calling  Prior- 
ity II  physician  registrants  toward  the  end  of 
this  calendar  year,  or  shortly  thereafter. 

I X—  These  procedures  must  be  carefully  fol- 
lowed if  the  orderly  operations  of  the  Depart- 
ment of  Defense,  the  Office  of  Defense  Mobili- 
zation and  the  Selective  Service  System  in  im- 
plementing Public  Law  779  are  to  be  maintained. 

(NOTE:  Copies  of  this  bulletin  have  been  prepared  and  dis- 
tributed for  your  information.) 

Joseph  M.  Greer,  M.D.,  Chairman 
Arizona  Advisory  Committee  to  the 
Selective  Service  System. 


Our  members  are  dairymen  whose  busi- 
ness is  supplying  good  milk  for 

milk  and  milk  products. 

We  are  aware  of  the  importance  of  good 
milk  to  good  health  and  of  our  obligation 
to  supply  a product  which  will  merit  your 
confidence. 

ARIZONA  MILK  PRODUCERS 

422  Heard  Building  Phone  ALpine  3-0893 
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SANATORIUM  DIRECTORY 


LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 

Information  and  circulars  upon  request.  CITY  OFFICES' 

Address:  O.  B.  JENSEN,  M.D. 

Superintendent  and  Medical  Director  San  FRANCISCO  Oakland 

Livermore,  California  450  Sutter  Street  1624  Franklin  Street 

Telephone  313  GArfield  1-5040  GLencourt  1-5988 


SANATORIUM  DIRECTORY 


Treatment  for  Alcoholism 

as  prescribed  by  Family  or  Panel  Doctor 

HILLCREST  SANATORIUM 

HYGEIA  SANITORIUM 

Cheerful  Private  Rooms 
Excellent  Food 

2534  Beverly  Boulevard  — Los  Angeles,  California 
Phone  DUnkirk  8-8178 

Homelike  Atmosphere 
Reasonable  Rates 

North  3rd  and  Adams  Phone  4-1562 

Recognized  by  the  American  Medical  Association 

Tucson,  Arizona 

LA  CONTENTA  NURSING  HOME 

Convalescents 
Invalids  and  Semi-Invalids 
Asthmatic  and  Arthritic  Cases 
Quiet  - Excellent  Food  - 24  Hour  Nursing  Care 

5331  N.  29th  Ave.,  Phoenix  — Phone  AMherst  5-5710 
Laura  Condon,  Manager 


SCHER  REST  HOME 

Ambulatory  and  Semi-Mental  Patients 
24  Hour  Nursing  Service 
Quiet  and  Home-Like 

2919  East  Granada  Rd.  — Phoenix,  Arizona 
Phone  BRidge  5-5516 
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Ethically  operated, 
cooperating  with  you, 
for  your  patient. 


Between  the  cross-fires  of 
red-tape  and  adhesive-tape,  night 
calls,  socialized  medicine,  sick 
patients,  difficult  relatives, 
hypochondriacs,  emergencies,  births, 
deaths,  progress  and  politics — - 
you,  the  Doctor,  have  proved  that 
idealism  is  a part  of  medicine. 


LOCATION: 

5055  N.  34th  ST.,  AT  EAST  CAMELBACK  ROAD 

MAILING  ADDRESS: 

ROUTE  No.  2,  BOX  1499 
PHOENIX,  ARIZONA 

FRIVATE  TELEPHONE: 

AMHERST  6-7238 

CABLE  ADDRESS: 

CATALINA.  PHOENIX,  ARIZONA 


ARIZONA'S  FINEST  SANATORIUM 
FOR  NON-CONTAGIOUS  DISORDERS 
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SANATORIUM  DIRECTORY — (Cont'd.) 


ALCOHOLISM 

There  is,  today,  a rapidly  increasing,  nation-wide 
awareness  of  alcoholism  as  a disease,  as  a major  health 
problem  and  as  a responsibility  of  the  medical  pro- 
fession. 

Physicians  throughout  the  country  are  recognizing 
the  need  of  special  facilities  for  the  proper  care  and 
treatment  of  the  victims  of  this  disease. 

In  THE  FRANKLIN  Phoenix  has  a modern  center 
for  care  and  treatment  of  acute  and  chronic  cases 
of  alcoholism. 

All  treatment  at  THE  FRANKLIN  is  under  the 
supervision  of  a licensed  physician.  Patients  may 
retain  their  own  physicians  or  mav  be  attended  bv  a 
staff  physician  of  THE  FRANKLIN. 

Nursing  care  is  continuous,  24  hours  a day,  under 
supervision  of  a registered  nurse;  with  a staff  of  un- 
derstanding, experienced  people. 


lie  IJranhli 
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ALCOHOLIC  PROBLEMS  - EXCLUSIVELY 
367  N.  21st  Ave.,  Just  Above  Van  Buren 
Telephone  ALpine  3-4751 
Phoenix,  Arizona 


OCOTILLO  CONVALESCENT  HOME 

• Convalescent  Cases 

• Quiet  & Restful 

• 24  Hour  Nursing 

• Best  of  Food 

• Diets 

3434  E.  McDowell  Road  - Phone  BRidge  5-0462 
Phoenix,  Arizona 


PASADENA,  CALIFORNIA 


MEDICAL  STAFF 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Director 
CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.,  Associate  Director 
ETHEL  FANSON,  M.D.  CARLOS  F.  SACASA,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HERBERT  A.  DUNCAN,  M.D. 
KENNETH  P.  NASH,  M.D. 
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AMBULANCE  SERVICE  DIRECTORY  X-RAY  COMPANY 


ARIZONA’S  FINEST 

GENERAL  ELECTRIC  CO. 

Charter 

X-RAY  DEPARTMENT 

And  Ambulance  Service 

For  Sale— BRAND  NEW  FOUR  DRAWER  FILM 

FILING  CABINETS.  AVAILABLE  FOR 

Phone  BRidge  5-5302  — Day  or  Night 

IMMEDIATE  DELIVERY 

For  Information  Call 

ARIZONA  AIRMOTIVE 

M.  A.  Schroeder  — Phone  ALpine  4-0181 

Phoenix  Sky  Harbor 

821  W.  Adams  St.  — Phoenix,  Arizona 

MEDICAL  BOOKS 

NURSES'  DIRECTORY 

ROBERTA  DAVEY  HALL 

DISTRICT  NO.  1 

MEDICAL  BOOKS 
Of  All  Publishers 

ARIZONA  STATE  NURSES  ASS'N 

MRS.  MARJORIE  E.  KASUN,  R.N., 

PROMPT  HANDLING  OF  ALL  ORDERS 

Registrar 

To  order:  Telephone  AMherst  5-1062 

40  East  Rose  Lane 

Nurses'  Professional  Registry 

Phoenix,  Arizona 

711  East  Monroe  Phoenix  Ph.  ALpine  4-4151 

DRUGGISTS'  DIRECTORY 


WAYLAND’S 

TWO  STORES 

☆ 

Way  land's  Prescription  Pharmacy 
13  E.  Monroe  Street 
Phone  ALpine  4-4171 

Wayland's  McKinley  Pharmacy 
138  W.  McKinley  Street 
Phone  ALpine  4-7243 

PHOENIX.  ARIZONA 

☆ 

FREE  DELIVERY 


28  Registered  Pharmacists 

Tucson  Casa  Grande 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 

KELLY'S  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 
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Open  9:00  A. M.— 11:00  P.M.  Call  ALpine  2-1123 

We  Deliver 

BLUE  CROSS  PHARMACY 

PRESCRIPTION  SPECIALISTS 
1924  East  Van  Buren 

Surgical  Appliances  — Private  Fitting  Room 


JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 

“Service  you  will  like” 

Corner  Speedway  and  Park  Avenue 
Phone  2-8865  Tucson,  Arizona 


FELSHER  PRESCRIPTION 
PHARMACY 

Sick  Room  Supplies  — Vitamins 
650  N.  First  Avenue  — Phone  ALpine  3-2070 
Phoenix,  Arizona 


ALS  DRUG  STORE 

PHONE  AMherst  5-5552 
7th  Avenue  and  Camelback  Road 
Phoenix,  Arizona 


NATIONAL  PHARMACY 

Prescriptions 

Phone  2-2412  340  Ajo  Way 

Tucson,  Arizona 


ROHRER-BLOOM  DRUG  CO. 

(Walgreen  Agency) 
PRESCRIPTIONS  PHARMACISTS 
Phone  40 

Gurley  and  Montezuma 
Prescott,  Arizona 


STONE  AND  3RD  PHARMACY 

749  N.  Stone  — Phone  3-6041 

ENCANTO  PARK  DRUG  CO. 

3352  E.  Speedway  — Phone  5-3102 
Tucson,  Arizona 


MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 


ENSMINGER  PHARMACY 

RELIABLE  PRESCRIPTIONS 
121  North  Cortez 

Phone  188  Prescott,  Arizona 


SHARPE  & PULLINS 

Prescriptions 
400  E.  Glendale 
Phone  Glendale  298 
Glendale,  Arizona 
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ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  ALpine  3-3470 
PHOENIX,  ARIZONA 


EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phone  4587 
Mesa,  Arizona 


McDowell 

PRESCRIPTION  CENTER 

Professional  Prescription  Service 
Phones  ALpine  8-3694  — ALpine  8-3695 
312  W.  McDowell  Rd.  Phoenix,  Arizona 


LAIRD  & DINES 

The  REXALL  Store 

Reliable  Prescription  Service 
Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 


Physicians  and  Surgeons  Pharmacy 

PRESCRIPTIONS 

753  E.  McDowell  Road  — Phone  ALpine  4-8434 
Phoenix,  Arizona 


McDowell  pharmacy 

545  E.  McDowell  Road 
Phone  ALpine  2-3137  — ALpine  3-4332 
Phoenix,  Arizona 


MAC  ALPINE  DRUG  CO. 

The  Store 

This  label  is  your  guarantee  of  accurate 
prescription  compounding 

FREE  DELIVERY  PHONE  ALpine  4-2606 

2303  No.  7th  St.  Phoenix,  Arizona 


ORTHOPEDIC  SERVICE 

STATEWIDE  ORTHOPEDIC 
SERVICE 

(Formerly  Grunow  Clinic  Brace  Shop) 

925  East  McDowell  Road  Phoenix,  Arizona 

Surgical  and  Orthopedic  Appliances 
Shoe  Corrections  . . Extentions 
General  Shoe  Repair 

Telephone 

Day  ALpine  4-7746  Night  AMherst  6-4189 


DOCTORS1  DIRECTORY 


DOCTORS  DIRECTORY  ESTABLISHED 
1920 

ALpine  3-4189 

Emergency  calls  given  special  attention  We  will 
locate  your  doctor  before  or  after  office  hours. 
BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 
1541  East  Roosevelt 
Phoenix,  Arizona 


DOCTOR'S  CENTRAL  DIRECTORY 

Minnie  C.  Benson  R.N.,  Manager 
24  Hour  Service 
Phone  5-1551  - E.  Hedrick  Dr. 

Tucson,  Arizona 
Established  In  1932 
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NEUROLOGY  and  PSYCHIATRY 


OTTO  L.  BENDHEIM,  M.D. 

NEUROLOGY  and  PSYCHIATRY 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 


EDWARD  BLANK,  M.D. 

Practice  Limited  Exclusively  To 

Psychiatry  and  Neurology 

733  West  McDowell  Road 
Phoenix 

Hours  by  Appointment 

Phone  ALpine  2-2294 
If  no  answer  call  ALpine  3-4189 


MILTON  H.  ERICKSON,  M.D. 

PSYCHOTHERAPY  AND  PSYCHIATRY 
Certified  by  American  Board  of 
Psychiatry  and  Neurology 

32  West  Cypress  Street  Phone  ALpine  2-4254 

Phoenix,  Arizona 


NEUROLOGICAL  SURGERY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 


Plastic  and  Reconstructive  Surgery 


HOWARD  C.  LAWRENCE,  M.D. 

Diplomate  of  the 
American  Board  of  Plastic  Surgery 

709  Professional  Building 
15  E.  Monroe  Street  Phone  ALpine  8-4101 
Phoenix,  Arizona 


ANESTHESIOLOGY 


LOUISE  BEWERSDORF,  M.D. 
F.  A.  C.  A. 

ANESTHESIOLOGY 
208  West  Glenrosa 

Phone  AMherst  5-4471  — ALpine  3-5101 
Phoenix.  Arizona 


UROLOGY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX.  ARIZONA 


W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

E.  R.  UPDEGRAFF,  M.D. 

1010  N.  Country  Club  Road 
Telephone  5-2609  Tucson.  Arizona 


PAUL  L.  SINGER,  M.D.,  F.  A.  C.  S. 

DONALD  B.  LEWIS,  M.D. 

Certified  American  Board  of 

UROLOGY 

UROLOGY 

Certified  by  the  American  Board  of  Urology 

1313  N.  Second  Street  Phone  ALpine  3-1739 

123  So.  Stone  Ave.  Phone  2-7081 

PHOENIX,  ARIZONA 

Tucson,  Arizona 
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UROLOGY— (Cont'd.)  INTERNAL  MEDICINE 


ROBERT  H.  CUMMINGS,  M.D. 

J.  REICHERT,  M.D. 

Diplomate  of  the 

General  Practice 

American  Board  of  Urology 

CARDIO  VASCULAR  DISEASES 

808  Professional  Building 

15  East  Monroe  Phone  ALpine  4-3577 

ELECTROCARDIOGRAPHY 

303  W.  McDowell  Rd.  — Office  Phone  ALpine  4-7028 

Phoenix,  Arizona 

Phoenix,  Arizona 

ROBERT  S.  FLINN,  M.D. 

DANIEL  H.  GOODMAN,  M.D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE  CARDIOLOGY 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

ELECTRO  CARDIOGRAPHY 

1118  Professional  Building 
Phone  ALpine  4-1078 
Phoenix,  Arizona 

607  Heard  Bldg.  Phone  ALpine  4-7204 

Phoenix,  Arizona 

JESSE  D.  HAMER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Phoenix 
Arizona 


Suit  910 

15  E.  Monroe  St. 


KENT  H.  THAYER,  M.D. 
F.  A.  C.  P. 

INTERNAL  MEDICINE 
Diplomate  of  the 

American  Board  of  Internal  Medicine 


ROBERT  H.  STEVENS,  M.D. 

INTERNAL  MEDICINE  ALLERGY 

1313  N.  Second  St.  Phone  ALpine  4-8841 

Phoenix,  Arizona 


FRANK  J.  MILLOY,  M.D. 

JOSEPH  BANK,  M.D. 

F.  A.  C.  P. 

Diplomate  of 

American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

American  Board  of  Gastroenterology 

611  Professional  Building 

GASTROENTEROLOGY,  GASTROSCOPY 

Phone  ALpine  4-2171 

800  North  First  Avenue  Phone:  ALpine  4-7245 

Phoenix,  Arizona 

PHOENIX,  ARIZONA 

ROBERT  E.  RIDER,  M.D. 

DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

ELECTROCARDIOGRAPHY 

1850  N.  Laurel  Avenue  — Phone  ALpine  4-7970 

Del  Sol  Hotel  Bldg.  Phone  3-3721 

Yuma.  Arizona 

Phoenix.  Arizona 
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ORTHOPEDIC  SURGERY 


GEORGE  L.  DIXON,  M.D. 

GEO.  A.  WILLIAMSON,  M.D., 

PHILIP  G.  DERICKSON,  M.D. 

F.A.C.S. 

ORTHOPAEDIC  SURGERY 

LEO  L.  TUVESON,  M.D. 

Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 

ORTHOPAEDIC  SURGERY 

744  N.  Country  Club  Road  Telephone  5-1533 

800  North  First  Ave.  Telephone  ALpine  2-2375 

TUCSON,  ARIZONA 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D., 

THIS  SPACE  FOR  SALE 

F.A.C.S. 

FOR  INFORMATION  AND  RATES 

Diplomate  American  Board  of  Orthopaedic 

write  to 

Surgery 

ROBERT  W.  WEBER.  M.D. 

ARIZONA  MEDICINE 

ORTHOPAEDIC  SURGERY 

426  Heard  Bldg. 
Phone  ALpine  2-4884 

1014  N.  Country  Club 
TUCSON,  ARIZONA 

PHOENIX,  ARIZONA 

HOSPITAL 


THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

H.  B.  LEHMBERG,  M.D. 

write  to 

J.  T.  O'NEIL,  M.D. 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Casa  Grande  Clinic  Phone  4495 

Phone  ALpine  2-4884 

Casa  Grande,  Arizona 

PHOENIX,  ARIZONA 

CHILDREN'S  DISEASES 


THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

CLINIC 


SUN  VALLEY  CLINIC 

34  North  Macdonald 
MESA,  ARIZONA 


NELSON  CLINIC 
D.  E.  NELSON,  M.D. 
C.  J.  BOZZI,  M.D. 

503  Fifth  Avenue 
SAFFORD,  ARIZONA 


WM.  F.  SCHOFFMAN,  M.D. 
CECILIA  H.  SHEMBAB,  M.D. 
JOHN  R.  KEEFREY,  M.D. 

DOCTORS  BUILDING 

316  W.  McDowell  Rd.  — Telephone  ALpine  4-7287 
Phoenix,  Arizona 
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PROCTOLOGY 

ALLERGY 

WALLACE  M.  MEYER,  M.D. 

E.  A.  GATTERDAM,  M.D. 

PROCTOLOGY 

ALLERGY 

903  Professional  Bldg. 

Phone  ALpine  2-2822  — ALpine  3-4189 
Phoenix,  Arizona 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M.  to  5 P.  M. 
Phoenix,  Arizona 

MALIGNANT  DISEASE 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

JAMES  M.  OVENS,  M.  D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Allied  Diseases 
608  Professional  Bldg.  Phone  ALpine  4-1973 

Phoenix,  Arizona 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilologv 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

KENNETH  C.  BAKER,  M.D. 

DERMATOLOGY 

Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona 

PATHOLOGICAL 

LABORATORIES 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

Professional  X-ray  and  Clinical 
Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 
R.  LEE  FOSTER,  M.D.,  Director 

G.  0.  HARTMAN,  M.D. 

MEDICAL  CENTER  LABORATORY 

PATHOLOGICAL  LABORATORY 
20  E.  Ochoa  St.  Phone:  3-4861 

1313  N.  Second  St. 
Phoenix,  Arizona 

TUCSON,  ARIZONA 

W.  Warner  Watkins,  M.D.,  Director 
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EYE,  EAR,  NOSE 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 


SURGERY 


DELBERT  L.  SECRIST,  M.D., 
F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 


EDWARD  L.  KETTENBACH,  M.D. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  5-2605 

Tucson,  Arizona 


DUNCAN  G.  GRAHAM,  M.D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

114  West  Pepper  Street 
Mesa,  Arizona 


JOHN  J.  McLOONE,  M.D. 

Diplomate  American  Board  ol  Otolarynogology 

OTORHINOLARYNGOLOGY 

BRONCIIOESOPHAGOLOGY 

316  W.  McDowell  Rd.  — Phone  ALpine  2-1865 

Phoenix,  Arizona 


and  THROAT 


BERNARD  L.  MELTON,  M.D. 

F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

605  Professional  Bldg.  Phone  ALpine  3-8209 

PHOENIX,  ARIZONA 


H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.D. 

GENERAL  SURGERY 
Certified  by  the  American  Board  of  Surgery 
800  North  First  Avenue 
Phone  ALpine  4-7245 
Phoenix,  Arizona 


JAMES  E.  O'HARE,  M.  D. 

Diplomate  American  Board  of  Surgery 
PRACTICE  LIMITED  TO  THORACIC  SURGERY 

1613  N.  Tucson  Blvd.  Phone  4-1151 

Tucson.  Arizona 


W.  R.  MANNING,  M.D.,  F.A.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

620  North  Country  Club  Road  Phone  5-2687 

Tucson,  Arizona 

GENERAL  PRACTICE 
M.  G.  FRONSKE,  M.  D. 

GENERAL  PRACTICE 
Phones: 

Office  99:  Residence  155 

10  N.  Leroux  St. 

Flagstaff,  Arizona 
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CHEST  DISEASES  AND  SURGERY 

OBSTETRICS  and  GYNECOLOGY 

GEORGE  A.  BOONE,  M.D. 

DISEASES  AND  SURGERY  OF  THE  CHEST 
1608  N.  Norton  Telephone  6-2429 

TUCSON,  ARIZONA 


HARRY  J. 

FELCH,  M.D. 

Physician  and  Surgeon 

Residence 

Office 

325  W.  Granada 

703  Professional  Bldg. 

Phoenix,  Arizona 

15  E.  Monroe  Street 

Residence  ALpine  3-1151 

Office  ALpine  3-1151 

RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 

316  West  McDowell  Road 
Phoenix,  Arizona 


W.  WARNER  WATKINS,  M.D. 

F.A.C.P.,  F.A.C.R. 

(Diplomate  in  Radiology) 

Diagnostic  Roentgenology,  X-Ray  and  Radium 
Therapy 

Medical  Center  Laboratory 
1313  N.  Second  St.,  Phoenix,  Arizona 


DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

Diplomates  of 

American  Board  of  Radiology 
DIAGNOSTIC  ROENTGENOLOGY 

23  East  Ochoa 
Tucson 


R.  LEE  FOSTER,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  ALpine  3-4105  Phoenix,  Arizona 


JOHN  W.  KENNEDY,  M.D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  ALpine  3-4105  Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D., 
F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

801  North  Second  Ave. 

Telephone  ALpine  3-4179 
Phoenix,  Arizona 


DOUGLAS  D.  GAIN,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Certified  in 

X-RAY  THERAPY  AND  DIAGNOSIS 
RADIUM  THERAPY 

MEMORIAL  HOSPITAL 
Phoenix,  Arizona 

1200  South  Fifth  Avenue  — Ph.  ALpine  8-7531 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 
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THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.D.,  F.A.C.S.  ALVIN  L.  SWENSON,  M.D. 

RAY  FIFE,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.D. 

1313  North  Second  Street  Phone  ALpine  8-1586 

Phoenix,  Arizona 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  govemmentallv  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER.  M.D. 

Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 
Phoenix,  Arizona 

RALPH  H.  FULLER.  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN,  M.D. 

20  East  Ochoa  Street 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

Tucson  Medical  Center 
Tucson.  Arizona 


MAURICE  ROSENTHAL.  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

LOREL  A.  STAPLEY.  M.D. 

425  N.  4th  Street 
Phoenix,  Arizona 

O.  O.  WILLIAMS.  M.D. 

425  North  Fourth  Street 
Phoenix,  Arizona 

HAROLD  WOOD.  M.D. 

1130  N.  Central  Ave. 

Phoenix.  Arizona 


RADIOLOGY 


TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG.  M.D.  JAMES  H.  WEST,  M.D..  F.A.C.R. 

Diplomates  of  American  Board  of  Radiology 


RADIUM 

721  North  4th  Ave. 


AND  X-RAY 


THERAPY 

TUCSON.  ARIZONA 


fc  Dir  Ai 


ARIZONA 


ASSOCIATION 


■V 


Working  Together 


Healthier  World 


In  health  matters,  people  place 
their  reliance  on  the  medical 
and  closely  allied  professions. 
Each  of  these  is  essential  to  the 
orderly  and  efficient  application 
and  distribution  of  vital 
medical  services  and  supplies. 

Eli  Lilly  and  Company 
co-operates  fully  with  qualified 
groups.  Through  working 
together,  the  medical  and  related 
professions  have  raised  standards 
of  health  the  world  over. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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OXYCEL 

oxidized  cellulose 


CEL  PADS 

ized,  gauze-type, 
x 3 inch  eight-ply  pads, 
inch  x 12  inch 
ply  pads. 

CEL  PLEDGETS 

ized,  cotton-type,  2%  inch 
cli  x 1 inch  portions. 

CEL  STRIPS 

ized,  four-ply,  gauze-type 
:,  5 inch  x % inch ; four- 
! inch  x 2 inch;  four-ply 
;h  x % inch ; and 
ply  3 yard  x 2 inch, 
id  in  accordion  fashion. 

fCEL  FOLEY  CONES 

lized,  four-ply,  gauze- 
discs,  5 inch  and  7 inch 
eters,  conveniently  folded 
dially  fluted  form. 

lied  in  individual 
containers. 


Where  clamp  and  ligature  cannot  control  capillary 
bleeding,  OXYCEL  (oxidized  cellulose,  Parke-Davis) 
provides  prompt  hemostasis.  Operative  procedure 
is  shortened  and  postoperative  hemorrhage 
often  eliminated  by  use  of  this  absorbable  hemostatic. 
OXYCEL  is  easy  to  use  — it  is  applied  directly  from  the 
container,  and  conforms  readily  to  all  wound  surfaces. 
There’s  a form  of  OXYCEL  for  every  surgical  use. 
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Meat... 

and  High  Protein  Therapy 
in  Liver  Cirrhosis 


A recent  critical  study  of  the  results  ot  dietary  treatment  in  68  pa- 
tients with  liver  cirrhosis  indicates  that  in  its  early  stages  the  disease 
may  respond  to  a nutritious  high  protein  diet.*  In  most  instances,  ad- 
vanced cirrhosis  can  be  stabilized,  if  dietary  and  living  habits  are  properly 
adjusted,  permitting  patients  to  return  to  useful  endeavors. 

Biopsy  was  employed  in  establishing  diagnosis  of  liver  cirrhosis  and 
in  determining  the  extent  of  liver  change.  Individual  patients  were  fol- 
lowed for  from  one  to  three  or  more  years.  The  basic  therapeutic  regimen 
consisted  of  200  Gm.  protein,  500  Gm.  carbohydrate,  sufficient  fat  to 
render  the  food  appetizing,  moderate  vitamin  supplement  (one  thera- 
peutic capsule  daily),  and  one-half  ounce  of  brewer’s  yeast  three  times 
daily.  Variables  included  use  of  a low  calorie  diet  (1,500  calories  or  less) 
with  150  Gm.  protein,  1 Gm.  methionine  four  times  daily,  and  intrave- 
nous injections  of  liver  extract. 

Meat  can  play  a significant  role  in  the  dietary  treatment  of  the  patient 
with  liver  cirrhosis.  It  is  an  outstanding  source  of  protein  of  excellent 
biologic  quality,  the  B group  of  vitamins,  iron,  and  other  essential  min- 
erals— nutrients  especially  important  in  the  therapeutic  regimen.  Other 
advantages  of  meat  are  its  palatability,  its  stimulating  effect  upon  the 
flow  of  digestive  juices,  and  its  easy  digestibility. 

*Davis,  W.  D.,  Jr.:  A Critical  Evaluation  of  Therapy  in  Cirrhosis  of  the  Liver,  South.  M.  J.  44-.S11  (July)  1951. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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ORTOGEN 


ACETATE 


for 


©RTISONE 

therapy 


The  name  Schering  has  come  to  stand  for  pioneering 
research  and  leadership  in  steroid  hormone  chemistry. 
Now  Schering  adds  this  new  important  product  to  its 
steroid  line  — available  in  ample  amount  to  meet  all 
your  cortisone  needs. 

Available  as  25  mg.  tablets,  bottles  of  30.  For  complete  information 
write  to  our  Medical  Service  Department. 


CORTOGEX 
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ACCIDENT 


HOSPITAL 

INSURANCE 

For  Physicians,  Surgeons,  Dentists  Exclusively 


SICKNESS 


All 


PREMIUMS 

COME  FROM 


/ PHYSICIANS  \ 
SURGEONS 
V DENTISTS  J 


ALL 

CLAIMS 


.$5,000  accidental  death 

Quarterly  $8.00 

$15,000  accidental  death 

Quarterly 

$24.00 

$25  weekly  indemnity. 

accident 

and  sickness 

$75  weekly  indemnity,  accident  and  sickness 

$10,000  accidental  death 

Quarterly  $16.00 

$20,000  accidental  death 

Quarterly 

$32.00 

$50  weekly  indemnity. 

accident 

and  sickness 

$100  weekly  indemnity,  accident  and  sickness 

COST 

HAS  NEVER  EXCEEDED  AMOUNTS  SHOWN 

ALSO  HOSPITAL  INSURANCE 

Single 

Double 

Triple 

Quadruple 

60  days  in  Hospital 

10.00  per  day  15.00  per  day 

20.00  per  day 

30  days  of  Nurse  at  Home  . . . 

10.00  per  day  15.00  per  dav 

20.00  per  day 

Laboratory  Fees  in  Hospital  . . . 

5.00 

10.00 

15.00 

20.00 

Operating  Room  in  Hospital  . . 

10.00 

20.00 

30.00 

40.00 

Anesthetic  in  Hospital  

10.00 

20.00 

30.00 

40.00 

X-Ray  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Medicines  in  Hospital 

10.00 

20.00 

30.00 

40.00 

Ambulance  to  or  from  Hospital 

......  10.00 

20.00 

30.00 

40.00 

COSTS  (Quarterly) 

Adult  

2.50 

5.00 

7.50 

10.00 

Child  to  age  19 

1.50 

3.00 

4.50 

6.00 

Child  over  age  19 

2.50 

5.00 

7.50 

10.00 

$4,000,000.00 

PHYSICIANS  CASUALTY  ASSOCIATION 

$18,900,000.00 

INVESTED  ASSETS 

PHYSICIANS  HEALTH  ASSOCIATION 

PAID  FOR  CLAIMS 

50 

years  under  the 

same  management 

400  First  National  Bank  Building  Omaha  2,  Nebraska 

$200,000.00  deposited  with  State  of  Nebraska  for  protection  of  our  members 


SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES. 

• 

PHOENIX  TUCSON  EL  PASO 
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Most  people  find  foods  unappealing  and  insipid  without  salt. 

Therefore,  when  salt  restriction  is  indicated,  the  patient 

must  be  impressed  with  the  importance  of  a salt-free  diet  and  must 

adhere  faithfully  to  a rigid  regimen.  “With  the  development 

of  such  preparations  as  Neocurtasal  . . . the  problem  of  palatahility 

and  a salty  taste  has  been  fairly  well  solved  . . .” 1 

Neocurtasal* 

(i . . . trustworthy  nonsodium- containing  salt  substitute”  2 

— lends  the  desired  salty  flavor  to  foodstuffs,  and  can  he  used 

in  all  salt-free  and  low  sodium  diets. 


CONSTITUENTS:  Potassium  chloride,  ammonium  chloride, 
potassium  formate,  calcium  formate,  magnesium  citrate  and  starch. 


Neocurtasal  looks  and  pours  like  table  salt 

and 

and  may  be  used  in  the  same  manner. 

NEOCURTASAL 

Both  available  in  2 oz.  shakers  and  8 os.  bottles. 

Iodized 

(contains 

New  York  18,  N.  Y.  Windsor,  On t. 

potassium  iodide  0.01%) 

. i 

1.  Merryman,  M.  P.:  The  Use  of  the  Low  Sodium  Diet. 

South  Dakota  Jour.  Med.  & Pharm.,  2:57,  Feb.,  1949.  , 

2.  Heller,  E.  M.:  The  Treatment  of  Essential  Hypertension. 

Canad.  Med.  Assn.  Jour.,  61:293,  Sept.,  1949. 

*Author  unidentified.  From  Mencken,  H.  L.:  A New  Dictionary  of  Quotations. 

Neocurtasal,  trademark  reg.  U.  S.  & Canada. 

New  York,  Alfred  A.  Knopf,  1942,  p.  1057. 
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To  cope  with  emergencies.., 
a needed  item  for  the  physician’s  bag 


Anesthesia  requirements  in  accidents  and  other  emergencies  make 
Vinethene  a desirable  item  in  every  physician’s  bag.  Vinethene  is 
a practical  inhalation  anesthetic  for  short  periods  of  anesthesia. 
Administered  by  open-drop  technic,  it  induces  anesthesia  rapidly 
and  blandly,  and  is  characterized  by  prompt  recovery  with  a 
minimum  of  postoperative  nausea. 

Literature  on  request 

INETHENE* 

(Vinyl  Ether  for  Anesthesia  U.S.P.  Merck) 

AN  INHALATION  ANESTHETIC  FOR  SHORT  OPERATIVE  PROCEDURES 


Research  and  Production 

for  the  Nation’s  Health 


MERCK  & CO.,  Inc. 

Manifacturing  Chemists 

RAHWAY.  NEW  JERSEY 
In  Canada:  MERCK  & CO.  Li m ited  - MontrenD 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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PROOF  WITH  ONE  PUFF? 


So  distinct  is  the  difference  between  Philip  Morris 
and  any  other  leading  brand,  that  we  believe  you 
will  notice  it  with  a single  puff.  Won't  you  try  this 
simple  test,  Doctor,  and  see? 


Take  a PHILIP  MORRIS  and  any  other  cigarette 


1.  Light  up  either  one  first.  Take  a puff  — get  a good  mouthful 
of  smoke  — and  s-l-o-wd-y  let  the  smoke  come  directly 
through  your  nose. 

2.  Now,  do  exactly  the  same  thing  with  the  other  cigarette. 


You  will  notice  a distinct  difference  between  PHILIP  morris  and  any  other  leading  brand. 


Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 
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Stress . . . 

Stressor  factors  which  evoke  autonomic  responses 
occur  often  in  our  civilization.  They  are  not  always 
of  external  origin,  frequently,  stress  springs  from 
the  "well  of  uncertainties,  the  fears,  the  angers,  and 
the  hostilities  that  an  inadequate  childhood  nurtures 
in  troubled  people  in  a troubled  world.”  1 


In  very  special  cases 

A very  superior  Brandy 


★ ★ ★ 


THE  WORLD'S  PREFERRED 


COGNAC  BRANDY 

Schieffelin  & Co  . New  York  N Y. 


After:  Relationship  Between  Life  Stress  And  Symptoms  — 
Stevenson,  I.:  G.P.  4:  67  (Dec.)  1951 


When  emotions  aroused  by  these  stresses  are  not 
dissipated  in  appropriate  biological  behavior,  height- 
ened autonomic  impulses  beat  against  a "moored” 
physique. 1 

Incessant  "emotional  buffeting”  impinged  on 
labile  autonomic  pathways  is  likely  to  produce 
deviations  from  normal  body  function  and  a rash 
of  symptoms.  In  such  cases,  both  branches  of  the 
autonomic  nervous  system  are  involved.  For  symp- 
tomatic relief  oral  administration  of  cholinergic 
and  adrenergic  blocking  agents  and  central  sedation 
has  proven  successful.  Drugs  effective  for  the  sev- 
eral actions  respectively  are:  belladonna  alkaloids, 
ergotamine  tartrate  and  phenobarbital.  These  drugs 
may  be  used  individually  or  in  combination,*  as 
required  by  the  individual  case,  to  effect  more  stable 
function  of  the  autonomic  nervous  system,  thereby 
"dampening”  over  activity  of  the  involved  organ 
systems. 

* Dosage  of  each  ingredient  adjusted  to  the  needs 
of  the  particular  patient. 


1 Cleghorn , R.  A.  and  Graham,  B.  F.:  Recent  Progress 
in  Hormone  Research,  Vol.  IV,  New  York,  Academic 
Press,  Inc.,  1949,  p ■ 323. 


Sandoz  ^Pharmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS.  INC. 
Cg  CHARLTON  STREET,  NEW  YORK  14,  N.  Y. 


• WHEEL 
CHAIRS 

HOSPITAL 
& PORTABLE 

• INVALID 
WALKERS 

ADULT  & CHILD  SIZE 
OXYGEN  THERAPY  SERVICE 
Phone  ALpine  8-7511 
Phoenix,  Arizona 
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The  MF-49,  adaptable  to  all  recognized  diathermy  technics,  is  illus- 
trated here  with  the  contour  applicator.  Air-spaced  electrodes, 
induction  cable,  and  electrodes  for  cuff  technic  can  also  be  used. 
A smooth  current  is  provided  for  minor  electrosurgery. 


Accepted  by  the  A.M.A.  Council  on  Physical  Medicine  and  Re- 
habilitation, the  Federal  Communications  Commission  and  the 
Underwriters  Laboratories. 


The 


MF-49 

V ^ UNIVERSAL  DIATHERMY 


Let  us  send  you  literature,  including  prices.  Just  jot 
down  '’MF-49”  on  your  card  or  letterhead,  and  mail 
to  — 


Distributed  in  Arizona  by 


STANDARD  SURGICAL  SUPPLY 

PHOENIX  TUCSON 


710  N.  First  Street 


809  E.  Broadway 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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Highly  effective  • Well  tolerated  • Imparts  a feeling  of  well-being 


Estrogenic  Substances  (water-soluble) 


also  known  as  Conjugated  Estrogens  (equine) 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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MRS.  ELEANOR  ROOSEVELT 

World-famous  wife  and  mother ; Senior  United 
States  Representative  of  the  United  Nations  Gen- 
eral Assembly;  author,  radio  and  television  com- 
mentator; internationally  respected  and  admired 
for  her  interest  in,  and  understanding  of,  all  peoples. 


HONORABLE  CHARLES  EDISON 

Son  of  the  late  Thomas  A.  Edison;  former  Assist- 
ant Secretary  and  then  Secretary  of  the  Navy; 
former  Governor  of  New  Jersey;  guiding  force  as 
officer  and/or  director  in  many  nationally  known 
civic,  educational  and  industrial  organizations. 


These  three  great 
Americans  can  afford  any 
type  of  hearing  aid 
at  any  price.  They  wear 
the  seventy-five  dollar 
Zenith  hearing  aid. 


MR.  RUPERT  HUGHES 

Author,  playwright,  producer,  poet,  biographer, 
composer;  chief  assistant  editor  of  the  25-volume 
History  of  the  World  published  by  Encyclopaedia 
Britannica ; veteran  of  two  world  wars ; Hollywood 
writer, Doctor  of  Letters, director  and  commentator. 


BIOGRAPHICAL  DATA  BASED  ON 
"WHO’S  WHO  IN  AMERICA.” 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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The  Upjohn  Company  in  early  June 
announced  production  of  Cortisone  Ace- 
tate, 25  mg.  Tablets. 

Now  we  are  announcing  the  availability 
of  Corticotropin  (ACTH). 

Sterile  Corticotropin  (Upjohn)  is  avail- 
able in  two  potencies:  in  vials  containing 
25  U.S.P.  units  and  in  vials  containing 
40  U.S.P.  units. 

Upjohn’s  extensive  experience  in  the 
research  and  manufacture  of  adrenal  cor- 
tical products  has  made  it  possible  to  pro- 
vide the  medical  profession  with  both 
Cortisone  and  Corticotropin. 


A contribution  of 


Up 

John 

_ 

1 

Resea 

reh 

THE  UPJOHN  COMPANY.  KALAMAZOO.  MICHIGAN 


to  this  era  of  metabolic  medicine 
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Prescription  . . . 

Insured  Safety 


Hjljjn  ' !"J11ir 

ARIZONA’S  OLDEST  AND  LARGEST  SA 


LOAN 


FIRST  FEDERAL  j 

C-GAVIMGSw/,.,,,  Q/f-t&i.  j 

l^yjOSEPH  G.  RICE,  CHAIRMAN  OF  THE  BOARD  AND  PRESIDENT  I 
30  W.  Adams  St.,  Phoenix  • Orange  at  Fourth  Ave.,  Yuma  ! 


f:  ACCOUNTS  INSURED  -4 

by  the  Saving*  & loon  Inwaiwat  Corporation 


3311  North  Central  Ave.,  Phoenix 
Plenty  of  Free  Parking 


DYE  MEDICAL  & OXYGEN 
SUPPLY  COMPANY 

OFFERS 

The  Newest  in  Oxygen  Therapy  Equipment 

Exclusive  Distributors  for  MSA  Pneophore 

Exclusive  Distributors  for  Expendo 
Plastic  Mask  & Cannula 

Distributors  of  Medicinal  Gases  to 
Hospitals 

Quality,  Promptness  and  Efficiency 
combined  with  the  lowest  prices  to 
Doctors  and  patients  in  Phoenix 

24  HOUR  SERVICE 

3332  W.  McDowell  Road 
Phoenix.  Arizona 

ALpine  8-5341,  ALpine  8-5342, 
ALpine  8-5343 

"Every  Need  For  the  Sick  Room" 


A constantly  reliable  bottled  water  . . . 
Pure  . . . Fresh  . . . Naturally  Soft 
Untreated  . . . Sterilized  Equipment 
Delivered.  Also  Distilled  Water. 


☆ 

PHONE  2-4645 

☆ 

RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 


WHEN  AN  ORTHOPEDIC 
MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 


Vol.  9,  No.  9 


Arizona  Medicine 


17 


'Actually,  it  has  not  been  so 
much  a case  of  PENTOTHAL  Sodium's 
supplanting  other  anesthetic 
agents  and  methods  as 
it  has  been  of  complementing 
and  supplementing  them  to 
the  mutual  advantage 
of  one  another." 

Adams,  R.  Charles  (1951),  Intravenous  Administration  of 
Pentothal  Sodium  in  Combination  with  Other  Anesthetic 
Agents  and  Methods,  J.  Missouri  Med.  Assn.,  August. 


In  minor  and  major  surgery,  for  induction  or 
induction  and  maintenance,  alone  or  in  combina- 
tion with  other  anesthetics,  Pentothal  Sodium 
continues  to  grow  in  popularity  in  operating 
rooms  throughout  the  civilized  world.  Not 
without  reason: 

Eighteen  years  of  experience,  nearly  1900 
published  reports  have  shown  that  intravenous 
anesthesia  with  Pentothal  means  a smooth, 
easy  induction,  generally  without  anxiety. 
And  that  deeper  anesthesia  may  be  had  in 
a moment,  as  needed.  Recovery  is  short, 
pleasant  and  usually  without  nausea.  No  bulky 
frightening  equipment  is  needed.  The  fire 
and  explosion  hazard  is  eliminated.  And,  as 
it  says  above,  this  ultra-short-acting  barbi- 
turate complements  and  supplements  other 
agents  to  "the  mutual  s-t  n n . . 
advantage  of  one  another.” 


r\  r 

o 

l)  FOR  INTRAVENOUS  ANESTHESIA 

(STERIIE  THIOPENTAl  SODIUM,  ABBOTT) 
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new  convenience  in  broad-spectrum  therapy 


Introducing  new  flexibility  in  broad-spectrum 
antibiotic  therapy  with  the  most  familiar  and 

acceptable  form  of  medication  for  your  patients  — 
well-tolerated,  rapidly-effective  Crystalline  Terramycin 

Amphoteric  Tablets  (sugar  coated)  are  prepared  from 
the  pure,  natural  antibiotic  substance,  assuring 
availability  throughout  the  pH  range  of  the 
gastrointestinal  tract.  Will  not  contribute  to  gastric  acidity. 
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THE  MANAGEMENT  OF  URETERAL  CALCULI 

W.  G.  Shultz,  M .D.,  F.A.C.S, 

Tucson,  Arizona 


My  reasons  for  giving  this  presentation  are 
(1)  a fairly  high  incidence  of  calculi  in  our 
area  and  (2)  poor  management  may  result  in 
irreparable  damage  or  loss  of  a kidney  or  even, 
in  rare  instances,  a life.  The  problem  is  a 
flexible  one  and  the  methods  of  dealing  with  it 
must  also  be. 

One  should  be  skilled  in  the  use  of  all  instru- 
ments and  methods,  and  his  choice  should  be 
determined  by  a thorough  knowledge  of  the 
conditions  operating  in  each  particular  case. 

We  have  frequently  seen  a patint  writhing 
in  agony  with  a typical  attack  of  what  seems 
unquestionably  ureteral  colic  due  to  a calculus, 
only  to  find  it  difficult  or  impossible  to  demon- 
strate a calculus  because  it  is  so  small;  but  in 
other  cases  accidentally  find,  while  looking  for 
something  else,  that  a patient  has  a large  ureteral 
calculus,  already  in  the  lower  end  of  his  ureter, 
who  has  been  so  unaware  of  pain  as  not  to 
suspect  any  real  physical  difficulty,  certainly 
not  a stone  in  the  ureter. 

For  the  purpose  of  this  discussion  I shall 
consider  ( 1 ) the  small  or  medium  sized  mildly 
obstructing  calculi;  (2)  the  small  or  medium 
sized  seriously  obstructing  calculi;  (3)  the  old 
impacted  calculi;  (4)  the  large  calculi  con- 
sidered too  large  to  pass  through  the  intramural 
portion  of  the  ureter,  all  four  classes  with  or 
without  serious  superimposed  infection. 

The  small  or  medium  sized  mildly  obstructing 
calculus  without  infection  will  usually  pass 
without  intervention.  The  patient  may  be  given 
fluids  freely,  a mild  sedative,  and  permitted  to 

Read  before  Sixty-first  Annual  Meeting  of  Arizona  Medical 
Association,  May  1,  1952. 


carry  on  his  normal  activities.  However,  a care- 
ful supervision  should  be  carried  out  and  if  the 
calculus  is  not  passed,  and  recovered,  follow-up 
studies  should  be  done  as  the  calculus  may 
impact  and  without  symptoms  enlarge  to  a 
point  that  it  cannot  be  removed  by  any  except 
open  operative  measures,  and  may  result  in  con- 
siderable damage  to  the  attendant  kidney.  In 
case  infection  supervenes,  suitable  measures 
should  be  immediately  instituted  to  combat  the 
infection  and  remove  the  calculus.  These  meas- 
ures are  the  same  as  for  the  small  or  medium 
sized,  seriously  obstructing  calculus;  namely, 
administration  of  your  favorite  urinary  antisep- 
tic. I would  suggest  the  combination  of  peni- 
cillin and  dihydrostreptomycin  unless  cultures 
and  sensitivity  tests  have  already  been  done  and 
suggest  another  more  suitable  medication.  If 
the  calculus  is  in  the  lower  one-third  of  the 
ureter,  I suggest  removal  of  the  calculus  by  one 
of  the  manipulative  methods  later  desrcibed  in 
this  article,  followed  by  catheter  drainage  of  the 
affected  kidney.  If  these  methods  are  unsuc- 
cessful, of  course,  open  operative  approach  is 
advisable  and  in  the  presence  of  infection  must 
be  done  early.  The  simple  passage  of  a ureteral 
catheter  will  overcome  the  obstruction,  afford 
immediate  relief  of  pain,  and  establish  drain- 
age which  is  of  primary  importance  in  treating 
infection  anywhere.  This,  in  conjunction  with 
appropriate  urinary  antiseptics  and  forcing  of 
fluids,  may  produce  complete  subsidence  of  the 
infection  and  if  it  is  possible  to  leave  the  catheter 
indwelling  for  a suitable  period  of  time,  the 
calculus  may  pass  spontaneously  after  its  re- 
moval. 
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For  removal  of  calculi  in  the  lower  one-third 
of  the  ureter  I x^refer  to  use  the  Council  basket 
with  a medium  length  filiform  (Figs.  1 & 2) 
if  possible  to  x>ass  it,  as  it  x^ermits  complete  and 
adequate  dilatation  of  the  intramural  portion  of 
the  ureter,  as  well  as  the  ureteral  meatus,  and 
also  helx?s  prevent  difficulty  in  bringing  the 
calculus  through  these  areas  after  it  becomes 
engaged.  The  Council  as  stated  has  the  advan- 
tage of  dilatation  of  the  intramural  portion  of 
the  ureter  (Fig.  2),  however,  its  disadvantage 
is  that  the  instrument  may  pass  the  calculus  in 
front  and  in  such  manner  that  it  is  impossible 
to  engage  it  because  it  cannot  enter  the  basket 
at  the  back  side  through  the  closely  meshed 
wires.  The  Robinson  stone  dislodger  (Fig.  3) 
is  made  with  only  four  wires,  permits  dilatation 
of  the  intramural  portion  of  the  ureter  to  a fair 
extent,  and  will  still  permit,  the  calculus  to 
enter  it  from  any  side;  therefore,  it  will  fre- 
quently be  successful  where  the  Council  fails. 
The  Johnson  stone  basket  (Fig.  4)  readily  admits 
entrance  of  the  calculus  but  does  not  x>ermit 
manual  dilatation,  and,  therefore,  once  the  cal- 
culus is  engaged  it  must  be  withdrawn  without 
the  assistance  of  dilatation,  and  is  more  prone 
to  result  in  damage  to  the  ureter  or  ureteral 
meatus.  Ureteral  meatotomy  may,  of  course,  be 
combined  with  any  of  the  above  instruments 
to  assist  in  extraction  of  the  calculus.  A small 
calculus  impacted  in  the  intramural  portion  of 
the  ureter  may  be  engaged  in  any  of  the  above 
baskets,  or  it  may  be  forced  back  into  the 
dilated  x^ortion  of  the  ureter  where  it  is  more 
easily  picked  up.  However,  frequently  a cal- 
culus impacted  in  this  region  may  not  x>ei'mit 
the  x>assage  of  any  instrument  including  cathe- 
ter due  to  the  edema  or  stenosis.  Ureteral 
meatotomy  in  such  cases  may  be  of  no  avail 
as  an  aid  to  passing  the  instrument.  However, 
ureteral  meatotomy,  once  the  calculus  is  im- 
pacted in  the  intramural  x>orti°n,  may  be  all 
that  is  necessary  to  make  it  x>ossible  by  mani- 
pulation between  the  beak  of  the  instrument  in 
the  bladder  and  the  finger  in  the  vagina,  in  the 
female,  or  in  the  rectum  in  the  male,  to  express 
the  calculus  out  of  the  lower  ureter.  Where 
the  basket  has  been  introduc'd  and  manipula- 
tive  efforts  have  failed  as  in  Figs.  1,  2,  3,  & 4 
a ureteral  catheter  should  be  x^assed  to  the  renal 
X>elvis  and  left  indwelling  for  forty-eight  hours 
or  more  if  possible.  However,  in  this  case  it 
was  impossible  to  pass  a ureteral  catheter,  but 


the  dilatation  of  the  intramural  xwrtion  of  the 
ureter,  x>lus  a meatotomy  were  apparently  ade- 
quate and  the  calculus  was  x>assed  uneventfully 
a few  days  later.  All  such  cases  must  be  care- 
fully supervised  and  immediate  surgical  inter- 
vention carried  out  if  obstructive  damage  or/ 
and  infection  supervenes. 

In  case  of  the  old  impacted  calculus  that  has 
been  in  its  location  for  a long  time,  x>eri-ureteritis 
and  fibrosis  has  taken  x>lace,  and  it  may  have 
become  so  imbedded  that  manipulative  proce- 
dures will  be  unsuccessful  and  ureterolithotomy 
may  be  necessary.  However,  if  not  too  large,  a 
X>reoperative  cystoscopic  effort  is  justifiable. 
Large  calculi  above  2 cm.  in  diameter  at  any 
site  in  the  ureter  usually  should  be  ax>proached 
by  open  operation. 

In  the  ux>per  two-thirds  of  the  ureter,  baskets 
should  not  be  used  in  an  effort  to  remove  the 
calculi  in  any  case,  but  in  the  small  or  medium 
sized  calculi  with  marked  obstruction,  ureteral 
catheterization,  multiple  ureteral  catheterization, 
or  the  loox)  catheter  may  frequently  bring  about 
X^assage  of  the  calculus  without  comxfiications, 
and  obviate  the  necessity  for  surgical  inter- 
vention. 

- CASE  REPORTS  - 

A few  cases  are  now  x^resented  which  do  not 
show  comxdete  success  from  manipulative  meas- 
ures, but  illustrate  some  of  the  points  brought 
out  in  this  presentation.  The  hospital  records 
will  show  the  successes  and  I can  assure  you 
that  they  constitute  a good  95%. 

Case  No.  1:  This  x>atient  had  a calculus  ap- 
X>roximately  1 cm.  x 2 cm.  in  size  which  had 
become  impacted  in  his  lower  left  ureter.  In- 
fection had  develox^ed  and  the  x^atient  had  been 
allowed  to  remain  in  this  condition  for  too  long 
a period  of  time  before  help  was  sought.  This 
was  before  the  day  of  our  wonder  drugs.  A 
catheter  was  x^assed  beyond  this  calculus  and 
considerable  symptomatic  relief  obtained.  A 
great  deal  of  peri-ureteritis  was  present.  His  tem- 
X^erature  and  general  condition  did  not  im- 
X^rove  with  drainage,  and  it  was  felt  that  a left 
nephrectomy  might  be  necessary.  However,  it 
was  decided  to  do  an  oxierative  axqiroach  to  this 
calculus  which  was  done  through  an  extra- 
peritoneal  abdominal  operation.  The  calculus 
was  removed  from  the  lower  end  of  the  ureter. 
The  x^rogress  of  the  patient  was  such  that  a 
nephrectomy  had  to  be  done  the  following  day. 
At  the  time  of  nexdirectomy  the  kidney  was 
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Upper  left— Council  basket  passed  by  a calculus  in  intramural  portion  of  ureter.  Calculus  appears  in 
lower  end  and  would  seem  to  be  in  the  basket.  Such  is  not  the  case.  Upper  right— The  Council  basket 
in  open  position  dilating  the  intramural  portion  of  the  ureter.  Lower  left— Robinson  stone  dislodger  in 
use  in  the  same  case.  Lower  right— Johnson  stone  basket  likewise  in  use  in  the  same  case. 


2 
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found  to  be  very  friable,  and  while  I was  reach- 
ing for  a renal  pedicle  clamp,  the  kidney  pulled 
loose  from  its  pedicle  in  the  hands  of  my  assis- 
tant. A perfectly  dry  laporotomy  sponge  folded 
twice,  was  grasped,  and  the  renal  pedicle 
compressed  against  the  vertebral  column  with 
this  sponge  by  manual  pressure.  It  was  held 
for  five  minutes  during  which  time  no  bleed- 
ing occurred.  The  sponge  was  then  removed, 
no  hemorrhage  ensued,  the  renal  fossa  was  emp- 
tied of  blood  clots,  a rubber  dam  drain  was 
placed  in  the  renal  fossa,  no  effort  was  made 
to  locate  and  ligate  the  renal  pedicle,  and  the 
incision  was  closed  in  the  usual  manner.  This 


procedure  as  you  probably  know  is  purported 
to  have  first  been  done  in  France,  has  been  done 
numerous  times  since,  and  the  only  complica- 
tion which  followed  this  particular  procedure, 
was  my  loss  of  sleep  for  the  next  few  nights. 

Case  No.  2 is  a man  sixty-one  years  of  age 
when  he  first  reported  to  me.  His  case  does  not 
fall  entirely  within  the  province  of  this  presenta- 
tion, but  it  does  illustrate  the  manner  in  which 
some  of  the  manipulative  measures  are  com- 
bined to  aid  in  the  management  of  various 
cases.  At  his  first  visit  (Fig.  11)  the  right 
kidney  contained  four  large  calculi  and  a group 
of  sand.  The  left  kidney  contained  three  cal- 
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Upper  left— Two  calculi  in  the  upper  end  of  the  ureter  which  appear  as  one  since  they  are  so  close 
together  . Upper  right— Calculi  pushed  back  into  the  renal  pelvis.  Lower  left— One  calculi  now  in  renal 
pelvis  and  one  again  in  the  upper  ureter.  Lower  right— These  two  calculi  enclosed  in  a loop  catheter 
and  drawn  down  to  about  the  mid  portion  of  the  ureter. 


culi  and  a group  of  sand.  The  lower  left  ureter 
contained  two  fairly  large  groups  of  calculi,  the 
lower  right  ureter  contained  one  large  group  of 
calculi,  and  there  was  a calculus  in  the  urin- 
ary bladder.  This  patient  had  prostatic  obstruc- 
tion. A resectoscope  was  used,  and  the  calculus 
removed  from  the  urinary  bladder.  The  prostate 
was  then  removed  by  resection.  The  calculi 
were  removed  from  both  the  lower  right  and 
left  ureters,  by  doing  a ureteral  meatotomy 
on  both  sides  and  manipulating  the  calculi  out 
of  the  lower  ureters.  The  patient’s  urine  was 
changed  from  an  alkaline  one  to  an  acid  one 
and  during  the  next  five  years  he  passed  a 


considerable  amount  of  sand.  His  x-rays  (Fig. 
12)  five  years  later  show  that  the  left  kidney 
contained  one  small  calculus,  the  right  two 
fairly  large  calculi,  but  the  balance  of  the  urin- 
ary tract  was  free  of  calculi. 

Case  No.  3:  This  case  illustrates  the  use  of 

the  loop  catheter.  Fig.  5 shows  two  calculi  in 
the  upper  ureter  although  they  are  so  close 
together  that  they  appear  as  one.  A California 
urologist  attempted  to  aid  in  their  passage  by 
the  use  of  multiple  catheters.  Fig.  6 shows  that 
these  two  calculi  have  been  pushed  back  into 
the  renal  pelvis  by  this  procedure.  Subse- 
quently, Fig.  7 shows  that  one  of  these  calculi 
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Upper  left— They  are  now  in  the  lower  one-third  of  the  ureter.  Upper  right— The  same  two  calculi  at  a 
still  lower  position  in  the  ureter  where  they  were  dropped  by  too  much  tension  on  the  catheter.  Lower 
left— The  right  kidney  contains  four  large  calculi  and  a group  of  sand.  The  left  kidney  three  calculi  and 
a group  of  sand.  The  lower  left  ureter  contains  two  fairly  large  groups  of  calculi.  The  lower  right 
ureter  contains  one  large  group  of  calculi,  and  there  is  a calculus  in  the  urinary  bladder.  Lower  right- 
Same  patient  five  years  later  now  shows  one  small  calculus  in  left  kidney.  The  right  conatins  two  fairly 
large  calculi.  The  balance  of  the  urinary  tract  is  free  of  calculi. 


has  come  down  again  into  the  uper  third  of  the 
ureter.  The  other  still  remains  in  the  renal 
pelvis.  About  this  time  the  patient  left  Cali- 
fornia and  came  to  Arizona,  and  the  x-ray 
examination  here  showed  the  calculi  to  occupy 
this  same  position.  The  patient  had  consider- 
able trouble  with  urinary  infection,  recurrent, 
which  was  controlled  each  time  with  urinary 
antiseptics.  One  calculus  being  in  the  ureter 
and  the  other  in  the  kidney  posed  a problem. 
She  was  advised  that  if  they  were  both  back 
in  the  ureter  in  their  original  position  a surgical 
approach  through  the  loin  to  this  portion  of  the 


ureter  would  be  made  for  their  removal.  A 
reasonable  period  of  time  was  permitted  for 
this  to  occur,  but  since  it  did  not  it  was  de- 
cided to  make  an  attempt  with  the  loop  catheter 
to  see  if  the  one  calculus  in  the  ureter  could 
be  obtained.  Therefore,  a loop  catheter  was 
passed  to  the  renal  pelvis  and  a loop  made.  It 
was  drawn  down  into  the  ureter  and  an  x-ray 
showed  that  it  had  picked  up  both  calculi. 
Fig.  8 shows  that  these  had  been  brought  down 
to  the  mid  portion  of  the  ureter  and  with 
gentle  pressure  they  were  brought  down  still 
further,  and  Fig.  9 shows  that  they  are  now  in 
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the  lower  one-third  of  the  ureter.  At  this  point 
so  much  traction  was  being  exerted  that  the  loop 
was  straightening  out  and  it  was  felt  that  these 
calculi  would  be  dropped.  Therefore,  the  ure- 
teral catheter  was  fastened  to  her  thigh  with 
elastic  traction,  and  after  twenty-four  hours  it 
was  found  that  the  catheter  had  become  quite 
loose.  Therefore,  gentle  traction  was  made  on 
it  and  I considered  reattaching  the  elastic  trac- 
tion to  the  catheter,  but  inadvertently  exerted 
a little  too  much  force  and  felt  the  catheter  come 
away.  X-ray  (Fig.  10)  disclosed  that  it  had 
dropped  the  two  calculi  in  the  lower  most  por- 
tion of  the  ureter.  Numerous  attempts  were 
made  with  catheters  and  baskets  to  get  by  these 
calculi  in  hopes  of  engaging  them.  Nothing 
could  be  passed  by  them.  Therefore,  an  extra- 
peritoneal  approach  to  the  ureter  was  done  and 
a ureterolithotomy  performed  with  successful 


1 1 


Upper  left— Shows  loop  made  in  kidney  pelvis  and  calculus 
opposite  the  body  of  the  fourth  lumbar  vertebra.  Upper  right— 
Shows  this  loop  brought  down  to  and  engaging  the  calculus. 
Lower  left— Shows  Bransford  Lewis  ureteral  dilator  accidentally 
acting  as  a forcep  grasping  ureteral  calculus. 


removal  of  both  calculi.  Numerous  adhesions 
were  found  in  the  region  of  the  calculi  and  it 
was  felt  that,  that  portion  of  the  ureter  had 
ben  involved  in  previous  inflammatory  reaction 
following  pelvic  surgery.  This  patient’s  prog- 
ress has  been  quite  satisfactory  since  that  time 
although  she  requires  dilatations  of  her  lower 
ureter  and  lavage  of  the  renal  pelvis  on  this 
side. 

Case  No.  4:  Briefly  I woidd  like  to  report 

another  case  in  which  the  loop  catheter  is  used. 
A single  small  irregularly  shaped  calculus  had 
blocked  at  the  beginning  of  the  mid  portion  of 
the  ureter  just  opposite  the  transverse  process 
of  the  fourth  lumbar  vertebra.  A loop  catheter 
was  passed  to  the  renal  pelvis  and  the  loop 
made  (Fig.  13).  This  loop  was  then  gradually 
withdrawn  and  (Fig.  14)  shows  it  engaging  the 
calculus  for  removal. 

Case  No.  5:  Thi  spatient  had  an  impacted 

ureteral  calculus  in  the  lower  one-third  of  her 
ureter  approximately  1 cm.  x 2 cm.  in  size,  and 
reported  to  me  in  1923.  A Bransford  Lewis 
dilator  was  used  to  dilate  the  ureter  up  to  the 
calculus.  When  the  calculus  was  reached  and 
efforts  at  dilatation  continued  the  jaws  of  the 
dilator  accidentally,  and  unintentionally,  were 
forced  by  the  calculus  in  such  manner  that  it 
became  engaged  in  them  as  shown  in  Fig.  15. 
All  efforts  to  disengage  this  instrument  from  the 
calculus  failed.  The  ureteral  walls  held  it 
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tightly  clamped  against  the  calculus  and  it  was 
slowly  brought  down  to  the  intramural  portion 
of  the  ureter.  I still  made  numerous  attempts 
to  drop  the  calculus,  but  these  were  unsuccess- 
ful. A ureteral  meatotomy  was  done  and  the 
calculus  removed  still  firmly  clamped  within  the 
jaws  of  the  dilator.  Fortunately,  the  post  opera- 
tive progress  of  this  patient  was  uneventful. 
Ain’t  nature  grand! 

- COMMENT  - 

Contra-indications  for  use  of  manipulative 
measures:  (1)  Where  the  calculus  is  relatively 
small  in  comparison  to  the  ureter,  complete  ob- 
struction or  infection  are  not  present,  and  the 
calculus  seems  liable  to  pass  spontaneously.  (2) 
The  aged.  (3)  Prostatitis,  hypertrophy  or  car- 
cinoma of  the  prostate,  epididymitis.  (4)  In- 
fected hydro-ureteral  nephrosis  above  the  cal- 
culus. A careful  preoperative  effort  to  obtain  a 
calculus  does  no  harm  and  may  prevent  a ure- 
teral lithotomy,  in  a patient  who  may  in  the 
future  have  another  calculus  passing  through 


the  same  channel.  The  improper  application 
of  any  instrument  may  end  in  poor  results  and 
in  justly  deserved  criticism.  This,  of  course, 
is  a general  statement  which  may  be  applied 
as  a deserved  criticism  against  all  procedures, 
improperly  applied  by  the  surgeon,  or  any  in- 
vestigator in  any  field.  Prolonged  and  deter- 
mined efforts  with  any  of  the  described  methods 
are  likely  to  cause  excessive  trauma  to  the 
ureter,  thereby  increasing  spasm,  obstruction, 
infection,  and  leading  to  complete  failure.  In 
the  event  of  failure  to  relieve  the  obstruction 
one  must  choose  between  further  observation, 
with  the  possibility  of  spontaneous  passage  of 
the  calculus,  or  surgical  removal.  In  the  pres- 
ence of  infection  one  must  proceed  with  caution 
and  very  excellent  judgment  as  well  as  very 
close  supervision.  Prompt  action  when  surgery 
becomes  indicated  cannot  be  over-emphasized 
and  unnecessary  delay  at  this  time,  will  result 
in  serious  and  possibly  irreparable  damage  to 
the  kidney. 


CARCINOMA  OF  THE  BREAST:  DIAGNOSIS  AND  FACTORS 
DETERMINING  PROGNOSIS  AND  TREATMENT 

Ian  Macdonald,  M.  D.* 

Los  Angeles,  California 


Cancer  of  the  female  breast,  second  ranking 
cause  of  mortality  from  cancer  in  American 
women,  continues  its  upward  trend  of  incidence 
and  mortality  which  first  became  evident  early 
in  this  century.  Even  in  the  decade  just  past, 
with  more  general  application  of  radical  surgery 
by  an  increasing  number  of  well-trained  sur- 
geons throughout  the  country,  and  with  increas- 
ing emphasis  on  “early”  diagnosis  and  “early” 
treatment,  the  death  rate  from  mammary  cancer 
continues  its  gradual  but  inexorable  rise.  That 
this  increase  is  only  partially  due  to  an  increase 
in  the  aging  fraction  of  the  population  is  shown 
by  age-adjusted  statistics.  In  Connectciut,  for 
example,  a State  where  there  has  been  a highly 
dveloped  cancer  control  program  for  some  20 
years,  the  age-adjusted  mortality  rates  per  100,- 
000  for  breast  cancer  for  1937  and  1948  were, 
respectively,  in  the  order  of  30  and  37. 

At  present  the  annual  mortality  from  mam- 
mary cancer  in  the  United  States  verges  on 
19,000.  There  are,  at  any  time,  over  70,000  cur- 
rent cases,  a factor  of  3.5  indicating  rather 
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accurately  the  ratio  of  mortality  to  morbidity 
in  this  disease. 

Because  we  lack  a more  exact  serologic  or 
other  approach,  early  diagnosis  of  breast  can- 
cer rests  on  meticulous  physical  examination 
of  the  woman  whose  complaint  is  of  the  breast. 
Proper  examination  demands  individual  devel- 
opment of  a strict,  painstaking  routine  in  which 
all  four  quadrants  and  the  subareolar  area  of 
each  breast  are  meticulously  surveyed,  both  in 
the  siting  and  supine  positions.  Breast  contour, 
nipple  level,  areolar  retraction  or  distortion,  and 
early  skin  changes  with  the  arms  in  varying 
positions  are  features  requiring  careful  review. 
Palpation  of  axillary,  supraclavicular,  and  cer- 
vical lymphnodal  areas  is  of  extreme  prognostic 
importance.  Complete  physical  examination  is 
mandatory,  of  course,  with  emphasis  on  pelvic 
and  rectal  examination  for  not  infrequent  in- 
stances of  concomitant  gynecologic  pathology. 

In  the  strictest  sense,  there  is  only  one  cardinal 
objective  in  clinical  exacmination  of  the  female 
breast:  to  determine  or  to  exclude  the  presence 
of  a space-occupying,  three-dimensional  tumor. 
If  such  a tumor  is  present,  the  physician  has 
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reached  the  limit  of  exact,  tactile  diagnosis.  It 
then  becomes  his  responsibility  to  advise,  and 
the  patient’s  to  accept,  early  biopsy  and  his- 
tologic examination.  This  holds  true  both  for 
small  tumors  of  debatable  nature  and  large 
tumors  clinically  consistent  with  carcinoma,  for 
even  the  elect  may  mistake  fat  necrosis,  for 
example,  for  cancer.  Further,  even  in  obviously 
advanced  and  inoperable  breast  cancer,  a biopsy 
should  be  performed  before  palliative  treatment, 
either  radiological  or  medical,  is  instituted. 

Of  every  100  women  whose  complaint  is  of 
the  breast,  approximately  60  will  be  found  to 
have  some  phase  of  the  condition  generally 
(and  inaccurately)  referred  to  as  cystic  disease 
or  mastitis,  20  will  be  proved  to  have  cancer, 
perhaps  15  will  exhibit  a fibroadenoma,  and  the 
remaining  5 will  represent  the  curiosae  mammae, 
such  as  traumatic  fat  necrosis,  plasma  cell  mas- 
titis, tuberculosis,  and  a few  rare  tumors  such 
as  lipomata,  chondromata,  and  so  forth.  Thus 
the  most  frequent  problem  in  early  diagnosis 
is  the  distinction  between  the  variegated  changes 
in  mammary  consistency  which  characterize 
cystic  disease  and  the  physical  features  of  a 
distinct,  space-occupying,  or  true,  lump  in  the 
breast.  Accuracy  in  differentiating  between  true 
and  false  lumps  in  the  breast  comes  from  that 
high  pitch  of  tactile  sensitivity,  or  tactus  eru- 
ditus,  which  can  be  acquired  only  by  experi- 
ence. 

Many  unnecessary  explorations  and  biopsies 
of  the  breast  are  done  because  of  the  physician’s 
failure  to  recognize  the  historical  features  and 
physical  criteria  of  cystic  disease.  The  rhythmic 
periodicity  of  premenstrual  soreness  and  tender- 
ness of  the  breasts  in  cystic  disease  is  its  most 
frequent  symptom.  Unhappily,  early  cancer  of 
the  breast  is  rarely  symptomatic  and  requires 
objective  identification  of  a nontender  mass. 
Many  patients  with  cystic  disease  will  present 
areas  of  apparent  induration  during  the  pre- 
menstrual phase  of  their  cycle,  and  reexamina- 
tion of  the  areas  a week  or  so  after  menstrua- 
tion will  prove  their  evanescent  or  false  nature. 
These  are  the  patients  who  may  provide  an  un- 
happy experience  in  the  operating  room  for 
the  surgeon  who  is  unable  to  find  the  “tumor” 
he  discovered  during  an  examination  in  the 
florid  premenstrual  phase. 

An  invaluable  aid  in  the  recording  of  breast 
lesions  generally  is  a diagrammatic  representa- 
tion of  the  breasts  and  regional  nodal  areas 


stamped  or  drawn  on  the  chart,  with  the  lesions 
accurately  indicated  by  location  and  size  accord- 
ing to  actual  measurement.  If  an  area  of  in- 
duration in  the  breast  does  not  completely 
regress  in  the  postmenstrual  phase,  but  by 
measurement  exhibits  distinct  decrease  in  size, 
it  is  almost  certainly  non-neoplastic  and  requires 
observation  only.  Contrariwise,  any  distinct 
area  of  three  dimensional  induration  which 
fails  to  regress  postmenstrually,  or  even  increases 
in  size,  must  be  excised,  for  women  with  cystic 
disease  have  a slightly  higher  than  average 
incidence  of  mammary  carcinoma. 

There  are  two  processes  of  involution  which 
produce  space-occupying  lesions  in  cystic  dis- 
ease. One  is  the  development  of  gross  cysts 
of  such  size  as  to  be  palpable.  They  may  be 
firm  or  even  hard  in  consistency  because  of 
the  tension  of  the  intracystic  fluid,  and  their 
surface  is  smooth,  their  outline  sharply  demar- 
cated, and  their  mobility  usually  notable.  I 
believe  it  is  proper  to  aspirate  such  cysts  with 
a 14  gauge  needle  and  to  attempt  to  empty  the 
cyst  completely.  If  there  is  no  rseidual  mass 
after  aspiration,  in  7 out  of  10  patients  the 
cyst  will  not  refill  and  excisional  surgery  is  un- 
necessary. If  residual  induration  is  palpable 
after  aspiration,  or  if  a cyst  has  refilled  on  re- 
examination four  weeks  later,  excision  is  indi- 
cated. A small  percentage  of  gross  cysts  de- 
velop neoplastic  changes  in  their  epithelial  lin- 
ing. 

The  other  process  producing  a true  lump  in 
cystic  disease  is  a sclerosing  stromal  involution, 
or  sclerosing  adenomatosis.  In  extreme  instances 
the  scirrhous  effect  is  so  pronounced  as  to  pro- 
duce a breast  tumor  indistinguishable  from  car- 
cinoma, including  skin  attachment.  The  scleros- 
ing phase  simply  produces  a true  tumor  which 
requires  excision  for  differentiation  from  cancer. 

Other  diagnostic  aids  have  not  been  of  any 
great  value.  In  the  author’s  experience,  tran- 
sillumination does  not  provide  enough  infor- 
mation to  justify  the  procedure,  and  at  times  it 
can  be  highly  misleading.  Intraductal  injec- 
tion of  radioppaque  materials  is  not  without 
hazard  and  is  certainly  unsuitable  for  more 
than  occasional  use.  Accurately  taken,  soft 
tissue  films  of  the  dependent  breast  may  be 
helpful  in  occasional  instances. 

An  unusual  form  of  cancer  of  the  breast  is  a 
sarcomatous  process  developed  in  a pre-exist- 
ing fibroadenoma,  in  which  the  fibroblastic  stro- 
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mal  component  of  this  compound  neoplasm 
produces  a fibrosarcoma.  Usually  seen  in 
younger  women,  or  at  least  in  middle  life,  it 
commonly  produces  a very  bulky  tumor  with- 
out skin  attachment  or  regional  nodal  involve- 
ment, and  constitutes  a lobulated  soft  to  firm 
mass  entirely  unlike  carcinoma. 

The  natural  history  of  untreated  carcinoma 
of  the  breast  forms  a baseline  against  which 
the  results  of  our  therapeutic  efforts  to  modify 
the  disease  should  be  compared,  a fact  too  often 
disregarded  in  clinical  reporting  of  end  results. 
Survival  rates  for  untreated  carcinoma  of  the 
breast,  from  time  of  diagnosis,  are  as  follows: 
3 years  40% 

5 years  22% 

10  years  5% 

These  rates  are,  of  course  survival,  with  dis- 
ease, of  the  untreated  cases,  but  it  should  be 
remembered  that  a few  individuals  and  insti- 
tutions also  report  end  results  in  terms  of  sur- 
vival, with  and  without  disease.  Such  figures 
should  be  reduced  by  deducting  the  percentage 
which  would  have  survived  without  treatment. 
Thus,  a 5-year  survival  rate  of  44%  for  carcinoma 
of  the  breast  is,  in  fact,  only  a 22%  increase 
in  survival  over  the  untreated,  natural  course 
of  the  disease. 

“Cure”  rates,  or,  more  accurately,  control 
rates,  are  of  much  greater  significance,  if  they 
are  based  on  total  experience  and  not  biased 
by  statistical  trickery.  A 5-year  control  rate 
of  44%  means  that  44  of  100  patients  treated 
have  reached  the  5 year  mark  without  clinical 
evidence  of  recurrence  or  metastasis,  as  com- 
pared to  0%  of  untreated  patients. 

Failure  to  recognize  the  difference  between 
clinical  control  and  sheer  survival  has  led  some 
“ivory  tower”  statisticians  to  adopt  a dismal 
view  of  surgical  end  results  in  cancer  of  the 
breast.  Statistical  evidence  relating  the  dura- 
tion of  mammary  cancer  to  its  local  and  regional 
extent  is  as  yet  only  a measurement  of  how  soon 
a patient  seks  advice  on  the  basis  of  a recog- 
nized abnormality,  and  it  may  be  that  present 
figures  represent  degrees  of  abnormality  as  a 
function  of  time,  rather  than  any  reflection  of 
the  true  natural  history  of  the  disease.  Nor 
will  there  be  any  reliable  evidence  on  the  value 
of  early  treatment  until  a sufficient  sample  of 
patients  has  come  to  adequate  treatment  solely 
on  the  basis  of  objective  recognition  of  asymp- 
tomatic mammary  tumors  known  to  be  of  short 


duration.  Apart  from  any  statistical  concept  of 
“absolute”  cures,  the  long  term  control  of  mam- 
mary carcinoma  by  surgical  methods,  both 
radical  and  palliative,  is  of  inestimable  value 
to  society.  Recurrent  or  metastatic  disease  de- 
veloping 10  to  15  years  after  treatment  may 
represent  therapeutic  failures  to  the  statistician, 
and  survival  “with”,  or  “without”,  disease  for 
shorter  periods  of  time  may  seem  similar  when 
plotted  on  a graph.  To  the  clinician,  however, 
“salvage”  such  as  this  is  significant  and  re- 
warding. To  the  patient,  and  to  society,  it  is 
the  difference  between  nihilism  and  som  meas- 
ure of  successful  control  while  we  await  the 
development  of  more  effective  therapeutic  meth- 
ods. 

A reverse  attitude  now  current  in  some  sur- 
gical centers,  in  extension  of  radical  surgery 
beyond  the  limits  of  the  conventional  Halsted- 
Meyer  procedure,  arouses  no  vestige  of  entru- 
siasm  in  this  observer.  Thirty  years  ago  Simkin 
was  combining  a radical  supraclavicular  dissec- 
tion with  radical  mastectomy,  and  his  end  re- 
sults were  no  better  than  with  the  conventional 
operation.  There  is  no  possible  reason  to  be- 
lieve that  the  modern  exponents  of  superradical- 
ism in  this  particular  type  of  cancer  will  fare 
any  better.  If  the  neoplastic  process  has  gone 
beyond  the  anatomic  limits  of  curability  by 
conventional  radical  mastectomy,  such  extension 
is  almost  inevitably  evdeince  of  its  lethal  na- 
ture and  of  still  wider  dissemination  beyond  any 
possible  operative  areas.  When  the  presence 
of  metastases  in  the  apical  axillary  lymph  nodes 
is  an  almost  invariable  indication  of  incurability, 
the  effort  to  remove  disease  even  more  proximal, 
by  resecting  ribs,  sternum  and  clavicle,  is  little 
more  than  surgical  exhibitionism.  The  same 
reasoning  invalidates  proposals  for  wider  re- 
moval of  skin  with  routine  grafting,  reflection 
of  skin-thickness  flaps  and  extensive  dissections 
with  operative  periods  up  to  5 and  6 hours.  In 
spite  of  these  refinements  Haagensen,  their 
principal  advocate,  reports  5-year  end  results 
no  better  than  most,  and  not  as  good  as  some 
surgeons,  and  his  rate  of  local  recurrences  re- 
mains constant  at  12%  to  13%. 

Opposing  the  disciples  of  super-radicalism  are 
a few  therapists  who  are  moving  in  the  direc- 
tion of  surgical  conservatism.  Most  notable 
of  these  is  McWhirter,  who  reports  5-year  end 
results  equalling  those  from  radical  mastectomy, 
by  simple  mastectomy  with  x-ray  therapy  to 
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the  regional  lymphnodal  areas.  Because  of  the 
natural  history  of  mammary  carcinoma,  and  the 
late  recurrences  possible  in  irradiated  tissue,  a 
comparison  of  end  results  at  10  years  will  be 
necessary  to  judge  more  adequately  the  value 
of  McWhirter’s  program.  In  the  meantime,  his 
plan  of  treatment  should  be  regarded  as  a clin- 
ical investigative  project  which  requires  further 
verification,  and  not  as  an  indication  for  the 
abandonment  of  radical  mastectomy  as  the  de- 
finitive curative  measure  for  carcinoma  of  the 
breast.  A further  deterring  factor  is  that  the 
necessarily  intensive  irradiation,  particularly  in 
younger  women,  is  not  without  some  hazard  of 
late  radiation  damage. 

These  various  modifications  of  conventional 
surgical  treatment  are  an  indication  of  our 
dissatisfaction  with  our  inability  to  improve  end 
results  in  this  form  of  cancer.  Much  of  this 
therapeutic  frustration  arises  from  the  fact  that 
we  are  dealing  with  a disease  in  which  the 
prognosis  in  most  patients  is  predetermined  by 
a tumor-host  relationship  of  unknown  nature. 
This  biological  predeterminism  is  established  at 
the  very  inception  of  the  neoplastic  process, 
long  before  it  is  capable  of  producing  signs 
or  symptoms.  In  general,  therefore,  natural 
selection  is  a more  important  determinant  of  end 
results  than  is  early  treatment.  Present  evidence 
indicates  that  the  diversity  of  biological  poten- 
tial is  such  that  3 general  groups  can  be  recog- 
nized. Perhaps  40  out  of  every  100  patients 
represent  an  unfavorable  process  which  is  in- 
curable regardless  of  time  or  type  of  treatment, 
while  in  another  25  the  disease  is  so  dilatory 
that  regional  matastases  do  not  occur  until  3 
years  or  more  after  recognization  of  the  primary 
lesion.  In  the  remaining  group  of  35,  regional 
metastases  seem  to  occur  during  the  months 
immediately  following  recognition  of  the  breast 
tumor.  It  is  this  latter  group  in  whom  abla- 
tive surgical  treatment,  promptly  employed,  may 
yet  improve  significantly  our  end  results.  For 
this  group,  as  well  as  for  the  indolent  even 
though  locally  advanced  lesions,  radical  mastec- 
tomy offers  the  only  definitive  prospect  of  con- 
trol and  cure  of  the  disease. 

Treatment  of  breast  cancer  calls  for  a high 
degree  of  judgment  in  selection  of  methods 
based  on  multiple  features  in  each  patient.  As 
in  the  treatment  of  neoplastic  diseases,  generally, 
there  are  no  flat  rules  which  can  be  followed 
with  slavish  uniformity  without  prejudice  to  cer- 
tain patients.  Two  fundamnetal  features  re- 


quire careful  evaluation  in  every  patient.  The 
first,  commonly  recognized  as  the  feature  of 
greatest  import,  is  the  clinical  stage  of  the 
disease.  The  second,  and  hardly  less  significant 
though  commonly  ignored,  is  the  necessity  of 
a clinical  evaluation  of  the  growth  pattern  of 
the  neoplasm.  The  breast  is  one  of  the  most 
arresting  examples  of  an  organ  site  in  which 
cancer  exhibits  a wide  range  of  polymorphism. 
The  vagaries  of  growth  pattern  in  breast  cancer 
range  from  the  uniformly  lethal,  rapidly  grow- 
ing, inflammatory  carcinoma  of  the  breast  to 
the  dilatory,  low  grade  sort  of  neoplasm  which 
may  produce  local  ulceration  after  10  or  more 
years  of  growth  without  evidence  of  even  re- 
gional metastases. 

In  some  15  per  cent  of  patients,  however, 
there  will  be  historical  and  clinical  evidence 
pointing  to  a highly  malignant,  aggressive 
growth  pattern,  and  these  patients  constitute  a 
biologically  inoperable  group  even  though  some 
of  them  are  technically  operable.  The  most 
dramatic  fraction  of  these  patients  are  readily 
recognizable  as  inflammatory  carcinoma,  found 
in  approximately  4 per  cent  of  all  patients. 
These  patients  present  a process  so  florid  as  to 
be  mistaken  frequently  for  acute  mastitis.  The 
remainder  of  the  biologically  incurable  group 
usually  presents  other  less  dramatic  evidence— 
a rapidly  enlarging  tumor,  lymphedema  of  the 
skin  disproportionate  to  the  size  of  the  tumor, 
some  degree  of  cutaneous  erythema,  increased 
skin  temperature,  satellite  skin  nodules,  exten- 
siv  axillary  lymphnodal  involvement  with  a pri- 
mary tumor  of  small  size  or  short  duration. 

The  obverse  of  this  situation,  more  often  seen 
in  elderly  women,  is  characterized  by  a tumor 
of  long  duration,  slow  growth,  minimum  or  no 
axillary  nodal  involvement,  and  absence  of  clin- 
ical or  radiographic  evidence  of  distant  metas- 
tases. Such  patients  are  frequently  eligible  for 
radical  surgery  with  an  excellent  chance  for 
cure  but  are  denied  their  chance  because  of 
the  extent  of  the  local  disease  or  because  ulcera- 
tion is  present. 

In  view  of  these  considerations,  an  outline 
for  treatment  can  be  formulated  which  will 
recognize  thre  clinical  stages  of  the  disease,  with 
the  intermediate  stage  subdivided  into  two 
groups: 

Stage  I.  Limited  to  the  breast,  with  skin 
involvement  zero  or  minimum  (early  attach- 
ment or  slight  dimpling  immediately  over  the 
tumor). 


Vol  9,  No.  9 


Arizona  Medicine 


29 


Stage  II.  (a)  Clinical  evidence  of  inetastases 
to  axillary  nodes,  with  enlarged  nodes  2 cm.  or 
less  in  diameter,  and  discrete,  with  no  involve- 
ment of  apical  nodes,  (b)  Avillary  nodes  larger 
than  2 cm.  Axillary  nodes  adherent  to  each 
other  or  to  the  skin.  Apical  axillary  nodes  in- 
volved. More  than  minimum  skin  involvement, 
up  to  and  including  ulceration. 

Stage  III.  Distant  metastases,  which  includes 
spread  to  the  supraclaixcular  nodes. 

Treatment  of  Stages  I and  III  offers  little 
difficulty,  In  Stage  I radical  mastectomy  consti- 
tutes definitive  treatment,  and  if  microscopic 
examination  fails  to  show  axillary  nodal  metas- 
tases, no  irradiation  is  indicated. 

In  Stage  III,  various  combinations  of  x-radia- 
tion, steroid  hormone  therapy  and  palliative  sur- 
gery frequently  produce  effective  palliation  for 
years  rather  than  months.  Unless  the  disease 
is  too  generalized,  x-ray  treatment  is  still  more 
effective  than  are  steroid  hormones,  with  the 
exception  of  soft  tissue  disease  in  post-meno- 
pausal  women,  where  the  usefulness  of  estro- 
genic steroids  is  outstanding. 

Stage  II  disease  offers  the  most  difficult  area 
of  therapeutics,  and  here  the  factor  of  biologic 
evidence  of  curability  should  be  examined  to- 
gether with  technical  considerations  of  opera- 
bility. For  a 5-year  period  the  author  pursued 
the  policy  of  a therapeutic  trial  of  x-ray  therapy 
for  all  Stage  II  cases  in  an  effort  to  filter  out 
the  highly  malignant,  biologically  incurable 
neoplasms  which  are  ordinarily  highly  radio- 
sensitive. This  plan  has  now  been  abandoned 
for  several  reasons:  the  small  number  of  radio- 
sensitive lesions  (less  than  15  per  cent),  sev- 
eral weeks  of  delay  for  the  majority  who  do 
require  radical  surgery  and  delayed  healing  in 
those  who  had  more  than  a therapeutic  trial  of 
irradiation  and  still  came  to  radical  mastectomy 
because  of  incomplete  regression.  We  still  be- 
lieve, however,  that  patients  with  criteria  of 
biologically  unfavorable  lesions  as  outlined 
above,  either  Staeg  Il-a  or  Il-b,  should  have  a 
trial  of  irradiation.  The  trial  period  is  short 
in  duration  (two  weeks),  and  the  dosage  mod- 
erate in  amount  ( 1200  roentgens  to  each  of 
three  ports).  If  the  process  is  thereby  shown 
to  be  distinctly  radiosensitive  as  indicated  by 
regression  of  40  per  cent  or  more  by  measure- 
ment, such  a degree  of  radiosensitivity  is  ac- 
cepted as  evidence  of  biologic  incurability  and 
a full  course  of  irradiation  is  employed.  Those 
lesions  not  proving  to  be  radiosensitive  have 


prompt  radical  mastectomy. 

As  to  the  technical  division  of  Stage  II,  groups 
a and  b constitute  the  favorable  and  unfavor- 
able examples  respectively.  Ordinarily,  Stage 
1 1 -a  should  be  treated  in  the  same  fashion  as 
Stage  I,  by  immediate  radical  mastectomy. 
Stage  Il-b,  particularly  in  the  face  of  more  ad- 
vanced axillary  disease,  or  satellite  skin  nodules, 
is  of  ominous  import.  Thus  the  postoperative 
5-year  control  of  Stage  Il-a  is  better  than  50 
per  cent,  whereas  that  for  Stage  Il-b  is  little 
better  than  for  untreated  breast  cancer,  or  about 
25  per  cent.  Nevertheless  there  are  Stage  Il-b 
cases,  as  indicated  above,  where  the  evidence  of 
a low  growth  potential  is  such  that,  even  with 
advanced  local  disease,  there  may  be  no  distant 
metastases,  and  uniformly  to  deny  such  patients 
the  chance  afforded  by  radical  surgery  is  to 
lose  an  appreciable  fraction  of  potential  cures. 

There  is,  then,  no  formal  outline  possible  for 
management  of  Stage  Il-b.  In  every  instance 
treatment  must  be  selected  in  the  light  of  the 
total  evidence  of  the  behavior  or  natural  history 
of  the  neoplasm  and  its  host.  It  is  self-evident 
that,  in  women  with  Stage  Il-b  extension  and 
evidence  of  an  aggressive,  rapidly-growing  le- 
sion, radical  mastectomy  is  invariably  a futile 
and  unnecessary  surgical  gesture.  For  such  pa- 
tients, palliative  irradiation  is  the  primary  and 
usually  the  only  necessary  modality.  Patients 
with  clinical  evidence  of  a dilatory,  slow-grow- 
ing tumor  may  be  treated  best  by  primary  sur- 
gery. Cases  falling  between  these  two  extremes 
may  obtain  excellent  palliation  for  a number  of 
years  by  judicious  combination  of  both  methods. 

Although  the  evidence  is  contradictory,  we 
believe  that  patients  with  Stage  II  disease  sub- 
jected to  radical  mastectomy  should  have  post- 
operative x-ray  therapy.  Such  postoperative  ir- 
radiation is  best  directed  toward  the  regional 
axillary  and  supraclavicular  areas,  and,  in  the 
instance  of  lesions  located  in  the  medial  quad- 
rants of  the  breast,  irradiation  of  the  media- 
stinal area  should  be  added.  If  the  surgical  pro- 
cedure has  been  adequate,  there  is  no  reason 
to  irradiate  the  chest  wall  and  underlying  lung. 
If  local  recurrence  does  develop  later,  in  an 
unirradiated  chest  wall,  it  is  possible  to  employ 
effective  focal  palliative  x-ray  therapy. 

CONCLUSION 

The  clinician  has  two  grave  responsibilities 
in  respect  to  the  woman  whose  complaint  is  of 
the  breast.  Primarily,  he  must  determine 
whether  or  not  she  presents  a space-occupying. 
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or  true,  lump  in  the  breast.  If  such  a tumor 
be  present,  each  patient’s  problem  requires 
management  based  on  the  specific  features  pecu- 
liar to  the  individual  rather  than  an  adherence 
to  any  set  of  rules. 

TABLE  I 

Approximate  Incidence  of  Mammary  Lesions 


Cystic  Disease 

60% 

Cancer 

20% 

Fibroadenoma 

15% 

Curiosae  Mammae 

5% 
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FRACTURES 

VV.  Warner  Watkins,  M.  D.,  D.A.B.R. 
Phoenix,  Arizona 


The  title  of  this  paper  may  seem  to  be  a rash 
statement,— which  needs  verification.  In  the  face 
of  all  the  refinements  of  radiologic  technic, 
making  visible  any  of  the  hollow  structures  of 
the  body,  as  well  as  many  of  the  solid  organs,— 
in  such  fields  as  angiography,  encephalography, 
bronchography,  pyelography,  salpingo-uterog- 
raphy,  and  many  others,  the  suggestion  that  the 
diagnosis  of  fractures  is  more  difficult  seems 
to  call  for  a liberal  sprinkling  of  salt.  The  belief 
is  almost  universal  that  any  doctor  can  diagnose 
fractures;  that,  possibly,  intricate  procedures 
should  be  referred  to  the  hospital  where  a quali- 
fied radiologist  will  carry  them  out,  or  to  a radio- 
logist in  private  practice,— but  fractures,— noth- 
ing to  it! 

Much  evidence  could  be  offered  in  support 
of  the  statement  as  to  the  difficulty  of  correctly 
and  accurately  interpreting  bone  and  other  tis- 
sue changes  produced  by  injury  and  shown  by 
x-ray,  but  time  will  permit  brief  discussion  of 
only  four  or  five  points. 

1.  The  investigation  of  the  skeletal  system  by 
means  of  its  x-ray  shadows  requires  a more  de- 
tailed knowledge  than  does  any  other  system 
in  the  body.  This  knowledge  must  cover  not 
only  the  anatomy,  but  also  the  physiology  and 
pathology  of  the  bones  and  joints.  Bone  is 
ordinarily  regarded  as  a fixed  and  stable  tissue, 
subject  to  few,  if  any,  changes  after  attaining 
full  growth,  unless  injured.  But  this  is  a mis- 
taken idea.  Osseous  tissue  is  quite  labile,  not 
only  constantly  changing  during  the  growing 
years,  but  also  subject  to  many  variations  in 
structure,  density  or  contour  throughout  adult 
life  and,  finally,  to  senescent  demineralization 
and  the  changes  resulting  therefrom.  We  do 
not  ordinarily  think  of  bone  as  having  a phy- 
siology which  needs  to  concern  us.  But  the 
physiology  of  bone  is  almost  as  complicated  as 
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that  of  the  liver,  and  knowledge  of  this,  espe- 
cially the  physiology  of  bone  repair,  is  neces- 
sary to  the  study  of  fractures  by  means  of  x-ray. 

2.  In  the  interpretation  of  x-ray  findings  fol- 
lowing trauma,  especially  when  adjacent  to 
joints,  a thorough  knowledge  of  the  peri-articu- 
lar structures  is  necessary.  The  simple  ob- 
servation that  a fracture  is  or  is  not  shown,  and 
if  present,  whether  there  is  displacement  of  the 
fragments  or  not,  is  but  the  beginning  of  the 
radiologist’s  responsibility  in  examining  the  in- 
jured part.  The  character  of  the  injury  needs  to 
be  known  to  the  radiologist  and  to  be  evaluated 
by  him;  that  is,  whether  a strain,  twist,  direct 
blow,  or  a fall,  and  the  direction  and  severity 
of  the  traumatic  force  applied.  The  radiologist 
has  a mental  image  of  the  supporting  liga- 
ments about  a joint  and  uses  the  information 
as  to  the  kind  and  severity  of  the  trauma  to  de- 
duce what  must  have  happened  to  those  struc- 
tures not  directly  shown  on  the  x-ray  film.  For 
example,  consider  the  examination  of  an  ankle 
joint  following  an  injury.  Whether  fracture  is 
shown  or  not,  consideration  must  be  given  to 
other  possible  injuries.  From  the  nature  of  the 
injury,  from  the  vulnerability  of  the  soft  tissues, 
from  slight  changes  in  joint  spaces  or  joint  rela- 
tions, decision  should  be  reached  regarding  the 
likelihood  of  rupture  of  ligaments  supporting 
the  ankle  joint  or  diastasis  of  the  tibio-fibular 
interosseous  ligament.  This  latter  is  usually 
more  serious  and  crippling,  and  less  likely  to 
undergo  functional  repair  than  fracture  of  the 
malleoli.  Similar  situations  exist  with  regard 
to  other  extremity  joints,  where  injury  to  sup- 
porting ligaments  may  be  deduced  from  changes 
in  soft  tissue  densities,  or  slight  changes  in 
joint  spaces.  More  and  more  often  comparative 
views  of  the  opposite  uninjured  joints  are  re- 
quired for  accurate  evaluation  of  a joint  injury. 

3.  A knowledge  of  the  physiology  of  bone 
repair  is  necessary  in  forecasting  what  is  likely 
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to  happen  following  fracture  of  the  shafts  of 
long  bones.  Bone  repair  will  take  place  chiefly, 
if  not  entirely,  by  proliferation  of  the  osteo- 
blasts of  the  periosteum.  This  is  easily  demon- 
strable in  the  distribution  of  callus  two  or 
three  weeks  after  a fracture.  If  the  fracture 
and  displacement  are  of  a character  which 
must  necessarily  strip  the  periosteum  from  the 
surface  of  the  broken  shaft,  and  if  this  loose 
periosteum  is  not  replaced  in  the  reduction  of 
the  fragments,  non-repair  is  very  likely  to  result. 
Of  course,  these  facts  are  well  known  to  ortho- 
pedists and  general  surgeons  who  handle  many 
fractures,  but  when  fractures  are  being  taken 
care  of  by  general  practioners,  the  radiologist 
may  need  to  indicate  whether  the  periosteum 
probably  has  been  stripped  back,  and  to  issue 
a warning  that  union  will  be  doubtful  with 
closed  manipulation,  even  when  the  fragments 
are  reduced  into  good  end  to  end  position,  as 
shown  by  x-ray. 

4.  A knowledge  of  the  appearance  of  vascular 
channels  in  bones  and  of  other  normal  lines 
which  can  simulate  fracture,  not  only  in  the 
cranial  bones  but  also  in  extremity  bones,  is  a 
part  of  the  radiologist’s  training,  but  often  leads 
the  infrequent  observer  into  difficulty.  This 
would  seem  to  go  without  saying,  but  in  one 
court  case,  based  on  a head  injury,  where  the 
erroneous  interpretation  of  the  occipital  suture 
as  a fracture  had  been  made,  it  required  the 
combined  testimony  of  most  of  the  radiologists 
in  Phoenix  to  convince  the  jury  that  this  inter- 
pretation of  a normal  suture  line  was  a mistake. 
Other  cases  have  given  trouble  to  the  Indus- 
trial Commission,  or  have  reached  trial  courts, 
with  similar  misinterpretations  by  general  prac- 
titioners of  vascular  grooves  or  suture  lines  as 
fractures.  It  is  exceedingly  difficult  ever  to 
convince  a patient  who  has  had  a diagnosis 
of  fracture  of  the  skull  or  spine,  made  on  the 
basis  of  x-ray  films,  that  such  is  not  the  case. 
Always  the  doctor  who  says  there  IS  a fracture 
is  right,  no  matter  how  inexperienced  he  may 
be  in  the  interpretation  of  x-ray  findings,  and 
all  doctors  who  say  otherwise  just  do  not  know 
their  business,  no  matter  how  expert  and  ex- 
perienced they  may  be.  This  is  human  nature, 
and  we  cannot  blame  the  patients. 

It  does  not  follow  that  a doctor  must  be  a 
certified  radiologist  in  order  to  make  accurate 
interpretations  of  fractures  or  any  other  condi- 
tions which  can  be  investigated  by  x-ray  meth- 


ods. Many  orthopedists,  industrial  surgeons, 
and  specialists  in  other  fields  can  and  do  inter- 
pret x-ray  findings  in  their  limited  specialties, 
and  often  as  expertly  as  the  radiologists  do.  The 
point  aimed  at  in  this  paper  is  that  fractures 
do  not  constitute  a field  in  which  just  any 
doctor  can  feel  himself  competent.  A urologist 
may  be  well  versed  in  the  minutiae  of  visualized 
pathology  in  the  urinary  tract  and  still  be  lost 
in  studying  the  markings  in  the  cranial  vault, 
or  a bone  shadow  which  might  or  might  not 
be  a fracture.  Likewise,  the  neurosurgeon  may 
be  expert  in  the  interpretation  of  encephalo- 
grams, or  the  chest  specialist  in  reading  films  of 
the  lungs,  and  be  wholly  unqualified  to  say 
whether  a cervical  spine  fracture  is  present  or 
not. 

Shortly  after  the  establishment  of  the  Indus- 
trial Commission  of  Arizona  they  adopted  the 
policy  that  the  Commission  would  pay  for  x-ray 
examinations  only  when  these  were  made  by 
doctors  whose  competency  to  interpret  the 
findings  had  been  established.  This  was  the  rule 
when  the  Industrial  Relations  Committee  was 
formed.  I served  on  this  committee  and  as  its 
secretary  for  eight  years,  and  have  records  of 
actions  by  the  Committee  wherein  they  advised 
the  Commission  to  refuse  payment  of  bills  sub- 
mitted for  x-ray  examinations,  because  compe- 
tency to  make  such  examinations  by  the  doctors 
involved  had  not  been  established.  One  prac- 
titioner in  Phoenix  installed  an  x-ray  machine 
with  the  avowed  expectation  of  reaping  a har- 
vest making  x-ray  examinations  of  his  own  in- 
dustrial cases,  only  to  be  informed  by  the  Com- 
mission that  they  would  not  honor  his  bills  for 
those  services.  The  Medical  Referee  of  those 
days  assembled  a long  list  of  mistakes  in  diag- 
nosing bony  anomalies  as  fractures,  these  errors 
being  made  by  practitioners  who  were  not  fami- 
liar with  the  appearances  on  x-ray  films  of 
anatomical  peculiarities  and  anomalous  varia- 
tions in  the  skeleton.  Of  late  years  the  Com- 
mission seems  to  have  relaxed  this  policy  and 
the  only  required  evidence  of  competency  to 
make  reports  on  x-ray  examinations  now  appears 
to  be  the  possession  of  an  x-ray  machine  and 
the  ability  to  employ  a technician  to  turn  out 
the  films.  They  now  accept  the  reports  of  any 
doctor  who  can  write  “M.D.”  after  his  name,  and 
even  from  some  osteopaths  and  chiropractors. 

5.  A final  reason  for  this  paper's  contention 
has  just  been  discussed  in  part.  That  is,  the 


32 


Arizona  Medicine 


September,  1952 


occurrence  of  many  bony  anomalies,  anatomical 
variations  and  individual  peculiarities  in  the 
skeleton,  which  must  be  kept  in  mind  by  the 
radologist  and  correctly  evaluated  by  him.  The 
anomalous  bones  of  the  wrist  and  foot  were  dis- 
cussed by  me  in  a paper  published  fifteen  years 
ago.  They  continue  to  be  troublesome  and  mis- 
takes in  interpreting  them  continue  to  come  to 
our  attention.  The  anomalies  in  the  spine  have 
been  reported  by  many  writers  and  are  well 
known  to  radiologists,  though  not  universally 
recognized  by  the  infrequent  observer.  In  the 
dorsal  spine  the  juvenile  epiphysitis  of  Scheuer- 
mann will  often  result  in  ununited  epiphyses 
at  the  anterior  angles  of  the  vertbral  bodies. 
This,  along  with  the  slight  anterior  wedging  of 
these  bodies  due  to  the  rounding  of  the  spine, 
which  is  a part  of  the  disease,  has  been  mis- 
diagnosed fracture  on  more  than  one  occasion. 
In  the  lumbar  spine  the  same  thing  occurs 
though  usually  without  the  wedging  or  round- 
ing which  is  common  in  the  dorsal  area.  Such 
ununited  epiphyses  on  the  lumbar  vertebrae  can 
be  single  or  multiple.  They  are  more  likely 
to  be  confusing  when  single,  and  several  in- 
stances of  this  anomaly  have  gone  to  industrial 
hearings,  to  the  Medical  Advisory  Board,  or 
to  the  Supreme  Court,  through  mistaken  diag- 
noses of  this  anomaly  as  fracture.  Recently 
a case  was  being  evaluated  by  the  Industrial 
Commission,  where  such  an  ununited  vertebral 
epiphysis  had  been  diagnosed  as  fracture  by  an 
osteopathic  x-ray  interpreter,  the  patient  placed 
in  a cast  and  kept  so  for  two  months  in  an 
osteopathic  hospital. 

A somewhat  similar  condition  is  the  os  aceta- 
buli,  or  separate  epiphysis  at  the  upper  lip  of 
the  acetabulum.  This  comparatively  frequent 
anomaly  has  given  trouble  on  more  than  one 
occasion,— when  first  noted  following  a hip  in- 
jury, especially  a dislocation.  In  one  industrial 
case,  with  persistent  symptoms  after  a hip  in- 
jury, surgical  removal  of  the  bony  particle  was 
attempted.  This  was  not  successful  and  the 
fragment  was  still  present  after  the  surgery. 
However,  the  surgery  cured  the  symptoms! 

It  is  manifestly  impossible,  in  a short  paper, 
to  give  many  illustrations  of  the  difficulty  in 
negative  or  positive  interpretation  of  fractures. 
Some  have  already  been  mentioned,  and  a few 
more  will  round  out  this  paper. 

In  children  any  injury  about  a joint  and  in- 
volving the  epiphyses  can  readily  be  missed. 


if  the  epiphyses  are  still  in  cartilage.  However, 
careful  attention  to  soft  tissue  densities  with 
due  consideration  to  the  history  and  evident 
disability,  along  with  comparative  views  of  the 
uninjured  side,  will  usually  enable  the  radiol- 
ogist to  reach  a conclusion  as  to  whether  or  not 
an  epiphysis,  such  as  the  internal  epicondyle  of 
the  humerus,  has  been  separated. 

Of  the  supernumerary  bones  of  the  foot,  the 
os  trigonum,  or  separate  posterior  process  of 
the  talus,  has  given  difficulty  in  many  cases. 
That  and  the  still  ununited  epiphysis  of  the 
proximal  end  of  fifth  metatarsal  have  often  been 
mistaken  for  fractures  in  my  experience.  The 
subdivided  sesamoid  of  great  toe  and  the  bi- 
partite patella  have  been  misdiagnosed  as  frac- 
ture in  several  instances  which  came  later  under 
my  observation.  In  one  notable  case  studied 
by  the  Industrial  Relations  Committee  some 
years  ago,  a divided  sesamoid  of  the  great  toe 
was  removed  surgically  at  considerable  cost  to 
the  Industrial  Commission  for  surgical  fees,  plus 
the  compensations  for  disability  which  was,  in 
the  opinion  of  the  Committee,  due  chiefly  to 
the  ill-advised  surgery. 

The  injuries  which  cause  me  to  scratch  the 
head  oftenest  are  those  involving  the  hands  and 
feet.  I am  convinced  that  there  are  bone  injur- 
ies which  leave  the  cortex  intact,  at  least  so  far 
as  routine  views  will  show,  and  yet  the  interior 
structure  of  the  bone  may  be  disrupted  and  its 
cancellous  tissue  broken  down.  Usually  in  a 
March  fracture,  with  films  showing  fine  detail, 
a hairline  fracture  can  be  made  out,  but  some- 
times even  this  is  not  visible  and  the  bone  in- 
jury becomes  manifest  only  after  callus  has 
formed  in  the  healing  process.  The  term  “occult 
fracture”  has  been  used  in  some  reports  and 
seems  justified.  Injuries  at  the  ankle  have  been 
observed  where  the  fine  structural  detail  of  the 
external  malleolus  is  disrupted  without  a visible 
break  in  the  cortex.  In  such  cases,  comparison 
views  of  the  opposite  normal  ankle  will  show 
a difference  in  the  structural  bone  detail.  Meticu- 
lous care  is  required  in  making  films  to  bring 
out  the  fine  detail  of  the  bone  structure. 

A hairline  fracture  through  the  lip  of  a 
phalanx  at  one  of  the  interphalangeal  articula- 
tions can  easily  be  missed.  On  the  other 
hand,  a small  sesamoid  bone  in  the  same  locali- 
ties can  be  misinterpreted  as  fracture. 

The  ulnar  styloid  existing  as  a separate  bone, 
or  remaining  united  after  an  old  diastatic  sepa- 
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ration  sometimes  presents  a difficult  problem. 
Anomalous  bones  distal  to  the  malleoli  are 
sources  of  considerable  worry  to  the  radiologist 
and  to  the  attending  surgeon,  when  a patient 
has  sustained  an  ankle  injury  and  there  is  a 
perfectly  obvious  bony  fragment  lying  separate 
and  just  where  the  patient  is  most  tender.  That 
is  the  sort  of  situation  which  makes  the  radiol- 
ogist’s days  interesting  and  his  nights  haunted 
by  visions  of  possible  mistakes. 

The  practitioner  who  thinks  that  a correct 
diagnosis  regarding  possible  fracture  should  fol- 
low as  a matter  of  course  in  any  x-ray  exam- 


ination finds  it  difficult  to  excuse  an  error  by 
a radiologist,  in  this  field.  However,  I feel  safer 
in  interpretation  of  lung  shadows,  diagnosing 
ulcer  of  stomach  or  duodenum,  drawing  conclu- 
sions from  pyelograms  or  cholecystograms, 
measuring  the  heart  size  or  estimating  pelvic 
diameters  in  a pregnant  woman,— than  I fre- 
quently do  in  saying  whether  there  is  or  is  not 
a fracture  in  many  extremity,  spine,  rib  or  head 
examinations.  So,  be  patient  with  the  humble 
radiologist,  if  he  says  a mashed  finger  is  not 
fractured  and  two  weeks  later  revises  his  re- 
port, because  callus  developed! 


RADIATION  THERAPY  IN  THE  TREATMENT  OF 
CARCINOMA  OF  THE  CERVIX  AND  UTERUS 

Douglas  D.  Gain,  M.  D.,  D.  A.  B.  R.,  Department  of  Radiology, 

Memorial  Hospital 
Phoenix,  Arizona 


Let  us  first  define  radiation.  Radiations  are 
divided  into  two  main  groups—  ( 1 ) corpuscular 
and  (2)  electromagnetic.  Corpuscular  radiation 
is  composed  of  particles  such  as  electrons,  pro- 
tons, neutrons,  helium  nuclei  or  alpha  particles, 
traveling  in  a stream.  The  chief  sources  of  these 
as  used  in  therapy  are  radioactive  elements  or 
isotopes;  examples  of  the  farmer  being  radium 
and  examples  of  radioactive  isotopes  commonly 
used  being  P 32,  I 131,  and  cobalt  60.  For 
deep  seated  malignancy,  the  other  sources,  cyclo- 
tron and  betatron.  Alpha  and  beta  particles  are 
not  used  except  experimently.  Electro-magne- 
tic radiation  consists  of  wave  motions  traveling 
at  the  same  speed  as  light,  of  the  same  nature  as 
light,  and  differing  only  in  the  length  of  the 
waves. 

I would  like  next  to  consider  the  way  in  which 
radiation  acts.  First  let  us  consider  radiation 
effects  on  the  cell.  The  cell  nucleus  is  affected 
more  than  the  cytoplasm.  Gross  structural 
changes  occur  in  the  chromosomes  and  gene 
mutations  are  caused.  Mitosis  is  arrested  and 
degeneration  may  occur  when  the  cell  attempts 
division  or  even  when  it  is  in  the  resting  stage. 
Differentiation  may  occur  in  resting  cells.  For 
example,  cells  irradiated  in  their  resting  period 
may  react  as  follows:  if  the  dose  is  sufficiently 
high  some  resting  cells  degenerate  promptly; 
at  lower  doses  the  cell  might  degenerate  on  at- 
tempting division  where  it  might  be  unable  to 
initiate  division  in  which  case  one  or  two  alter- 
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natives  occur.  Either  the  cell  enlarges  grossly 
and  ultimate  dies,  or  it  differentiates,  in  which 
case  a more  physiological  death  occurs.  By 
any  of  these  processes  the  active  growth  in 
irradiated  tissue  can  be  permanently  arrested. 
The  work  done  by  Glucksman  in  1941  on  irra- 
diated tumors  showed  that  only  those  tumors 
hibited  this  as  irradiation  effect.  Carcinoma  of 
the  cervix  varies  in  the  amount  of  initial  differen- 
tiation which  is  present  and  varies  in  its  re- 
sponse to  radiation.  We  believe  that  if  biopsy 
specimens  are  taken  after  treatment  and  show 
a rising  proportion  of  differentiation  of  the 
cells  and  the  absence  of  mitoses  the  prognosis 
is  likely  to  be  good.  Death  through  differen- 
tiation does  not  occur  in  tumors  which  are 
normally  undifferentiated,  for  example,  basal 
cell  carcinoma.  However,  such  tumors  are  often 
radiosensitive.  Serial  biopsy  has  proven  to  be 
an  important  method  of  following  the  reaction 
of  tumors  to  radiation.  For  example,  in  early 
cases  without  secondary  nodes  failure  to  re- 
spond might  be  taken  as  an  indication  for  im- 
mediate change  in  the  treatment.  The  next 
radiation  effect  on  the  cell  is  metabolic.  As 
everyone  knows  the  respiration  of  a malignant 
cell  is  entirely  different  from  that  of  a benign 
cell.  In  regard  to  nucleoprotein  metabolism  it 
has  been  found  that  the  site  of  breaks  in  the 
chromosomes  of  Drosophila  melanogaster  sperm 
following  radiation  is  not  random  but  that 
breaks  occur  with  greater  frequency  in  the 
deeper  staining  portion  where  desoxyribounuc- 
leic  acid  is  concentrated.  Radiation  can  alter 
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the  nucleic  acid  of  the  chromosomes,  and  this 
alteration  is  responsible  for  the  stickiness  of  the 
chromosomes  seen  when  the  cell  is  irradiated 
during  division.  It  has  been  shown  that  radio- 
active phosphorus  (P  32)  is  taken  up  very  rapidly 
by  the  nuclei  of  cells  which  divide  frequently. 

Factors  which  modify  radiosensitivity  are  as 
follows:  The  dominant  extrinsic  factor  is  the 
circulation,  the  maximum  effect  being  obtained 
in  the  presence  of  good  circulation.  Sensitivity 
is  decreased  with  decrease  in  oxygen.  Cold  in 
most  instances  decreases  sensitivity,  probably 
by  depressing  respiration  or  mitosis.  Other 
factors  are  as  follows:  the  extension  of  overall 
time  of  administration  diminishes  the  effect  of 
radiation  in  most  biological  materials.  The  in- 
tervals between  dosage  fractions  are  important. 
That  is,  when  radiation  is  given  in  divided 
doses  thereby  catching  more  and  more  cells 
during  their  mitoses.  The  most  sensitive  phase 
of  the  mitotic  cycle  seems  to  be  the  pro-phase 
or  immediately  preceding  this  period. 

Cancer  of  the  cervix 

This  is  the  second  most  common  form  of 
cancer  in  women,  following  breast.  Jewish 
women  who  are  not  immune  to  other  forms  of 
cancer  present  a very  low  incidence  of  carcin- 
oma of  the  cervix.  It  usually  occurs  in  women 
who  have  borne  children.  The  areas  involved 
are  as  follows,  in  their  order  of  frequency: 
posterior  lip,  before  cervical  canal,  before  anter- 
ior lip.  The  types  are  (1)  ulcerating,  (2)  poly- 
poid (which  usually  has  the  best  prognosis)  and 
(3)  nodular.  The  spread  of  carcinoma  of  the 
cervix  is  in  three  distinct  directions:  (1)  to 
the  fornices  and  vaginal  wall,  (2)  to  the  body 
of  the  uterus,  and  (3)  to  the  parametria.  It 
may  invade  the  bladder,  the  rectovaginal  sep- 
tum, the  vulva,  uterosacral  ligaments,  etc.  The 
lymphatic  spread  is  to  the  external  iliac  nodes, 
inguinal,  hypogastric,  sacral  and  para-aortic 
nodes.  Distant,  blood  borne  metastases  are  not 
common  but  do  occur.  Histologically  epiderm- 
oid carcinoma  is  the  most  common  with  adeno- 
carcinoma amounting  to  less  than  five  per  cent 
of  total  occurrences.  One  method  of  classifying 
carcinoma  of  the  cervix,  clinically,  is  according 
to  the  League  of  Nations  classification,  as  fol- 
lows: 

Stage  I.  Irrespective  of  size,  character  or 
secondary  infection  the  tumor  is  strictly  confined 
to  the  cervix. 

Etage  II.  The  parametrium  is  involved  and 


infiltrated  on  either  side  but  the  involvement 
does  not  reach  the  pelvic  wall  and  according 
to  most  authorities  involves  only  the  medial  half. 
The  vagina  may  be  involved  but  not  its  lower 
third.  The  corpus  of  the  uterus  may  be  in- 
volved through  the  endometrial  canal. 

Stage  III.  The  tumor  invades  the  parame- 
trium for  its  entire  length  on  one  or  both  sides 
and  on  rectal  examination  the  examiner  will 
be  unable  to  place  his  finger  between  the  tumor 
and  the  pelvic  wall.  The  vagina  is  involved 
in  its  lower  third.  Isolated  pelvic  metastases 
against  the  pelvic  wal,  irrespective  of  the  ex- 
tent of  the  primary  growth,  are  present.  Pelvic 
lymph  node  metastases  may  be  felt  on  rectal 
examination. 

Stage  IV.  Frozen  pelvis,  or  involvement 
of  the  bladder  or  rectovaginal  septum,  or  the 
presence  of  distant  metastases.  Special  exam- 
inations apart  from  biopsy  of  the  lesion  should 
include,  when  possible,  pyelograms  and  cystos- 
copy. Numerous  figures  have  been  published 
on  the  results  of  therapy.  I do  not  wish  to 
belabor  you  with  numerous  statistics  reported 
from  various  centers;  suffice  it  to  say,  the  prog- 
nosis in  carcinoma  of  the  cervix  is  bright,  when 
compared  to  other  primary  carcinomas.  The 
overall  percentage  for  all  four  stages  reported 
by  some  centers  is  as  high  as  35  per  cent  with 
an  average  for  Stage  I of  75  per  cent,  Stage  II, 
50  per  cent.  Stage  III,  25  per  cent  and  Stage  IV, 
5 per  cent.  It  cannot  be  sufficiently  emphasized 
that  a Stage  II  carcinoma  of  the  cervix  has  a 
better  prognosis  than  an  operable  carcinoma  of 
the  stomach,  which  has  a five  year  survival  rate  of 
less  than  five  per  cent.  Some  apparent  Stage  IV 
cases  are  actually  so  classified  due  to  the 
presence  of  infection  and  inflammatory  changes 
simulating  a higher  stage. 

To  return  to  the  therapy  of  carcinoma  of  the 
cervix,  carcinoma  in  situ,  of  course,  can  be 
treated  either  by  radiation  or  surgery,  a very 
difficult  point  being  that  it  is  difficult  to  truly 
evaluate  whether  the  carcinoma  is  entirely  con- 
fined to  the  cervix  itself.  Meigs  of  Boston  has 
reported  over  100  cases,  carefully  selected,  in 
which  he  has,  to  the  last  of  my  knowledge, 
1(M)  per  cent  cures  with  no  mortality.  Stage  II, 
III  and  IV  are  definitely  radiation  problems  to 
begin  with.  However,  one  of  the  chief  points 
of  this  paper  is  to  bring  forth  the  point  that 
surgery  with  careful  panhysterectomy  lympha- 
denectomy  can,  in  many  cases,  help  these  later 
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stages  more  than  has  been  previously  thought. 
Although  the  primary  tumor  of  the  cervix  can  be 
definitely  eradicated  by  optimum  irradiation, 
i.  e.,  a combination  of  radium  and  x-ray  therapy, 
I do  not  believe  that  malignant  nodes  distant 
from  the  cervix  either  in  the  lateral  wall  of  the 
pelvis,  bifurcation  of  the  iliacs,  or  at  the  aorta,  or 
even  higher  in  the  body,  are  usually  sterilized, 
in  the  crossfire  technique  of  irradiation  the  maxi- 
mum dose  is  delivered  to  the  carcinoma  of  the 
cervix  itself  with  the  normal  tissues  receiving  a 
much  less  total  dose  of  irradiation.  This  is  diffi- 
cult to  do  with  nodes  in  the  lateral  wall  of  the 
pelvis  or  higher  since  the  normal  tissues  will  ob- 
tain a very  high  dosage  and  also  since  crossfire 
technique  is  not  feasible.  Many  times  a car- 
cinoma of  the  cervix  at  the  primary  site  has 
been  cured  to  find  that  the  patient  dies  of  metas- 
tases  at  a later  date.  The  patient  may  return  for 
examination  and  the  clinician  finds  the  carcin- 
oma cleared  up  locally,  and  yet  the  patient 
goes  steadily  downhill  with  metastases.  For  this 
reason  I feel  that  the  combination  of  radiation 
and  surgery  should  be  used  whenever  possible. 
Stage  II  or  Stage  III  carcinoma  of  the  cervix 
may  be  helped  considerably  by  surgery  follow- 
ing optimum  radiation.  Of  course,  the  more 
drastic  operation  of  Brunschwig  or  pelvic  exen- 
teration or  evisceration  can  be  resorted  to  and 
has  been  don  successfully.  I,  therefore,  hold 
no  flaming  torch  to  say  that  radiation  is  the 
treatment. 

The  science  of  irradiation  in  the  treatment  of 
carcinoma  of  the  cervix  and  uterus  has  been 
greatly  improved  in  recent  years.  X-ray  dosage 
used  to  be  given  according  to  the  number  of 
minutes  and  even  to  the  present  radium  dosage 
is  often  given  in  milligram  hours.  It  used  to  be 
said  that  one  could  not  add  the  roentgens  or  r of 
x-ray  and  radium  since  it  was  like  adding  oranges 
and  lemons  and  trying  to  give  a total  in  one 
or  another.  However,  this  has  been  disproven 
since  both  x-rays  and  gamma  rays  belong  to  the 
electromagnetic  spectrum,  the  only  difference  be- 
ing that  with  the  usual  type  of  x-rays  available 
the  wave  length  is  much  longer  than  that  pro- 
duced by  radium,  the  latter  being  approximately 
equivalent  to  that  produced  by  two  million  elec- 
tron volts.  X-rays  being  utilized  in  treatment  are 
produced  at  from  two  hundred  to  four  hundred 
kilovolts  or  even  at  a million  volts.  Some  centers 
have,  of  course,  the  larger  experimental  machines 
of  several  million  volts.  The  reason  that  these 


rays  can  be  added  quantitatively  in  dosage  sum- 
mation is  the  fact  that  after  the  first  scatter  of 
the  ray  in  the  tissue  it  has  been  proven  scien- 
tifically that  the  wave  length  of  radium’s  gamma 
rays  approaches  that  of  x-rays,  and  as  far  as  we 
know,  it  is  not  the  quality  or  wave  length  or  fre- 
quency of  the  beam  that  matters  as  much  as  the 
actual  dose  absorbed  by  the  tissues. 

In  treatment  of  carcinoma  of  the  cervix  let 
us  consider  the  different  points:  Point  A is  at 
the  paracervical  triangle  or  where  the  uterine 
artery  crosses  the  ureter  and  this  area  receives 
around  7000  r,  adding  gamma  and  x-ray  r.  Thus 
it  is  seen  that  with  the  cancericidal  dose  being 
approximately  6000  r this  is  quite  adequate  for 
the  elimination  of  cancer  at  this  point.  Point  B 
is  on  the  lateral  pelvic  wall  at  the  site  of  the 
obturator  node.  It  receives  much  less  than 
this,  the  total  dose  being  less  than  cancericidal. 
However,  the  cervix  itself  receives  from  10,000 
to  15,000  r being  the  point  of  concentration  of 
the  therapy.  Transvaginal  or  intravaginal  ther- 
apy has  been  used  by  many  centers  and  cer- 
tainly can  supplemen  tthe  dosage  mainly  to  the 
cervix  and  to  a lesser  degree  to  the  parametrium. 
However,  I do  feel  that  radium  with  its  2,000,000 
volts  quivalent  type  of  electromagnetic  wave  is 
still  the  treatment  of  choice.  May  I say  at  this 
point  if  the  patient  has  a large,  cauliflower, 
fungating,  infected  lesion,  external  therapy 
should  be  given  first  to  decrease  the  size  of 
the  tumor.  However,  if  the  tumor  is  ulcerating 
and  radium  can  readily  be  applied,  maximum 
dose  can  be  given  most  quickly  with  radium 
therapy,  and  in  this  latter  type,  it  is  the  method 
of  choice  in  beginning  therapy.  Some  of  the 
complications  arising  are  due  to  secondary  in- 
fection such  as  a pelvic  cellulitis,  peritonitis,  or 
pyometra.  Pyometra  may  be  present  when 
therapy  is  begun.  That  arising  during  treat- 
ment, particularly  with  radium,  indicates  the 
immediate  discontinuing  of  therapy  and  pack- 
ing until  drainage  has  been  established  and  the 
patient  has  overcome  the  infection.  As  is  well 
known  one  of  the  most  common  causes  of  death 
in  carcinoma  of  the  cervix  is  uremia,  due  to  in- 
volvement of  the  urinary  tract  either  by  malig- 
nancy or  to  a lesser  degree  by  radiation  changes 
or  both.  Radiation  sickness  such  as  nausea  with 
or  without  diarrhea  does  occur  in  some  patients. 
The  skin  reaction  is  to  be  expected.  I exhort 
you  to  refer  to  it  as  “reaction”  rather  than  a 
“burn”,  since  the  former  indicates  an  intentional 
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and  normal  change  in  the  eyes  of  the  public 
whereas  the  word  “burn”  seems  to  imply  that 
too  much  radiation  has  been  given,  which  is  far 
from  true.  Factitious  proctitis  may  occur  with 
radiation  therapy.  Rectovaginal  or  vesicovaginal 
fistulae  may  occur  either  due  to  penetration  by 
the  carcinoma  or  due  to  radiation.  Of  course, 
in  many  instances  carcinoma  having  involved 
the  adjacent  areas  and  being  destroyed  will 
naturally  leave  a dehiscence  between  the  adja- 
cent structures.  Avascular  changes  in  the  fem- 
ora with  pathological  fracture  appear  to  be 
much  less  common  than  previously  thought  ac- 
cording to  the  experience  of  the  big  centers  of 
therapy,  the  literature,  and  my  own  experience. 
Carcinoma  of  the  cervix  in  pregnancy. 

In  the  first  half  of  gestation  the  fetus  should 
be  sacrificed  in  the  interest  of  the  mother. 
When  this  decision  is  reached,  treatment  should 
be  started  by  external  deep  therapy  just  as  in 
carcinoma  of  the  cervix  in  a non-pregnant  uterus. 
After  a period  of  four  to  six  weeks  a therapeutic 
abortion  occurs  in  most  cases.  When  this  does 
not  take  place  a dilation  and  curettage  should 
be  performed.  At  this  stage  when  therapy  is 
directed  to  protect  the  life  of  the  child  at  the 
rick  of  the  mother,  it  results  often  in  the  loss 
of  the  lives  of  both.  During  the  second  half 
of  gestation,  it  is  generally  accepted  that  an 
effort  can  be  made  to  preserve  the  life  of  the 
child  without  endangering  the  life  of  the  mother, 
or  without  reducing  appreciably  her  chances 
of  survival.  Procedure  generally  consists  of 
preliminary  intravaginal  application  of  radium 
since  the  relative  distance  of  the  fetus  from 
the  cervix  is  greater  than  during  early  preg- 
nancy. If  the  diagnosis  of  carcinoma  is  made 
during  the  5th  or  6th  month  of  gestation  it  may 
be  best  to  wait  a month  or  six  weeks  before 
radium  is  applied.  Following  the  application 
of  radium  a cesarean  section  should  be  done 
as  soon  as  the  child  is  viable;  or  radium  may 
be  applied  while  awaiting  the  viability  of  the 
child  and  then  a cesarean  performed  followed 
by  hysterectomy.  If  anyone  has  any  doubts 
about  this  method  of  treatment  I think  the 
Golden  Rule  may  be  applied  and  consideration 
given  to  what  one  would  do  if  the  patient  were 
one’s  wife  or  mother.  Certainly,  this  would  be 
of  great  help  in  deciding  the  best  type  of 
therapy  indicated. 

As  for  a few  miscellaneous  points  in  the  ther- 
apy of  carcinoma  of  the  cervix  the  tandem  with 


stem  type  of  applicator  and  vaginal  colpostats 
is  the  most  common  method  used.  Interstitial 
needles  are  being  used  at  a few  treatment 
centers. 

Carcinoma  of  the  uterus. 

The  lymphatic  drainage  of  the  uterus  is  quite 
similar  to  that  of  the  cervix  and  terminates  in 
the  para-aortic,  paracaval,  external  iliac  and 
inguinal  nodes.  The  classification  of  the  extent 
of  the  disease  is  as  follows: 

Stage  I.  Tumor  limited  to  the  surface  that 
has  not  yet  invaded  the  muscle. 

Stage  II.  Definite  involvement  of  the  myome- 
trium. 

Stage  III.  Invasion  of  the  serosa. 

Stage  IV.  Extension  outside  of  the  uterus. 
The  microscopic  pathology  finds  adenocarcin- 
oma the  dominating  type.  There  is,  of  course, 
rarely  a sarcoma  arising  from  a leimyoma.  Grad- 
ing of  the  pathological  types  are  as  follows: 

I.  Papillary  adenoma  which  is  a superficial 
growth  and  entirely  papillary. 

II.  Adenoma  malignum  with  no  tendency  to 
form  solid  masses  or  infiltrate  the  stroma. 

III.  Adenocarcinoma,  solid  masses,  tendency 
to  infiltration  of  the  stroma. 

IV.  Embryonal,  anaplastic,  or  diffuse  carcin- 
oma. 

There  is  a rare  adenocanthoma  which  repre- 
sents mixed  features  of  epidermoid  carcinoma 
and  adenocarcinoma.  An  additional  clinical 
classification  of  Rowing  and  Frick  is  as  follows: 

Stage  1.  Uterus  not  enlarged  and  movable. 

Stage  II.  Uterus  enlarged  but  movable. 

Stage  III.  Limited  mobility,  uterus  enlarged 
and  fixed  with  infiltration  of  the  parametrium; 
uterus  enlarged  or  not  with  involvement  of  the 
cervix. 

Stage  IV.  Uterus  enlarged  and  fixed  with  evi- 
dence of  pelvic  metastases. 

I think  everyone  will  agree  that  the  essence 
of  treatment  of  carcinoma  of  the  fundus  is  sur- 
gery. The  main  point  of  difference  is  whether 
or  not  radiation  should  be  used.  It  is  true  that 
different  centers  report  different  results.  Heyman 
of  Sweden  initiated  the  multiple  capsule  method 
of  radium  application.  This  consists  of  small  me- 
tal containers  holding  eight  to  ten  milligrams  of 
radium  element  with  filter  of  approximately  one 
millimeter  equivalent  of  lead.  These  are  re- 
tained on  the  ends  of  long,  stiff  wires,  and  are 
either  numbered  or  lettered  alphabetically,  A, 
B,  C,  D.  The  uterus  is  packed  with  these 
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multiple  capsules  so  that  the  ends  of  the  wires 
and  their  letters,  or  numbers,  protrude  from 
the  vagina.  In  the  removal  of  these  capsules  one 
must  start  with  the  last  one  inserted  or  a “log- 
jam” will  result.  This  gives  a very  homogeneous 
distribution  of  radiation  to  the  malignancy  and 
is  preferable  to  external  radiation  except  in  thin 
patients.  This  multiple  capsule  method  of  ra- 
dium exposes  the  malignancy  to  the  equivalent 
of  2 x 10i;  volt  x-ray  therapy  in  immedate  juxta- 
position. Some  surgeons  may  say,  “Why  bother 
with  irradiation  at  all  before  hysterectomy?”  It 
is  true  that  in  Stage  I or  Stage  II  where  the 
carcinoma  is  limited  to  the  uterus  irradiation  is 
probably  not  necessary,  but  one  cannot  always 
be  sure  of  the  exact  stage  before  surgery.  How- 
ever, radiation  does  tend  to  clean  up  any  in- 
fection, obliterate  lymphatics  and  possibly  may 
convert  a Stage  III  or  Stage  II  into  a lower  stage. 
Of  course,  in  the  more  advanced  stages  external 
radiation,  as  in  Stage  IV  of  the  cervix,  is  a 
preferable  method  of  treatment  initially.  Hy- 
sterectomy at  the  end  of  four  weeks  post  radia- 
tion is  the  usual  routine.  Again  I mention  that 
radium  inside  the  uterus  is  preferable,  espe- 
cially by  the  multiple  capsule  method,  to  ex- 
ternal radiation  since  the  dose  is  more  homo- 
geneous and  more  effective.  Heyman  found 
in  a series  of  698  cases  that  52%  were  alive 
and  without  evidence  of  disease  at  the  end 
of  five  years.  In  a series  of  316  patients  with 
his  improved  method  65%  were  alive  and 
without  evidence  of  disease  at  the  end  of  five 
years.  Ferris  of  the  Division  of  Surgery  of  the 


Mayo  Clinic  at  Rochester,  Minnesota,  has  been 
using  a combination  of  radium,  x-rays  and  sur- 
gery, for  the  treatment  of  cancer  of  the  fundus 
uteri. 

To  conclude,  may  I say  that  in  the  gloomy 
picture  of  carcinoma  one  of  the  brightest  spots 
is  found  in  the  treatment  of  carcinoma  of  the 
cervix  and  uterus.  Although  the  pendulum  has 
been  swinging  from  surgery  to  radiation,  back 
and  forth,  over  a number  of  years,  the  com- 
bination of  the  two,  it  is  felt,  will  eventually 
prove  to  give  the  highest  five  year  survival  rate. 
Surgery  for  Stage  I carcinoma  of  the  cervix 
and  for  carcinoma  of  the  fundus  is  well  estab- 
lished. May  I make  the  plea  for  surgery  in 
case  of  carcinoma  of  the  cervix,  Stage  II  and  III, 
when  the  primary  site  is  apparently  eradicated 
by  radiation.  Malignancy  in  the  adjacent  and 
peripheral  lymph  nodes  still  lurks  and  will 
spread  and  eventually  kill  the  patient  unless 
removed. 
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MASSACHUSETTS  GENERAL 
HOSPITAL  CASE  NO.  36322 


The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


First  admission.  An  eleven-month-old  boy 
was  admitted  to  the  hospital  because  of  torti- 
collis of  about  seven  months’  duration. 

The  patient  was  born  uneventfully,  without 


instruments,  after  seven  hours’  labor.  The 
mother’s  health  during  pregnancy  had  been 
good.  The  infant  appeared  normal  at  birth, 
and  his  feeding  and  early  development  were 
normal.  At  about  three  or  four  months  of  age, 
it  was  first  noted  that  the  head  was  tilted  to 
the  left,  with  rotation  of  the  chin  to  the  right. 
This  condition  gradually  became  worse  despite 
treatment  with  a supportive  collar  and  passive 
stretching  exercises. 

The  family  history  was  noncontribntory. 

Physical  examination  showed  the  patient  to 
be  well  developed  and  well  nourished.  The 
head  was  inclined  to  the  left  about  45°  from 
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the  vertical  plane,  and  the  chin  was  turned  to 
the  right.  This  posture  was  maintained  on 
flexion  and  extension  of  the  neck.  The  right 
sternocleidomastoid  muscle  was  thin  and  lax, 
and  the  left  was  well  developed  and  somewhat 
shortened  but  not  especially  tense.  The  left 
posterior  neck  muscles  were  likewise  thought 
to  be  shortened.  The  spine  and  limbs  were 
normal,  as  were  the  tendon  jerks  and  the  ab- 
dominal and  plantar  reflexes.  There  were  no 
other  physical  or  neurologic  abnormalities. 

The  temperature,  pulse  and  respirations  were 
normal. 

Examinations  of  the  blood  and  urine  were 
normal.  X-ray  films  of  the  cervical  spine  showed 
questionable  widening  of  the  vertebral  canal, 
but  no  other  abnormality.  Skull  films  were  not 
entirely  satisfactory  but  appeared  normal.  On 
lumbar  puncture  (on  two  occasions)  clear  cere- 
brospinal fluid  under  normal  pressure  was  ob- 
tained. The  fluid  contained  no  cells  and  71 
mg.  per  100  cc.  of  total  protein.  Electric  stimu- 
lation showed  the  left  sternocleidomastoid 
muscle  to  contract  much  more  strongly  than 
the  right.  Electromyograms  showed  constant 
activity  in  the  left  neck  muscles  but  no  evi- 
dence of  a lesion  of  a lower  motor  neuron.  Un- 
der general  anesthesia  movements  of  the  cer- 
vical spine  were  found  to  be  unrestricted.  The 
optic  disks  and  retinas,  likewise  examined  at 
this  time,  were  normal.  Myelography  wth  iodiz- 
ed oil  and  with  air  disclosed  no  subarachnoid 
block  and  no  abnormality  of  the  spinal  cord. 
An  electroencephalogram  was  normal. 

The  patient  was  discharged  with  a corrective 
collar  and  recommendations  for  exercises  and 
was  followed  in  the  Out  Patient  Department. 

Second  admission  (three  months  later).  The 
patient  had  remained  in  good  health,  but  the 
abnormal  posture  of  the  head  persisted  un- 
changed. He  was  readmitted  to  the  hospital 
for  further  study. 

Physical  examination  showed  the  patient  to 
be  somewhat  undersized  and  fretful  and  irrit- 
able. The  tilting  and  rotation  of  the  head  were 
as  before.  He  could  walk  only  with  assistance, 
with  a broad-based,  unsteady  gait.  He  could 
stand  unsupported  but  unsteadily.  Physical  and 
neurologic  findings  were  otherwise  unchanged. 

Lumbar  puncture  demonstrated  a clear  fluid 
under  a pressure  equivalent  to  200  mm.  of  water 
and  containing  4 lymphocytes  per  cubic  milli- 
meter and  a total  protein  of  160  mg.  per  100  cc. 


A repeat  x-ray  examination  of  the  cervical 
spine  showed  no  change.  After  several  exam- 
inations, rendered  difficult  by  the  patient’s  in- 
ability to  cooperate,  it  was  decided  that  ocular 
fundi  and  eye  movements  were  normal.  Air 
myelography  and  pneumoencephalography  were 
carried  out.  No  abnormality  of  the  cervical 
spinal  canal  or  cord  was  seen.  The  lateral  ven- 
tricles were  considerably  enlarged  and  the  fourth 
ventricle  was  displaced  forward  of  its  normal 
position. 

On  the  twenty-ninth  day  an  operation  was 
performed. 

DR.  JOHN  A.  E1SENBEISS: 

The  case  today  concerns  an  11-month  old 
boy  who  presents  rather  typical  symptoms 
suggesting  a cerebellar  or  posterior  fussa 
intracranial  lesion  which  was  of  seven 
months’  duration.  The  general  summary  of 
his  history  is  nonrevealing  with  the  excep- 
tion of  a torticollis  which  was  first  noted  be- 
tween three  and  four  months  of  age.  It  was 
noted  that  the  head  was  tilted  to  the  left  and 
the  chin  rotated  to  the  righ.  This  is  fairly 
suggestive  of  a left  cerebellar  lesion.  Because 
of  a suspected  torticollis  the  patient  was  treated 
orthopedically  with  no  benefit.  Electromyo- 
graphic studies  revealed  constant  electrical  ac- 
tivity in  the  left  cervical  muscles  but  no  evi- 
dence of  lower  motor  neuron  lesion  ruling  out 
an  anterior  horn  cell  disease  but  not  a compres- 
sive lesion  of  the  upper  cervical  nerves  or  spinal 
accessory  nerves.  At  the  time  of  the  original 
examination  no  abnormalities  were  noted  by 
myelographie  or  pneumoencephalographic  pro- 
cedures and  an  electroencephalogram  was  nor- 
mal. The  x-rays  which  were  obtained  were 
not  entirely  satisfactory  according  to  the  pro- 
tocol with  the  exception  of  questionable  widen- 
ing of  the  vertebral  canal  of  the  cervical  spine 
and  normal  appearing  skull  films.  Of  interest 
in  cerebellar  tumors  in  children  is  the  fact  that 
the  inion  is  frequently  displaced  upward.  This 
was  not  mentioned  as  a negative  finding.  The 
one  abnormality  which  should  have  and  did 
arouse  suspicion  of  an  intracranial  lesion  was  an 
elevated  spinal  fluid  protein.  Three  months 
later  the  child  was  re-admitted  for  further  study 
and  definite  evidence  of  progression  of  the  pos- 
terior fossa  lesion  had  developed.  He  now  had 
difficulty  in  walking  and  typical  cerebellar  type 
of  gait.  In  that  the  upper  extremities  were  not 
involved,  this  is  very  suggestive  of  a midline 
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lesion  of  the  vermis.  In  addition  to  this  the 
spinal  fluid  had  now  changed  in  that  the  pres- 
sure was  up  and  the  protein  had  elevated  to 
160  mg.,  definitely  suggesting  block.  Repeat 
x-rays  were  obtained  and  occular  fundal  exam- 
ination was  obtained.  No  significant  findings 
were  noted.  Air  myelography  and  pneumoen- 
cephalography was  carried  out  and  definite  ab- 
normality was  noted  showing  displacement  of 
the  4th  centricle  forward,  again,  consistant  with 
a midline  or  vermis  lesion. 

It  would  appear  to  this  examiner  that  there  is 
little  doubt  but  what  this  child  has  a posterior 
fossa  neoplasm  in  spite  of  the  absence  of  papil- 
ledema; in  spite  of  no  evidence  of  hydrocephalus 
other  than  that  noted  on  pneumoencephalo- 
graphic  findings.  I personally  would  have  been 
a trifle  hesitant  to  have  done  pneumoencephalo- 
graphy rather  than  a ventricle  study  with  the 
spinal  fluid  pressure  of  200.  However,  in  the 
absence  of  papilledema  it  apparently  was  a safe 
procedure. 

Of  major  import  in  the  diagnosis  of  cerebral 
tumor  in  childhood  or  adulthood  is  a high  sus- 
picion factor,  and  because  of  the  general  opinion 
in  the  past  in  regard  to  the  frequency  of  a 
cerebral  tumor,  this  suspicion  factor  has  been 
low  in  the  general  practitioner. 

The  older  pediatrician  regarded  a brain  tumor 
as  a great  rarity  in  infancy  and  early  childhood, 
but  because  of  more  intensive  study  and  the 
introduction  of  diagnostic  aids  such  as  arterio- 
graphy and  ventriculography  which  permit  more 
accurate  diagnosis  it  is  now  clear  that  brain 
tumors  are  almost  as  common  in  childhood  as  in 
adult  life.  Cushing’s  original  figures  suggested 
that  but  one  sixth  of  all  intracranial  neoplasms 
occurred  before  the  age  of  15.  Experience  of 
neurosurgeons  since  this  time  suggests  that  this 
is  a definite  underestimate.  Gliomas  constitute 
about  75%  of  all  intracranial  tumors  of  child- 
hood whereas  they  constitute  approximately  40% 
of  tumors  in  adult  life.  Approximately  65% 
of  all  brain  tumors  giving  rise  to  symptoms  be- 
fore the  age  of  15  years  are  found  in  the  cere- 
bellum. It  is  of  interest  that  during  adult  life 
the  percentage  of  cerebellar  tumors  steadily  falls 
and  that  of  supratentorial  or  cerebral  growths 
slowly  rises,  so  that  in  old  age  cerebellar  tumors 
are  infrequent.  General  over-all  ratio  of  brain 
tumors  as  to  location  is  cerebral  5,  pituitary  2, 
cerebellar  1,  cerebellopontine  angle  1,  brain 
stem,  l/10th  percent.  The  age  distribution  of 


gliomas  in  0-15  about  80%;  15-30  years,  67%; 
30-45  years  approximately  95%;  and  45-60  ap- 
proximately 45%.  The  tumor  type  in  the  age 
group  of  0-5  years  is  in  order  of  frequency; 
astrocytoma,  which  is  rather  leisurely  growing, 
the  medulloblastoma,  which  is  a rapidly  grow- 
ing tumor,  the  ependymoma,  and  hemangio- 
blastoma, the  latter  being  very  rare  in  child- 
hood. In  the  astrocytoma  as  a general  rule  the 
symptoms  are  of  one  year  or  more  duration, 
prior  to  neurosurgical  evaluation.  Other  con- 
ditions which  must  be  considered  in  evaluating 
a posterior  fossa  lesion  are  platybasia  or  basilar 
impression  which  is  unusual  at  this  age,  some 
of  the  degenerative  diseases  of  the  cerebellum 
such  as  Schilder’s  disease  which  seems  most  un- 
likly,  neoplasms  of  the  cranial  nerves  in  this 
area  neurofibroma  of  the  11th  cranial  nerve.  Sar- 
comatosis  of  the  meninges  may  occur  in  this 
age  group  and  also  inflamatory  conditions.  How- 
ever, all  of  these  I feel,  can  be  ruled  out  and 
the  question  is  which  portion  of  the  cerebellum 
is  involved  and  what  is  the  tumor  type. 

The  first  differentiation  which  must  be  made 
is  whether  or  not  this  is  an  intracerebellar  tumor 
or  a surface  lesion.  From  the  course  and  his- 
tory and  findings  noted  on  x-ray  one  must  as- 
sume that  this  is  an  intracerebellar  tumor. 

Of  the  intracerebellar  growths  one  must  dif- 
ferentiate between  a median  and  lateral  growth. 
The  symptomatology  in  the  case  under  discus- 
sion today  is  most  suggestive  of  a laterally  placed 
growth,  a growth  involving  the  left  cerebellar 
hemisphere.  There  are  some  findings  which  are 
not  in  accord  with  this  supposition;  namely,  the 
ataxia  involving  both  lower  extremities  and  no 
mention  of  ataxia  or  cerebellar  findings  relevant 
to  the  upper  extremities.  The  syndrome  of 
the  vermis  is  characterized  by  ataxia  of  both 
lower  extremities,  inconstant  nystagmus  of  no 
localizing  value  and  either  hypotonia  or  hyper- 
metria  of  both  sides  or  one  side  alone.  The 
laterally  placed  growths  usually  have  findings 
which  tend  to  localize  the  neoplasm  to  one  or 
the  other  side.  In  the  case  under  question  the 
tilt  of  the  head  to  the  left  and  the  rotation 
of  the  chin  to  the  right  are  most  suggestive  of 
a left  cerebellar  hemisphere  lesion.  Apparently 
there  was  no  evidence  of  nystagmus.  As  a gen- 
eral rule  the  nystagmus  when  present  is  slow 
and  of  larger  amplitude  when  the  eyes  are  de- 
viated to  the  side  of  the  lesion.  The  usual 
findings  which  occur  late  in  the  course  of  cere- 


40 

bellar  tumors  such  as  vomiting  and  headache 
and  obvious  hydrocephalus,  suture  separation 
on  x-ray  are  not  mentioned  in  the  protocol. 
Some  obstruction  to  the  flow  of  spinal  fluid 
must  have  occurred  in  the  presence  of  the 
elevated  protein. 

The  first  symptom  noted  was  the  head  tilted 
to  the  left.  This  was  present  10  months  prior 
to  surgical  procedure  and  is  most  consistent 
with  a left  cerebellar  hemispheral  lesion.  The 
limitation  of  the  ataxic  manifestations  as  des- 
cribed in  the  protocol  in  the  lower  extremities 
suggests  midline  lesion.  The  elevation  of  cere- 
brospinal fluid  pressure  and  the  elevated  pro- 
tein suggest  a neoplasm  which  is  interfering 
with  the  circulation  of  the  cerebrospinal  fluid. 
The  pneumoencephalographic  studies  as  des- 
scribed  are  consistant  with  midline  tumor  in 
the  roof  of  the  fourth  ventricle.  No  mention 
is  made  of  any  deviation  of  the  4th  ventricle 
in  the  anterior  posterior  projection  which  I am 
sure  were  taken.  The  differentiation  of  astro- 
cytoma from  medullo-blastoma  or  ependymoma 
or  hemangioblastoma  is  most  difficult.  How- 
ever, there  are  a few  things  in  the  protocol  and 
in  the  duration  of  the  patient’s  illness  which 
might  be  of  value  in  differentiating  these  four 
tumor  types.  First  the  absence  of  papilledema 
and  the  10-month  duration  of  illness  prior  to 
surgical  intervention  are  against  a medullo- 
blastoma which  is  usually  a more  rapidly  grow- 
ing lesion.  Generally  other  cranial  nerves  are 
involved  by  this  neoplasm  which  tends  to  seed 
itslf  into  the  subarachnoid  spaces  both  in  the 
posterior  fossa  involving  cranial  nerves  and  in 
the  spinal  subarachnoid  space  involving  spinal 
nerves.  No  evidence  of  this  is  noted  from  the 
protocol.  The  duration  of  symptoms  would  ap- 
pear to  this  examiner  to  be  more  in  favor  of  an 
astrocytoma  of  the  left  cerebellar  hemisphere, 
a cystic  lesion  which  many  of  these  are.  An 
ependymoma  which  originates  within  the  fourth 
ventricle  and  possibly  in  one  of  the  lateral  re- 
cesses could  well  explain  the  patient’s  symptom- 
tology;  however,  it  is  more  likely  to  occlude  the 
lateral  recess  and  fourth  ventricle.  Hemangio- 
blastoma is  very  rare  in  childhood  but  could 
produce  symtoms  in  accord  with  the  patient’s 
symptomtology  as  described.  As  a general  rule 
polycythemia  is  an  accompanying  finding  and 
very  frequently  there  are  retinal  angiomata 
which  are  readily  visualized  on  ophthalmoscopic 
examination. 
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My  diagnosis  will  be  cystic  astrocytoma,  left 
cerebellar  hemisphere. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Ralph  A.  Ross°:  In  summary,  an  in- 

fant born  perfectly  normal,  without  any  evidence 
of  abnormal  stress  first  showed  signs  of  torti- 
collis at  the  age  of  three  months.  A diagnosis 
of  local  muscle  disease— a congenital  or  trau- 
matic injury  to  the  sternocleidomastoid  muscle 
with  shortening— was  made  and  the  proper  treat- 
ment of  stretching  the  muscle  and  maintaining 
the  head  in  good  position  was  instituted.  At 
the  age  of  eleven  months  there  had  been  no 
improvement  in  this  condition.  There  was, 
however,  no  evidence  of  other  neurologic  de- 
formity on  admission  to  the  hospital.  There 
was  definite  increased  activity  on  the  affected 
side  and  laxness  of  the  muscles  in  the  opposing 
group  that  was  apparently  considered  due  to 
the  constant  stretching.  There  was  free  mobil- 
ity. X-ray  films  of  the  spine  and  the  skull 
was  taken  at  that  time.  Do  you  have  those 
films  Dr.  Wyman? 

Dr.  Stanley  M.  Wyman:  These  are  only  rea- 

sonably good  films  of  the  skull,  but  the  skull 
seems  to  be  normal  in  contour  and  without 
evidence  of  increased  pressure  or  widening 
of  the  sutures.  The  spine  curves  toward  the 
left,  and  I believe  there  is  a suggstion  of  some 
widening  of  the  cervical  canal  both  anteropos- 
teriorly  and  laterally.  Unfortunately,  the  films 
of  the  later  examinations,  the  encephalogram 
and  myelogram,  are  not  at  hand. 

Dr.  Ross:  I am,  therefore,  not  aided  in 

diagnosis  by  this  x-ray  examination  except  that 
there  is  no  clearcut  evidence  of  increased  in- 
tracranial pressure,  which  should  be  shown  at 
this  age  by  separation  of  the  sutures.  The 
widening  of  the  vertebral  canal  is  not  borne  out 
by  the  finding  of  any  abnormal  structure  by 
the  contrast  medium  as  described  in  the  protocol. 
Were  any  head  measurements  taken  at  the 
two  admissions  that  might  indicate  the  develop- 
ment of  increasing  intracranial  pressure?  One 
would  expect  a growth  normally  of  2 or  pos- 
sibly 3 cm,  in  three  months,  but  not  more. 

Dr.  Allan  M.  Butler:  No  head  measurements 
were  taken. 

Dr.  Ross:  At  thirteen  months  of  age  the 

child  was  readmitted  with  the  additional  find- 
ings of  increased  irritability  and  a broad-based 
gait.  I wonder  how  much  significance  to  attri- 

°Physician,  Children’s  Medical  Service,  Massachusetts  General 
Hospital. 
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bute  to  symptoms  of  unsteadiness  at  the  age 
of  thirteen  months.  Inasmuch  as  this  child 
was  just  bginning  to  learn  to  balance,  it  would 
be  a little  difficult  to  evaluate  his  ability  to 
walk.  A broad-based  gait  would  be  unusual 
in  a child  just  starting  to  walk  and  probably 
was  of  significance.  The  spinal-fluid  pressure 
on  the  second  examination  was  slightly  above 
the  upper  limits  of  normal,  but  in  a child  of 
thirteen  months  who  is  struggling,  as  almost 
invariably  happens,  the  reading  is  of  no  great 
significance.  However,  the  rise  in  cerebrospinal- 
fluid  total  protein  from  the  original  reading 
of  71  mg.  to  160  mg.  per  100  cc.  some  months 
later  suggests  the  presence  of  some  irritative 
lesion  in  the  central  nervous  system.  The  next 
information  of  importance  is  that  no 
electromyelographie  evidence  of  a lesion  in 
the  cervical  column  was  elicited,  but  there  was 
a displacement  forward  of  the  fourth  ventricle, 
with  lateral  ventricles  enlarged,— in  other  words, 
evidence  of  a space-occupying  lesion  in  the 
posterior  fossa,— with  some  block  in  the  ven- 
tricular system. 

Could  a space-occupying  lesion  in  the  pos- 
terior fossa  explain  the  whole  picture,  the  broad- 
based  gait  being  due  to  some  lesion  in  the 
cerebellum?  Yes.  The  irritability  of  a child 
is  a hard  thing  to  define,  but  certainly  increased 
intracranial  pressure  with  headache  may  ex- 
press itself  simply  as  increased  irritability  in  a 
child  of  ths  age.  The  torticollis  of  nine  months' 
duraton  is  rather  hard  to  accept  on  the  basis 
of  a lesion  present  in  the  posterior  fossa  for 
this  time.  It  must  represent  the  excitation  of 
the  nerve  due  to  infiltration  or  pressure  or  pos- 
sibly a cerebellar  ataxia,  which  in  my  limited 
experience  does  not  seem  likly.  However,  we 
will  be  instructed,  in  that,  I am  sure,  by  more 
proficient  observers.  Therefore,  without  the 
benefit  of  seeing  th  films,  but  accepting  the 
statement  in  the  protocol,  I believe  there  was 
a space-occupying  lesion  in  the  posterior  fossa. 

Coidd  the  lesion  have  been  due  to  infection? 
There  was  no  evidence  that  the  tuberculin  test 
or  blood  Hinton  test  was  positive.  Either  tu- 
berculosis or  syphilis  might  produce  a granu- 
lomatous lesion.  A pyogenic  abscess  of  this 
duration  would  be  unlikely,  and  there  was  no 
evidence  of  any  infection.  I shall  therefore 
dismiss  that  possibility. 

That  leaves  me  with  the  possibility  of  a tumor 
n the  cerebellum.  A tumor  in  the  cerebellum 


of  an  infant  progressing  for  nine  months  with- 
out producing  more  obvious  symptoms  than 
this  is  probably  a slowly  growing  tumor.  If  it 
was  a slowly  growing  tumor,  at  this  age  statis- 
tically it  probably  was  an  astrocytoma.  If  the 
symptomatology  of  the  torticollis  was  not  re- 
lated and  there  were  two  separate  diseases,  this 
could  have  been  a more  malignant  type  of 
tumor,  such  as  a medulloblastoma.  However, 
I will  leave  my  diagnosis  as  cerebellar  tumor, 
probably  astrocytoma,  producing  cerebellar 
ataxia  with  torticollis. 

A Physician:  I wonder  if  you  would  add  a 
dermoid  cyst 

Dr.  Ross:  It  is  fair  enough  to  say  that  one 

can  go  through  a whole  list  of  possible  lesions 
that  might  occur.  I mentioned  these  two  tumors 
because  of  the  statistical  chances. 

Dr.  Bertram  Selverstone:  I believe  it  would 
be  rather  unusual  to  have  a total  protein  of 
160  mg.  per  100  cc.  with  a dermoid  cyst.  That 
suggests  a more  actively  meoplastic  lesion. 

Dr.  Tracy  B.  Mallory:  Dr.  Selverstone,  would 
you  tell  us  the  opinion  on  the  ward? 

Dr.  Selverstone:  We  were  very  puzzled  by 

this  whole  picture,  and  the  diagnosis  was  not 
clear  in  our  minds  until  we  had  done  the 
pneumoencephalogram  that  showed  just  what 
was  described.  Although  there  was  some  dis- 
agreement among  the  radiologists,  there  was 
generally  though  to  be  an  anterior  displace- 
ment of  about  1 cm.  of  the  fourth  ventricle, 
whose  outline  was  otherwise  fairly  normal.  We 
therefore  believed  that  we  were  dealing  with  a 
cerebellar  tumor.  In  view  of  the  long  history 
we  thought,  as  Dr.  Ross  did,  of  an  astrocytoma 
or  possibly  of  a dermoid  cyst  in  spite  of  the 
unusually  high  protein.  We  also  considered  the 
possibility  of  involvement  of  the  accessory 
nerves  as  a cause  for  the  torticollis. 

Dr.  Mallory:  Would  you  like  to  comment  on 
the  clinical  features,  Dr.  Kubik? 

Dr.  Charles  S.  Kubik:  There  were  some  in- 

teresting features  about  the  case  that  might 
be  mentioned.  The  head  could  be  straightened 
out,  partly  at  least,  without  an  anesthetic.  It 
seemed  to  me  that  the  position  of  the  head 
was  not  due  to  muscle  spasm  or  paralysis.  The 
patient  always  assumed  the  same  position,  lying 
face  down  with  his  rear  end  up  in  the  air  and 
his  head  down  agaist  the  pillow  and  flexed 
acutely  to  one  side.  That,  together  with  the 
nystagmus  and  the  unsteady  gait,  suggested  a 
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lesion  in  the  posterior  fossa,  possibly  causing  a 
disturbance  of  the  postural  reflexes.  I have 
never  seen  another  case  like  this.  Tumors  of 
the  posterior  fossa  are  not  very  uncommon, 
and  there  is  usually  a little  tilting  of  the  head, 
but  nothing  like  this. 

Dr.  Selverstone:  Most  of  us  thought  there  was 
a reduction  in  the  bulk  of  the  posterior  cer- 
vical muscles  on  the  right  as  compared  with 
the  left,  and  we  thought  that  there  was  some 
spasm  of  the  left  posterior  neck  muscles  as  well. 
As  noted  in  the  protocol,  we  also  considered 
the  right  sternocleidomastoid  muscle  to  be  dim- 
inished in  bulk  as  compared  with  that  on  the 
left.  I might  add  that  there  have  been  2 simi- 
lar cass  to  my  knowledge  at  the  Children’s  Hos- 
pital within  the  past  few  years. 

CLINICAL  DIAGNOSIS 
Tumor  of  posterior  fossa. 

DR.  ROSS’S  DIAGNOSIS 
Astrocytoma  of  cerebellum. 

ANATOMICAL  DIAGNOSIS 
Astrocytoma  of  cerebellum. 

PATHOLOGICAL  DISCUSSION 
Dr.  Mallory:  We  might  look  at  the  pictures 

of  the  operation.  Dr.  Selverstone. 

Dr.  Selverstone:  On  the  slide  taken  at  opera- 
tion before  the  arachnoid  was  opened,  the 
medulla  is  grossly  expanded  and  extends  down 
to  the  lower  border  of  the  lamina  of  the  second 
cervical  vertebra.  The  medulla  was  diffusely 
widened  and  discolored,  slightly  more  on  the 
left  side  than  on  the  right.  When  the  arach- 
noid was  opened,  lying  just  beneath  was  a 
tumor,  which  appeared  to  arise  from  the  closed 
part  of  the  medulla.  It  extended  into  the  lower 
part  of  the  fourth  ventricle  and  formed  a collar 
around  the  medulla.  The  tumor  could  be 
followed  around  to  the  point  where  it  was 
actually  in  contact  with  the  accessory  nerves  of 


either  side  as  well  as  with  the  cervical  nerve 
roots.  There  was,  as  is  commonly  the  case,  no 
posterior  root  of  the  first  cervical  nerve,  but  its 
anterior  root  and  both  the  anterior  and  posterior 
roots  of  the  second  nerve  as  well  were  involved. 
The  tumor  appeared  greasy  and  was  gray.  It 
was  impossible  to  remove  the  tumor  entirely 
because  of  its  very  firm  adherence  to  the  closed 
portion  of  the  medulla  and  to  the  floor  of  the 
fourth  ventricle.  Accordingly,  I would  guess 
that  I was  able  to  remove  from  50  to  70  per 
cent  of  the  lesion.  I left  an  extensive  decom- 
pression. 

Dr.  Kubik:  The  tumor  was  an  astrocytoma. 

Was  it  cystic? 

Dr.  Selverstone:  It  was  entirely  solid. 

Dr.  Ross:  Was  the  torticollis  due  to  irrita- 

tion of  the  nerve  or  to  paralysis? 

Dr.  Selverstone:  It  is  hard  to  say.  One 

might  speculate  that  there  might  have  been 
irritation  of  the  left  nerves  and  paralysis  of 
those  on  the  right. 

Dr.  Kubik:  How  is  the  patient  now? 

Dr.  Selverstone:  Postoperatively  he  was  much 
less  irritable  than  before,  and  he  seemed  much 
happier.  He  was  given  x-ray  therapy  and  a 
month  after  operation  was  dicharged.  I do 
not  think  that  any  apparatus  should  be  used 
in  an  attempt  to  correct  the  torticollis.  It  was 
not  improved  since  operation. 

PERSONAL  NOTES 

Doctor  Kenneth  C.  Baker  of  Tucson  attended 
the  Tenth  International  Congress  of  Dermatol- 
ogy in  London,  England,  July  21  to  26.  Doctor 
Cleveland  J.  White  with  whom  he  was  formerly 
associated  in  Chicago,  and  Doctor  Baker  had 
a scientific  exhibit  at  the  Congress  on  Diseases 
of  the  Nails.  Following  the  meeting  Doctor 
and  Mrs.  Baker  toured  England  and  Scotland. 


NOTICE  TO  MEDICAL  AUTHORS  — 1953 

The  Scientific  Program  Committee  for  the  1953  Tucson  meeting  feels  it  is 
necessary  to  limit  the  number  of  papers  given  by  Arizona  speakers  so  as  to 
permit  more  time  for  guest  orators  and  for  discussion.  In  order  that  the  Com- 
mittee may  select  those  most  worthy  of  presentation  you  are  urged  to  start 
working  on  your  paper  now,  and  to  send  five  copies  of  an  abstract  of  it  to  the 
Committee  chairman  before  December  1,  1952.  When  approved  by  the  Commit- 
tee, you  will  be  notified  in  sufficient  time  to  complete  the  final  draft. 
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bacteriostatic  for  most  common  urinary  tract  pathogens. 
SuLAMYD  quickly  controls  infections  with  negligible  risk  of  renal 
complications  because  of  its  ready  solubility  in  urine. 


SULAMYD 


IN  CANADA:  SCHERING 
CORPORATION.  LTD.,  MONTREAL 


SULAMYD 
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The  Message 


IT'S  ALL  OVER  BUT  THE  VOTING! 

The  Democratic  convention  closed  in  Chicago  on  a note  of  confusion  and 
turbulence,  and  the  nominees  of  both  parties  now  can  settle  back  to  do  some 
serious  thinking  before  oiling  up  their  machines  for  the  big  vote-gathering  cam- 
paign in  November. 

In  glancing  over  the  two  party  platform,  the  things  that  have  to  be  done 
or  undone  will  not  be  easy.  The  problems  are  plain,  but  there  is  a wide  gap 
between  statements  of  principle  and  execution. 

Physicians  everywhere  are  vitally  interested  in  the  health  planks  of  both  the 
Republican  and  Democratic  platforms. 

The  Republicans  at  their  convention  came  out  unalterably  opposed  to  so- 
cialized medicine.  “We  are  opposed,”  the  G.O.P.  plank  said,  “to  federal  com- 
pulsory health  insurance  with  its  crushing  cost,  wasteful  inefficiency,  bureau- 
cratic dead  weight  and  debased  standards  of  medical  care.” 

But  the  health  plank  of  the  Democratic  party  dodged  the  issue  of  compul- 
sory health  insurance.  It  was  so  carefully  worded  in  many  respects  that  there 
could  be  a wide  divergence  of  opinion  when  it  comes  to  actual  interpretation. 
But  as  Dr.  R.  B.  Robins,  a delegate  from  Arkansas,  said  after  the  platform  was 
adopted:  “It  might  have  been  worse.” 

Those  sections  dealing  with  health  generally,  research  and  hospitals  and 
health  centers,  were  practically  non-controversial,  but  the  proponents  of  so- 
cialized medicine  succeeded  in  nailing  the  word  “federal”  into  the  medical 
education  plank.  “We  advocate  federal  aid  for  medical  education”  leaves  noth- 
ing to  guesswork.  It  is  a clear-cut  principle  of  where  the  Democratic  party 
stands. 

The  section  dealing  with  the  cost  of  medical  care  hedges  considerably,  leaving 
a great  deal  to  interpretation.  The  section  begins:  “We  also  advocate  a resolute 
attack  on  the  heavy  financial  hazard  of  serious  illness.”  That  could  mean  a lot 
of  things,  depending  on  the  way  you  look  at  it  after  the  November  election. 
Further  along,  the  section  commends  President  Truman  for  establishing  his 
Commission  for  the  Health  Needs  of  the  Nation.  In  that  portion  of  the  section, 
the  Democratic  platform  writers  shifted  the  problem  of  compulsory  health  in- 
surance to  the  shoulders  of  the  commission.  This  action  confirms  the  opinion 
of  the  American  Medical  Association  that  the  commission  is  a politically  in- 
spired one,  which  both  the  President  and  the  Democratic  party  are  using  as  a 
means  to  remove  the  issue  of  socialized  medicine  from  the  fall  campaign. 

The  fact  remains  that  the  Truman  administration  has  strongly  promoted 
legislation  for  years  to  socialize  the  medical  profession.  The  health  plank  of 
the  Democratic  platform  is  an  obvious  attempt  to  get  out  from  under  this 
unpopular  issue. 

Here  is  the  full  Democratic  health  platform: 

We  will  continue  to  work  for  better  health  for  every  American,  especially 
our  children.  We  pledge  continued  and  wholehearted  support  for  the  cam- 
paign that  modern  medicine  is  waging  against  mental  illness,  cancer,  heart 
disease  and  other  diseases. 

Research:  We  favor  continued  and  vigorous  support,  from  private  and 

public  sources,  of  research  into  the  causes,  prevention  and  cure  of  disease. 

Medical  Education:  We  advocate  federal  aid  for  medical  education  to  help 
overcome  the  growing  shortages  of  doctors,  nurses,  and  other  trained  health  per- 
sonnel. 

Hospitals  and  Health  Centers:  We  pledge  continued  support  for  federal  aid 
to  hospital  construction.  We  pledge  increased  federal  aid  to  promote  public- 
health  thru  preventive  programs  and  health  services,  especially  in  rural  areas. 

Cost  of  Medical  Care:  We  also  advocate  a resolute  attack  on  the  heavy 

financial  hazard  of  serious  illness.  We  recognize  that  the  costs  of  modern 
medical  care  have  grown  to  be  prohibitive  for  many  millions  of  people.  We 
commend  President  Truman  for  establishing  the  non-partisan  commission  on  the 
health  needs  of  the  nation  to  seek  an  acceptable  solution  of  this  urgent  problem. 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION.  (See  MEDICAL  WRITING  by  Morris  Fish- 
bein.) 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Submit  manuscript  typewritten  and  double-spaced. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


ARE  YOU  FOR  COMPULSORY 
HEALTH  INSURANCE 

Statement  of  General  Dwight  D.  Eisenhower : 
“I  am  not  going  to  answer  too  specifically, 
because  what  could  be  in  a bill  labeled  com- 
pulsory health  insurance?  I am  not  so  certain. 
But  I can  tell  you  this:  I am  quite  certain  over 
the  years  that  I was  at  Columbia,  no  one  spoke 
out  more  than  I did  against  the  centralization 


of  power  in  Washington,  against  bureaucratic 
government  and  submitting  our  lives  toward  a 
control  that  would  lead  inevitably  to  social- 
ism. ...  I do  believe  that  every  American  has  a 
right  to  decent  medical  care.” 

In  discussing  Federal  aid  to  medical  educa- 
tion, General  Eisenhower  said  that  in  private 
universities  we  must  “support  medical  educa- 
tion by  private  means,  because  if  we  didn’t  it 
would  be  the  first  step  toward  the  socialization 
of  medicine,  and  I am  against  socialization.” 
Statement  of  Governor  Adlai  Stevenson  of 
Illinois: 

“I  am  against  the  socialization  of  the  practice 
of  medicine  as  much  as  I would  be  against 
the  socialization  of  my  own  profession,  the  law. 
. . . If  the  insurance  principle  could  be  brought 
to  bear  on  these  catastrophic  illnesses,  it  would 
largely  eliminate  the  specter  of  terror  from  the 
average  home.  ...  I am  sure  that  . . . the 
common  objective  can  be  largely  realized  with- 
out the  destruction  of  professional  independence. 

“Basically,  the  problem  is  how  to  lift  people 
over  the  costs  of  major  illness.  I don’t  know 
whether  voluntary  plans  can  do  the  job.  I think 
the  new  commission  on  medical  needs  may  well 
add  some  light  and  remove  some  heat,  enabling 
us  to  find  a satisfactory  solution  to  this  per- 
plexing problem.” 

Statement  of  Senator  Richard  M.  Nixon: 

“.  . . There  is  no  chance  whatever  at  this  time 
for  any  type  of  compulsory  health  insurance  pro- 
gram to  be  enacted.  . . . On  the  other  hand, 
I think  you  must  recognize,  and  that  all  of  us 
who  are  interested  in  this  fight  must  recognize, 
that  those  who  favor  such  legislation  will  con- 
tinue to  work  fanatically  for  their  cause,  in  the 
hope  that  somehow,  sometime  in  the  future, 
they  will  be  able  to  accomplish  their  purpose. 

“I  think  . . . that  a great  number  of  people, 
probably  a majority  of  the  people  in  the  coun- 
try, are  convinced  that  the  compulsory  health 
insurance  programs  which  sound  so  good  in 
theory  have  not  worked  out  in  action  in  those 
nations  which  have  tried  them. 

“I  am  convinced  that  the  medical  profession 
has  taken  a very  long  step  in  the  right  direc- 
tion with  its  recently  announced  program  of 
subsidizing  medical  schools  on  a voluntary 
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rather  than  on  a governmental  basis.  I would 
suggest  also  that  additional  voluntary  action 
is  needed  (in  dealing  with)  the  problem  of 
encouraging  wherever  possible  voluntary  health 
insurance  programs.  It  seems  to  me  that  the 
objective  toward  which  we  should  work  in  the 
United  States  is  a system  where  eventually  any- 
body who  wants  health  insurance  can  get  it— 
where  those  who  should  have  health  insurance 
are  encouraged  to  get  it— but  where  no  one 
in  the  United  States  is  compelled  to  take  out 
such  insurance  against  his  will.  If  the  profes- 
sion adopts  that  objective  we  will  remove  by 
voluntary  action  the  strongest  arguments  that 
the  proponents  of  government  control  of  the 
medical  profession  have  at  the  present  time. 

“I  believe  it  is  essential  that  all  members  of 
the  medical  profession  recognize  that  an  attempt 
to  socialize  any  American  profession— any  Amer- 
ican institution— constitutes  a threat  to  all. 

“Traditionally,  the  great  accomplishments  in 
this  country  have  not  been  through  govern- 
ment action,  but  through  individual  and  co- 
operative action.  . . . (Our  task)  is  by  precept 
and  by  example,  to  prove  to  the  people  of  the 
world  that  a free  people,  working  as  individuals, 
working  cooperatively,  can  solve  the  problems 
of  our  society  and  can  solve  them  more  effec- 
tively than  can  a government.” 

Statement  of  Senator  John  J.  Sparkman: 

“I  am  in  favor  of  adequate  medical  attention 
for  the  people  of  this  country.  However,  I 
have  not  favored  what  is  generally  known  as 
Socialized  Medicine. 

“I  would  be  opposed  to  any  plan  which  I 
thought  would,  in  effect,  socialize  medicine,  and 
to  any  medical  program  which  would  destroy 
the  relationship  of  doctor  and  patient.” 

AMERICAN  COLLEGE  OF 
ALLERGISTS 

PITTSBURG,  PA.,  — Patients  who  might 
otherwise  die  from  a severe,  continous  at- 
tack of  bronchial  asthma  can  now  be  saved 
by  a form  of  intravenous  ACTH  treatment, 
according  to  Dr.  Stephen  D.  Lockey,  of  Lan- 
caster, Pa.,  who  spoke  before  the  Eighth  Annual 
Congress  of  the  American  College  of  Allergists 
here  today.  Dr.  Lockey  reported  on  work  he 
and  his  associates  (Drs.  John  D.  Paul,  John  L. 
Grosh,  Arthur  S.  Griswald  and  Donald  S.  Stubbs) 
had  done  at  Lancaster  General  Hospital.  Using 


the  slow  intravenous  administration  of  ACTH 
dissolved  in  a solution  of  distilled  water  con- 
taining amounts  of  glucose  and  potassium  chlo- 
ride, the  doctors  found  that  desperately  ill 
patients  could  be  markedly  improved  — often 
within  24  hours  — so  that  they  survived  life- 
threatening  episodes  of  status  asthmaticus. 

In  his  report.  Dr.  Lockey  emphasized  that  this 
treatment  must  be  carefully  supervised  by  a 
well-trained,  cooperative  medical  team  who 
constantly  adjust  the  treatment  to  meet  the 
patient’s  changing  needs.  Such  treatment,  Dr. 
Lockey  said,  “gives  excellent  results,  and  usually 
produces  complete  relaxation  within  twenty- 
four  hours.” 

PITTSBURG,  PA.  — In  certain  cases  of  skin 
trouble,  the  human  skin  itself  might  well  be  the 
cause  of  its  own  disorder. 

This  theory  of  the  self-punishing  skin  was  dis- 
cussed by  Dr.  Frank  A.  Simon,  Assistant  Clinical 
Professor  of  Medicine,  University  of  Louisville, 
at  the  Eighth  Annual  Congress  of  the  American 
College  of  Allergists  which  began  its  three-day 
session  here  today. 

According  to  Dr.  Simon’s  hypothesis,  dander 
is  the  villain  in  the  piece  — that  is,  if  the  patient 
is  suffering  from  certain  atopic,  or  allergic,  skin 
eruptions.  Theoretically,  this  is  what  happens: 
dander,  developing  from  the  epidermis,  returns 
to  plague  the  inventor  by  becoming  the  very 
stuff  to  which  that  same  epidermis  is  allergic. 
In  the  professional  language  of  Dr.  Simon.  “We 
have,  therefore,  in  atopic  dermatitis,  a condition 
which  is  thus  far  unique  in  that  almost  all  cases 
are  caused  by  an  allergen  (dander,  n this  case) 
from  the  same  source  — the  skin.” 


VITAMINS  VITAMINS  VITAMINS 

WHEN  YOU  SPECIFY 
"HOSPITAL  BRAND" 

You  Are  Prescribing  the  Best  Vitamin  Capsules 
Because  There  Are  No  Better  Vitamins  Made  and 
The  Cost  To  The  Patient  Is  Less  Than  Others  Of 
Comparable  Quality  And  Potency. 

All  “HOSPITAL  BRAND”  Vitamin  Capsules  Are 
Made  By  Gelatine  Products  Division  Of  R.  P.  Scherer 
Corporation,  The  Worlds  Largest  Producer  Of  Vita- 
min Capsules. 

FRED  G.  HARLEY,  DISTRIBUTOR 

1316  E.  Indian  School  Road  — AM  5-9939 
Phoenix,  Arizona 
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From  among  all  antibiotics , Dermatologists  often  choose 

AUREOMYCIN 

Hydrochloride  Crystalline 

because 

Aureomycin  provides  mild  bacteriostasis  in  diseases  of  the  skin. 

Aureomycin  has  been  found  effective  in  pinta,  yaws  and  many  bacterial  infections  of  the  skin 
(furunculosis,  impetigo,  pyogenic  dermatitides,  sycosis  vulgaris  and  tropical  ulcer).  It  is  at  present 
considered  preferable  to  administer  the  drug  systemically  in  these  conditions.  Aureomycin  is  also 
useful  in  the  control  of  contributing  or  secondary  infections  associated  with  many  dermatoses. 

Throughout  the  world,  as  in  the  United  States,  aureomycin  is  recognized 
as  a broad-spectrum  antibiotic  of  established  effectiveness. 


Capsules:  50  mg. — Bottles  of  25  and  100;  250  mg. — Bottles  of  16  and  100. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  distilled  water. 


LEDERLE  LABORATORIES  DIVISION  American  Cjanamid  com  pant  30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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RX,  DX,  AND  DRS. 

By  GUILLERMO  OSLER,  M.  D. 


This  column  has  contained  comments  on  the 
fabulous  DR.  CLARENCE  SALSBURY  during  the 
several  years  of  its  existence.  Salsbury,  the  Dr. 
Big  of  the  Navajos;  Salsbury,  chairman  of  the 
yearly  Clinical  Congress;  Salsbury,  retired  from 
Ganado;  Salsbury,  Chief  of  the  Arizona  Bureau 
of  Preventive  Medical  Services.  . . . Now  we  can 
join  the  general  murmur  of  approval  as  he  suc- 
ceeds Dr.  James  Ward  as  head  of  the  State  Health 
Department.  Congratulations  all  around! 


PRICE  CUTS. — Congratulations  are  also  due 
Merck  & Co.  for  the  ninth  reduction  in  the  price 
of  Cortone  (cortisone).  This  time  it  dropped  40 
per  cent. 

Isoniazid  costs  are  still  being  lowered  by  the 
drug  companies,  but  it  must  be  reported  that  the 
news  hasn't  reached  some  druggists.  (That  COULD 
be  an  explanation  of  their  often  disproportionate 
charges). 


of  73,588  was  1,200  higher  than  ever. 


The  California  attorney  general  opines  that 
CLINICAL  LABORATORIES  may  perform  VENI- 
PUNCTURES, etc.,  for  persons  whose  licenses 
do  not  allow  them  such  a privilege.  . . . That 
is  a boon  to  chiropractors  and  their  ilk. 


Here  is  a possible  TELEPHONE  CONVERSA- 
TION OF  THE  FUTURE, — “Operator,  please  try 
and  get  me  a better  connection;  the  QRS  com- 
plex is  not  coming  thru  clearly.  That’s  better, 
thank  you.  Oh  yes,  Dr.  Jones!  It  looks  like  a 
coronary  to  me,  but  let’s  try  Lead  I again”.  . . . 
Three  medical  inventors  in  Omaha  have  devised 
a preamplifier  which  strengthens  the  impulses  from 
an  ECG  into  FM  signals  which  can  be  sent  over 
a telephone  wire  and  charted  by  the  specialist. 
The  GP  can  discuss  the  graph  with  the  cardiolo- 
gist over  the  same  wire. 


The  American  Hospital  Supply  Corporation 
bulletin  tells  of  an  Ohio  hospital  which  has  taken 
the  lead  in  setting  up  A NEW  FEE  SYSTEM.  . . . 
Patients  are  charged  for  services,  medications 
and  accommodations  on  a cost  basis,  plus  10 
per  cent.  . . . This  is  easily  explained  and  under- 
stood. It  is  good  business.  It  allows  for  a monthly 
review  of  costs  and  rates.  Charity  work  can  be 
charged  against  endowment  or  special  funds. 


A national  press  service  tells  of  fhe  caution 
expressed  by  a medical  journal  over  MISUSE  OF 
VITAMINS.  "Go  Easy  on  Vitamins!"  it  says.  . . . 
This  is  a rare  warning,  and  probably  only  healthy 
people  will  read  it.  The  origin  was  an  editorial 
by  Dr.  John  Caffey  in  The  American  Journal  of 
Roentgenology  and  Radium  Therapy.  Useless  use 
of  Vitamin  A was  the  particular  angle  of  the  ar- 
ticle, and  concentrates  were  called  'probably  su- 
perfluous, certainly  expensive,  and  possibly  haz- 
ardous.' 


Two  'American  Colleges'  (Radiology  and  Chest 
Physicians)  are  lending  support  to  the  plan  to 
make  the  use  of  chest  x-rays  more  widespread.  . . . 
The  American  Hospital  Association  and  the  Na- 
tional TB  Ass'n.  have  urged  hospitals  to  adopt 
the  method  as  a routine.  The  two  Colleges  also 
urge  physicians  to  x-ray  all  patients,  and  advise 
that  patients  from  surveys  be  subject  to  medical 
supervision. 


The  CIBA  Clinical  Symposia  has  presented  a 
few  dozen  beautifully  colored  photographs  of 
NORMAL  AND  PATHOLOGIC  FUNDI.  The 
photographs,  plus  a descriptive  lecture,  is  from 
the  collection  of  Dr.  Arthur  Bedell  of  Albany, 
N.  Y.  ...  It  is  a sad  admission  for  an  internist 
to  make,  but  the  marked  variations  in  different 
types  of  normal  and  abnormal  fundi,  as  well  as 
the  similarity  between  some  normals  and  ab- 
normal, forces  us  to  lean  on  the  opthalmologist — 
and  hope  that  HE  can  be  fairly  sure. 


Some  of  the  recent  FIGURES  ON  HOSPITALI- 
ZATION in  the  United  States  are  worth  chew- 
ing over.  ...  It  was  possible  to  say,  ten  years 
ago,  that  the  hospitals  admitted  15  million  pa- 
tients; now  the  total  is  18.2  millions.  The  6,637 
registered  hospitals  have  about  1,530,000  beds. 
Three  million  babies  were  born  in  hospitals  last 
year.  . . . General  hospitals  care  for  42%;  mental 
hospitals  48%;  TB  hospitals  6%;  and  other  hos- 
pitals 5%.  . . . Government  groups  control  3 out 
of  10  hospitals  and  provide  7 out  of  10  beds.  . . . 
Admissions  to  TB  hospitals  dropped  from  113,- 
000  to  107,000  in  1951,  but  the  average  daily  census 


An  original  paper,  "The  Incautious  Use  of  Anti- 
biotics,— " published  in  ARIZONA  MEDICINE  in 
July  1951,  has  been  put  out  in  abstract  form  by 
the  National  TB  Ass'n.  and  reprinted  in  the  Aug- 
ust 1952  Ohio  State  Medical  Journal.  ...  It  ex- 
posed the  way  in  which  tuberculosis  can  be  miss- 
ed by  treating  respiratory  symptoms  without  a 
definite  diagnosis,  and  it  stressed  the  value  of  rou- 
tine x-rays  and  fluoroscopy. 


Note  the  huge  recent  advertising  campaign  for 
an  ANTI-BED-WETTING  METHOD.  The  device 
is  a radio-like  cabinet,  rented  but  not  sold,  said 
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to  be  invented  by  a doctor.  A list  of  publications 
by  other  M.D.’s  is  usually  given.  It  promises  a 
probable  correction  of  enuresis  in  2 to  4 weeks. 
. . . From  the  advertising  you  would  hardly 
guess  that  it  works. 


The  exact  extent  or  limits  of  the  WORLD 
HEALTH  ORGANZATION  (WHO)  are  fairly  ob- 
scure to  the  average  physician — or  at  least  to  this 
one.  . . . They  seem  even  more  distant,  after  one 
reads  of  the  trip  planned  by  Dr.  Edwin  Lennette 
of  Sacramento,  an  authority  on  Q fever.  He  is  a 
member  of  the  WHO  Expert  Committee,  on  Zoon- 
oses. . . . One  shouldn't  say  WHO?  to  this,  but 
WHAT? 


TIME  Magazine  takes  the  conservative  role 
in  a discussion  of  HEXAMETHONIUM,  the  most 
recent  nerve-blocker  in  the  treatment  of  high 
blood  pressure.  . . . TIME  stresses  the  need  for 
care  and  control  in  its  use,  and  decried  the  de- 
mand by  patients  on  physicians  for  specific  new 
drugs  when  they  may  not  be  indicated. 


A paragraph  in  this  column  several  months  ago 
gently  ribbed  the  journal  'NURSING  HOME  AD- 
MINISTRATOR'. ...  Its  publisher  read  it,  replied 
at  once,  and  thus  it  gets  another  paragraph.  . . . 
The  cover  of  the  current  number  is  more  pleasant 
than  that  of  the  previous  one.  The  brief  notices, 
illustrating  equipment  of  possible  use  to  nursing 
homes,  are  attractive.  Articles  about  care  of 


chronic  and  aged  ill  persons  could  be  valuable. 
. . . (You're  welcome,  Mr.  Chary). 


Dr.  Walter  Alvarez  now  writes  popular  medical 
articles  for  The  Register  and  Tribune  Syndicate, 
Inc.  . . . He  suggests  that  every  M.D.  who  has 
to  care  for  a patient  with  severe  arthritis  obtain 
a copy  of  the  HANDBOOK  ON  RHEUMATIC 
DISEASES  by  the  Arizonans  Holbrook  & Hill. 
He  might  have  said  ‘purchase’  instead  of  ‘obtain’. 
...  It  helps  people  who  write  or  publish  books. 

MEDICAL  ASPECTS  OF  CIVIL 
DEFENSE 

The  Council  on  National  Emergency  Medical 
Service  of  the  American  Medical  Association  has, 
during  the  past  several  months,  sponsored  a 
series  of  articles  on  the  medical  aspects  of 
civil  defense  which  has  appeared  in  the  Jour- 
nal of  the  American  Medical  Association. 

These  articles  have  now  been  reproduced  in 
booklet  form.  It  appears  that  the  articles  are 
of  genuine  interest  to  the  medical  profession 
and  the  general  public.  The  booklet  sells  for 
25c  a single  copy,  and  20c  per  copy  for  orders 
of  100  or  more  which  may  be  placed  direct  with 
the  Council  on  National  Emergency  Medical 
Service  of  the  American  Medical  Association, 
535  N.  Dearborn  Street,  Chicago  10,  Illinois. 


PROFESSIONAL  X-RAY  AND  CLINICAL  LABORATORY 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 
CLINICAL  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

TISSUE  PATHOLOGY  BY  QUALIFIED  PATHOLOGIST 

R.  Lee  Foster,  M.D.,  Director  John  W.  Kennedy,  M.D.,  Radiologist 

W.  W.  Watkins,  M.D.,  Consultant  Radiologist 
Diplomates  of  American  Board  of  Radiology 
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NATIONAL  EDUCATION  CAMPAIGN 

A copy  of  the  Health  Plank  in  the  Democraic 
Party  Platform  for  1952,  adopted  in  Chicago, 
July  23,  is  enclosed  herewith  for  your  informa- 
tion, and  for  comparative  study  with  the  Health 
Plank  in  the  Republican  Party  Platform,  sent 
you  earlier. 

It  is  interesting  to  note  that  this  year’s  state- 
ment of  policy  on  the  health  issue  by  the 
Democratic  National  Convention  is  considerably 
more  moderate  than  the  position  taken  by  Presi- 
dent Truman,  and  is  also  more  moderate  than 
the  Party's  previous  position. 

The  Democratic  Health  Plank,  while  it  ad- 
vocates Federal  aid  to  medical  education,  does 
not  contain  specific  endorsement  of  National 
Compulsory  Health  Insurance. 

As  anticipated  by  medical  leaders,  when  the 
President’s  Commission  on  the  Health  Needs  of 
the  Nation  was  created  some  six  months  ago, 
the  Democratic  statement  of  policy  seeks  to 
avert  a showdown  before  the  voters  on  the  health 
issue  by  commending  President  Truman  for  the 
creation  of  a “non-partisan  Commission  to  seek 
an  acceptable  solution  of  this  urgent  problem. 

The  Republican  statement  of  policy  on  the 
health  issue  this  year,  as  you  will  recall,  was 
an  unqualified  declaration  that  “We  are  opposed 
to  Federal  Compulsory  Health  Insurance  with 
its  crushing  cost,  wasteful  inefficiency,  bureau- 
cratic dead  weight  and  debased  standards  of 
medical  care.”  The  Democratic  plank  is  anemic 
by  comparison,  but  it  does  pay  indirect  tribute 
to  the  effectiveness  of  the  doctors’  crusade 
against  Socialized  Medicine,  in  that  it  seeks  to 
remove  the  issue  from  consideration  during  the 
forthcoming  Presidential  and  Congressional 
election  campaigns. 

Elmer  L.  Henderson,  M.D. 

Chairman,  Coordinating  Committee 

HEALTH  INSURANCE  PLANK 
1952  Democratic  Party  Platform 

We  will  continue  to  work  for  better  health 
for  every  American,  especially  our  children. 
We  pledge  continued  and  wholehearted  sup- 
port for  the  campaign  that  modern  medicine  is 
waging  against  mental  illness,  cancer,  heart  dis- 
ease and  other  diseases. 

Research:  We  favor  continued  and  vigorous 
support,  from  private  and  public  sources,  of  re- 
search into  the  causes,  prevention  and  cure  of 
disease. 


Medical  Education:  We  advocate  federal  aid 
for  medical  education  to  help  overcome  the 
growing  shortages  of  doctors,  nurses,  and  other 
trained  health  personnel. 

Hospitals  and  Health  Centers:  We  pledge 

continued  support  for  federal  aid  to  hospital 
construction.  We  pledge  increased  federal  aid 
to  promote  public  health  thru  preventive  pro- 
grams and  health  services,  especially  in  rural 
areas. 

Cost  of  Medical  Care:  We  also  advocate  a 

resolute  attack  on  the  heavy  financial  hazard  of 
serious  illness.  We  recognize  that  the  costs  of 
modern  medical  care  have  grown  to  be  prohi- 
bitive for  many  millions  of  people  We  com- 
mend President  Truman  for  establishing  the 
non-partisan  commission  on  “the  health  needs 
of  the  nation  to  seek  an  acceptable  solution  of 
this  urgent  problem. 

HEALTH  INSURANCE  PLANK 
1952  Republican  Party  Platform 

We  recognize  that  the  health  of  our  people 
as  well  as  their  proper  medical  care  cannot 
be  maintained  if  subject  to  federal  bureaucratic 
dictation.  There  should  be  a just  division  of 
responsibility  between  government,  the  physi- 
cian, the  voluntary  hospital,  and  voluntary 
health  insurance.  We  are  opposed  to  federal 
compulsory  health  insurance  with  its  crushing 
cost,  wasteful  inefficiency,  bureaucratic  dead 
weight,  and  debased  standards  of  medical  care. 
We  shall  support  those  health  activities  by  gov- 
ernment which  stimulate  the  development  of 
adequate  hospital  services  without  federal  in- 
terference in  local  administration.  We  favor 
support  of  scientific  research.  We  pledge  our 
continuous  encouragement  of  improved  methods 
of  assuring  health  protection. 


Our  members  are  dairymen  whose  busi- 
ness is  supplying  good  milk  for 

milk  and  milk  products. 

We  are  aware  of  the  importance  of  good 
milk  to  good  health  and  of  our  obligation 
to  supply  a product  which  will  merit  your 
confidence. 

ARIZONA  MILK  PRODUCERS 

422  Heard  Building  Phone  ALpine  3-0893 
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Arizona's  mining  industry  is  vitally  important  to  the  thousands  of  suppliers  and  merchants  living  throughout 
Arizona,  who  furnish  material  and  supplies,  machinery  and  parts,  services  and  the  many  other  necessary 
elements  that  insure  the  flow  of  Copper.  Lead  and  Zinc  to  the  nation  and  the  world. 

For  the  past  forty  years,  Arizona's  mining  industry  has  been  urging  the  purchase  of  Arizona  products,  trading 
with  home  merchants,  the  "Buy  in  Arizona''  movement.  During  the  past  five  years  Arizona  mines  bought 
$81,652,677.00  from  Arizona  merchants,  wholesalers,  manufacturers,  railroads,  power  producers  and  other 
Arizona  firms.  In  1951.  Arizona  mines  purchased  S19.345.478.00  Irom  Arizona  suppliers.  Great  as  these 
expenditures  are,  large  scale  developments  now  in  progress,  such  as  San  Manuel.  Silverbell,  Copper  Citie3 
and  Bisbee  will  further  increase  such  expenditures  in  future  years. 

The  development  and  operation  of  Arizona's  low-grade  copper  orebodies,  both  Open  Pit  and  underground, 
calls  for  ever  increasing  purchases  of  supplies  and  services  from  Arizona  firms. 

In  Open  Pit  operations  huge  tonnages  of  waste  rock  must  be  stripped  away  before  any  copper-bearing  ore 
can  be  recovered.  In  Underground  Mines  miles  of  tunnels  must  be  driven  before  mining  of  the  ore  can  be 
started.  The  ore  itself  contains  less  than  20  lbs.  of  copper  to  the  ton,  but  before  this  copper  can  be  recovered 
the  ore  must  be  mined  and  processed.  Processing  consists  of  crushing,  concentrating,  smelting  and  refining. 
Following  all  this  the  copper  must  be  sold  in  competition  with  copper  produced  in  other  states  of  the  Union 
and  in  foreign  countries,  as  well,  before  there  can  be  any  return  on  the  money  that  has  been  spent  on  the 
property. 

Huge  sums  of  money,  beyond  the  conception  of  the  average  person,  must  be  invested  to  equip,  develop  and 
operate  a mining  property.  Without  these  expenditures  for  mining  machinery,  railroads,  concentrating 
plants,  smelters  and  refineries.  Arizona's  ore  deposits  would  be  worthless,  as  they  could  never  be  worked  on 
a small  scale.  These  expenditures  total  thousands  of  dollars  for  every  worker  employed  by  the  mining 
companies..  They  also  bring  real  business  to  Arizona  suppliers.  In  addition  to  the  large  Copper  mines, 
Arizona  has  many  small  mines  and  mining  prospects,  lead,  zinc  and  non-metallic  mines,  all  of  which  play 
their  part  in  building  up  business  for  Arizona. 

Then  too,  throughout  the  State,  there  are  all  the  thriving  communities  dependent  on  the  mining  industry. 
Here  Arizonans  live  and  work  to  produce  the  copper,  lead,  zinc,  gold  and  silver  which  makes  Arizona  the 
leader  in  America's  metal  production.  These  communities  depend  on  the  farmers  and  ranchers  of  the 
state  for  food  supplies,  and  they  are  among  the  best  customers  of  Arizona's  merchants. 

The  importance  of  the  mining  industry  to  the  welfare  of  the  whole  State  of  Arizona  is  tremendous.  It  supports 
a huge  payroll;  it  pays  the  largest  share  of  Arizona's  taxes;  and  it  provides  a continuing  market  for  Arizona 
products  and  supplies. 


<ARI20NA^Mining  Industry 

Arizona  Small  Mine  Operators  Association.  60  Councils  in  1 1 Arizona  counties,  3800  members;  American  Smelting  6 Refining 
Company.  Hayden,  Patagonia  and  Silverbell;  Bagdad  Copper  Corporation.  Hillside;  Castle  Dome  Copper  Company.  Miami; 

Copper  Cities  Mining  Company.  Miami:  Eagle  Picher  Mining  & Smelting  Company.  Sahuarita;  Inspiration  Consolidated  Copper 
Company,  Inspiration;  Kennecott  Copper  Corporation.  Ray  Mine.  Ray;  Magma  Copper  Company.  Superior;  Miami  Copper 
Company.  Miami;  Phelps  Dodge  Corporation.  Bisbee.  Douglas.  Ajo,  Morenci,  Jerome;  Sam  Knight  Mining  Lease.  Christmas; 
Shattuck  Denn  Mining  Corporation.  Iron  King  Mino.  Humboldt;  St.  Anthony  Mining  & Development  Company.  Tiger;  Arizona 
Asbestos  Producers  Association,  Globe,  Wenden  Manganese  Producers  Association.  Wenden. 
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AMEF  CAMPAIGN 

Dr.  Elmer  L.  Henderson  reports  that  as  of 
May  23,  contributions  to  the  American  Medi- 
cal Education  Foundation’s  1952  campaign 
totaled  more  than  $600,000  (inel.  AMA  grant). 
In  four  months,  the  Foundation  received  2,500 
contributions— more  than  the  total  number  re- 
ceived during  all  of  1951. 

This  is  a great  start  and  most  certainly  repre- 
sents both  rapid  and  steady  progress.  However, 
we  must  make  every  effort  to  maintain  the  pace, 
and  increase  it  if  possible,  if  the  Foundation 
is  to  reach  its  1952  national  goal  of  $2,000,000. 
Gifts  received  from  individual  physicians  so  far 
this  year  have  averaged  $41.00.  Although  this 
is  a high  per-gift  average,  many  checks  have 
been  for  amounts  ranging  from  ten  to  fifty 
dollars. 

Activity  at  the  state  committee  level  can  be 
seen  in  almost  every  state.  This  is  a healthy 
sign  and  one  which  will  insure  success. 

Are  you  one  of  the  group  of  Arizona  physi- 
cians that  have  forwarded  your  pledge  in  this 
campaign?  Or  do  you  belong  to  the  group  of 
members  that  have  made  no  gift?  Think  it  over 
and  decide  to  which  of  the  above  group  you 
want  to  belong.  Our  medical  schools  need 
your  financial  help— NOW— Donations  are  tax 
exempt  and  you  are  free  to  choose  the  school 
you  wish  to  aid.  If  you  have  contributed  in 
1951,  we  ask  why  not  repeat  in  ’52  — or  increase 
your  pledge  for  this  year. 

BOOK  REVIEW 

“ The  Serpent-Wreathed  Staff”— a novel  by 
Alice  Tisdale  Hobart. 

If  Mrs.  Alice  Tisdale  Hobart  had  managed  to 
devise  a suitable  ending  for  her  402-page  novel, 
“The  Serpent-Wreathed  Staff,”  about  sixty  pages 
sooner  than  she  did,  a tolerant  critic  would  be 
able  to  say  that  she  had  written  a faulty  but 
highly  interesting  story  of  human  conflicts  and 
loyalties. 

Unfortunately,  however,  the  latter  part  of  the 
book  degenerates  swiftly  and  recklessly  into  an 
amazing  propaganda  piece  for  National  Compul- 
sory Health  Insurance.  The  last  forty  or  fifty 
pages  sound  as  if  Mrs.  Hobart  knocked  them 
out  hastily  at  a desk  piled  high  with  pamphlets, 
speeches  and  news  releases  handed  out  by  Fed- 
eral Security  Administrator  Oscar  Ewing  and  the 
Committee  for  the  Nation’s  Health. 


This  uncraftsmanlike  abuse  of  artistic  license, 
added  to  some  of  the  implications  built  up  in 
earlier  pages,  creates  the  impression  that  the 
entire  novel  was  designed  as  a subtle  presenta- 
tion of  the  case  for  Socialized  Medicine.  As  a 
result,  Mrs.  Hobart  undermines  much  of  the 
validity  that  does  exist  in  some  of  the  earlier 
parts  of  this  book  about  doctors,  modern  medi- 
cine and  a changing  world. 

Despite  her  failure  to  give  a true  interpreta- 
tion of  the  social  and  economic  developments  in 
medicine  today,  the  author  shows  her  usual  skill 
in  weaving  a plot  and  telling  a story.  She  is  at 
her  best  when  describing  the  personal  problems 
and  struggles,  the  emotional  triumphs  and  de- 
feats, of  her  principal  characters.  On  this  fic- 
tional level  the  book  has  undeniable  merit  and 
strength,  for  the  reader  finds  himself  sharing  the 
fears,  anxieties  and  grief  of  the  people  in  the 
novel. 

Central  figures  in  the  story  are  two  brothers, 
Dr.  Alan  Towne  and  Dr.  Sam  Towne,  grandsons 
of  old  Dr.  Samuel  Towne,  who  had  achieved 
medical  eminence  only  after  many  years  of 
struggle  and  criticism  because  of  his  unorthodox 
ideas.  Sam,  the  older  of  the  two  brothers,  is 
portrayed  as  successful,  wealthy,  conservative. 
Alan  is  drawn  as  the  idealistic,  progressive  pion- 
eer, striking  out  in  new  and  dangerous  directions 
and  carrying  on  in  the  tradition  of  his  grand- 
father. 

Main  action  of  the  novel  begins  shortly  after 
the  end  of  World  War  II  when  Alan  leaves  a 
comfortable,  assured  partnership  with  Sam  to 
start  a group  practice.  From  then  on  the  troubles 
and  tragedies  mount  in  rapid  sequence  and  grow- 
ing complexity.  In  the  short  space  of  three  or 
four  years  Alan  becomes  an  “Anthony  Adverse” 
in  modern  American  medicine. 

When  the  facile,  all-inclusive  plot  is  used  as  a 
mechanism  for  discussion  of  the  social,  economic 
and  political  aspects  of  modern  medicine,  the 
book  suffers  not  only  from  the  standpoint  of 
literary  merit  but  also  from  the  standpoint  of 
accurate  reporting.  On  this  level  the  book  is 
dangerously  superficial.  Complex  problems  and 
issues  affecting  the  practice  of  medicine  are  in- 
troduced in  rapid-fire,  hop-skip-and-jump  fash- 
ion-over-simplified and  over-dramatized,  but 
mixed  with  just  enough  truth  and  half-truth  to 
give  credence  to  a distorted  picture. 

As  all  of  these  elements  are  woven  deftly  into 
the  novel,  their  manner  of  presentation  builds 
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the  subtle  implication— even  in  the  earlier  parts 
of  the  book— that  most  doctors  are  primarily  and 
selfishly  interested  in  making  money,  bolstering 
their  own  reputations  and  preserving  the  status 
quo  in  medicine. 

Mrs.  Hobart  also  gives  the  impression  that 
group  practice,  health  insurance  plans,  preven- 
tive medicine  and  similar  ideas  are  brand  new 
developments— practically  untried  and  unheard 
of  in  a present-day  American  city.  Actually, 
most  of  the  concepts  and  projects  which  occur 
to  Alan  Towne,  in  sudden  flashes  of  inspiration, 
are  part  of  the  knowledge  of  any  alert  medical 
student.  Actually,  the  industrialists  and  busi- 
nessmen on  Alan’s  hospital  board  are  utterly  un- 
typical when  they  talk  and  act  as  if  they  had 
never  heard  of  such  a thing  as  group  health  in- 
surance for  their  employes. 

Before  Mrs.  Hobart  writes  another  novel  on 
this  subject,  someone  should  familiarize  her  with 
the  major  facts  and  realities  in  the  field  of  mod- 
ern medical  economics. 

Someone,  for  example,  should  tell  her  about 
the  many  famous  clinics  and  countless  other 
forms  of  group  practice  which  are  in  successful 
operation  throughout  the  country,  some  of  them 
since  around  the  turn  of  the  century. 

Someone  should  tell  her  about  the  hundreds 
of  fast-growing,  constantly-improving  Voluntary 
Health  Insurance  plans,  which  by  the  end  of  this 
year  will  be  protecting  an  estimated  90  million 
Americans  against  the  major  costs  of  illness  and 
accidents. 

Someone  should  tell  her  about  the  Nationwide 
progress  of  State  and  County  Medical  Societies 
in  setting  up  doctor  placement  programs,  griev- 
ance committees,  emergency  call  systems,  cost 
adjustment  committees,  local  health  units  and  a 
variety  of  other  activities  designed  to  make 
good  medical  care  available  to  all  the  people. 

Incidentally,  someone  also  should  inform  Mrs. 
Hobart  that  the  “National  Medical  Association”, 
a name  which  she  uses  as  a pseudonym  for  the 
American  Medical  Association,  is  the  actual  and 
proper  name  of  the  National  organization  of 
Negro  physicians. 

But  Mrs.  Hobart,  unmindful  of  such  trivia  as 
facts  and  accuracy,  writes  furiously  on,  and 
after  only  two  or  three  years  of  struggle  in  group 
practice  and  as  head  of  a group  hospital.  Dr. 
Alan  Towne  is  an  advocate  of  Government 
Health  Insurance.  Apparently  neither  the  author 
nor  the  good  young  doctor  sees  the  glaring  con- 


tradiction between  Government  medicine  and 
Alan’s  own  philosophy  of  careful,  personalized 
treatment  of  the  whole  patient,  in  mind  and 
spirit  as  well  as  in  body. 

Everyone  interested  in  American  medicine, 
and  in  the  effort  to  find  intelligent  solutions  to 
our  medical  care  problems,  should  read  “The 
Serpent-Wreathed  Staff”— if  for  no  other  reason 
than  to  help  repair  the  damage  which  the  book 
does. 

Read  simply  as  a novel,  it  is  a moving,  ab- 
sorbing story. 

Read  as  a source  of  information  affecting  pub- 
lic opinion  on  medical-economic  issues,  it  un- 
fortunately is  an  example  of  careless,  superficial 
writing,  with  a built-in  conclusion  contrary  to 
the  convictions  of  the  great  majority  of  Amer- 
icans today. 


SCORPION  AND  VERMIN 
CONTROL 

By  Fully  Experienced  Operators 
\\  ith  Strict  Attention  to  Insecticides  used 
where  RESPIRATORY  ILLNESS  Exists 

ARIZONA  EXTERMINATING  CO. 

AND 

RELIABLE  TERMITE  CONTROL 

Phoenix 

808  N.  2nd  Street  - Phone  ALpine  4-3395 
Tucson 

207  E.  Pennington  — Phone  3-3601 
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HIGHLIGHTS  FROM  CONVENTION 

From  the  President’s  Message  to  the  Chicago 
Convention  comes  this  sentence,  “The  work  of 
our  predecessors  sets  a high  standard  which 
we  shall  strive  to  maintain.” 

“WE”  at  one  time  carried  little  weight  but 
currently  we  represent  sixty  thousand  (60,000) 
women  for  whom  Mrs.  Ralph  Eusden  is  Na- 
tional spokesman.  We  have  grown  steadily 
and  with  increasing  purpose  over  a period  of 
thirty  (30)  years.  Our  worth  is  measured  in 
the  willing  service  we  have  rendered  to  our 
local  communities  and  to  our  Nation  under 
the  guidance  of  the  American  Medical  Associa- 
tion. 

Through  Organization  very  tangible  aid  has 
been  given  as  witnessed  in  two  (2)  large  con- 
tributions made  this  year.  For  the  second  time 
a check  for  $10,000.00  was  given  to  the  Amer- 
ican Medical  Education  Foundation  and  $500.00 
was  given  to  the  World  Medical  Association. 
Last  year  $500.00  was  given  to  the  Committee 
on  Careers  in  Nursing  and  $100.00  to  the  World 
Medical  Association. 

With  such  evidence  of  our  power  for  good, 
with  service  to  others  so  apparent  the  expansion 
of  our  Program  through  more  and  more  women 
is  made  easy.  To  those  who  are  eligible  do 
accept  the  invitation  extended  by  the  present 
Auxiliary  membership  to  join  us  in  a sincere 
effort  to  build  a better  tomorrow. 

Give  the  October  meeting  to  the  Legislative 
Chairman  who  knows  what  goes  on  in  Wash- 
ington, also  the  reaction  of  the  Medical  Group 
whether  for  good  or  bad. 

We  are  going  to  vote  certainly,  but  let  that 
vote  be  justified  and  made  with  intelligent 
reasoning  based  on  factual  knowledge. 

One  of  our  greatest  opportunities  for  service 
to  lay  groups  is  by  the  promotion  of  Today’s 
Health,  the  official  publication  of  the  American 
Medical  Association.  This  magazine  is  not 
available  on  the  news  stands  but  by  subscrip- 
tion only,  so  without  apology  let  us  push  this 
material  to  a public  who  receives  it  gratefully. 

And  speaking  of  education  give  yourself  over 
to  reading  the  new  and  attractive  Bulletin,  it 


will  make  you  proud  that  you  are  a woman 
especially  a physician’s  wife. 

Within  our  State  everyone  knows  that  Mrs. 
Jesse  D.  Hamer  is  a past  National  President  and 
remains  on  the  National  Board  as  Historian, 
most  of  us  know  that  Mrs.  Thomas  Bate  was 
Western  Regional  Organization  Chairman  but, 
did  you  know  that  Mrs.  Carlos  C.  Craig  is  Wes- 
tern Regional  Chairman  of  the  newly  developed 
Nurse  Recruitment  Committee? 

It  is  pleasing  to  note  that  the  American  Medi- 
cal Auxiliary  is  receiving  recognition  with  the 
leading  women’s  groups  in  the  country  and 
more  pleasing  to  Arizonan’s  to  realize  they  have 
contributed  substantially  to  the  National  pic- 
ture through  individual  effort. 

Ruth  E.  Schoffman 
Phoenix,  Arizona 

TAKEN  FROM  "THE  COURIER" 
Woman's  Auxiliary  to  the 
California  Medical  Association 

HEAR  THIS!!!  . . . One  American  in  six  is  a 
potential  beneficiary  of  Federal  medical  or  hos- 
pital care  ...  19  million  veterans,  more  than 
3.5  million  military  personnel  and  dependents, 
more  than  2 million  Federal  employees,  400,000 
Indians  and  100,000  merchant  seamen  ...  Fed- 
eral agencies  are  currently  hiring  new  employ- 
ees at  the  rate  of  2,500  people  per  day  . . . VA’s 
monthly  report  shows  that  as  of  Nov.  30,  1951, 
hospital  patients  totaled  104,863  . . . 68,177  of 
them  were  under  treatment  for  non-service  con- 
nected disabilities  . . . 


MAY  I REPRESENT  YOU 
Investments  - Property  Management  - Insurance 

• • • 

L.  L.  STEWARD,  BROKER 

Phoenix,  Arizona 

1414  E.  McDowell  Road— Phone  ALpine  4-1636 


“U»  MARCHING  FIRE  — and  follow 
me!”  Shouting  this  command,  Lieutenant  Carl 
Dodd  struck  out  in  advance  of  his  platoon  to  lead 
the  assault  on  Hill  256,  near  Subuk,  Korea.  Dur- 
ing the  fierce  in-fighting  that  followed,  he  con- 
stantly inspired  his  men  by  his  personal  disregard 
of  death.  Once,  alone,  he  wiped  out  a machine  gun 
nest;  another  time,  a mortar.  After  two  furious 
days,  Dodd’s  outnumbered,  but  spirited,  force  had 
won  the  vital  hill. 


“You  were  helping,  too,”  says  Lieutenant  Dodd. 
“You  and  the  millions  of  other  citizens  who  have 
bought  U.  S.  Defense  Bonds.  For  your  Bonds, 
which  keep  America  strong,  were  behind  the  pro- 
ductive power  that  gave  us  the  weapons  we  used. 

“I  hope  you'll  go  on  buying  Bonds — always. 
Because  your  Bonds — and  our  bayonets — make 
an  unbeatable  combination  for  keeping  safe  the 
land  that  we  all  love!” 

★ ★ ★ 


Now  E Bonds  earn  more!  1)  All  Series  E Bonds  bought 
after  May  1,  1952  average  3%  interest,  compounded 
semiannually!  Interest  now  starts  after  6 months  and  is 
higher  in  the  early  years.  2)  All  maturing  E Bonds  auto- 
matically go  on  earning  after  maturity— and  at  the  new 
higher  interest!  Today,  start  investing  in  better-paying 
United  States  Series  E Defense  Bonds  through  the  Payroll 
Savings  Plan  where  you  work! 


First  Lieutenant 


Carl  H.  Dodd 


Medal  of  I I 


onor 


Peace  is  for  tfie  strong!  For  peace  and  prosperity  save  with  U. S.  Defense  Bonds! 


The  U.S.  Government  does  not  pay  jor  this  advertisement.  It  is  donated  by  this 
publication  in  cooperation  with  the  Advertising  Council  and  the 
Magazine  Publishers  oj  America. 


Vol.  9,  No.  9 


Arizona  Medicine 


59 


Medical  Arts  Bldg.  Telephone 

543  E.  McDowell  Rd.  ALpine  8-1601 

PHOENIX.  ARIZONA 


76e  ‘DiaytuMtic  -dcd-cnafoTy 


A Complete  Analytical  and  Laboratory  Service  To  The  Medical  Profession  of  Arizona 


Protein  Bound  Iodine 
Blood  Cholinesterase 
17-Ketosteroids 
Corticosteroids 
Phophatases 

Vitamin  Determinations 

Blood  Volume 

Blood  pH  Values 

Electrolytes 

Toxicology 

Autopsies 

Papanicolaou  Stains 
Liver  Function  Tests 
Porphyrins 


Streptolysin  Titres 
Rh  Antibody  Titres 
Quantitative  Serology 
Heterophile  Titres 
Autogenous  Vaccines 
Hematology 
Bacteriology 
Parasitology 
Gastric  Analysis 
Friedman  Tests 
Frog  Pregnancy  Tests 
Mycology 

Enzyme  Chemistry 
Spectroscopic  Analysis 


Radiography 

Pelvimetry 

Electrocardiography 

Basal  Metabolism 

Vital  Capacity 

Salpingograms 

Cholecystograms 

Bronchograms 

Gall  Bladder  Series 

G.I.  Series 

Pyelograms 

Myelograms 

Cystograms 

Electrometric  Analysis 


Maurice  Rosenthal,  M.D. 
Diplomate,  American 
Board  of  Pathology 

Radiology  by  a Qualified 
Radiologist 

George  Scharf,  M.D. 
Diplomate,  American 
Board  of  Pathology 
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SANATORIUM  DIRECTORY 


LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 

GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 

Information  and  circulars  upon  request.  CITY  OFFICES' 

Address:  O.  B.  JENSEN,  M.D. 

Superintendent  and  Medical  Director  San  FRANCISCO  OAKLAND 

Livermore,  California  450  Sutter  Street  1624  Franklin  Street 

Telephone  313  GArfield  1-5040  GLencourt  1-5988 


SANATORIUM  DIRECTORY 


Treatment  for  Alcoholism 
as  prescribed  by  Family  or  Panel  Doctor 

HYGEIA  SANITORIUM 

2534  Beverly  Boulevard  — Los  Angeles,  California 
Phone  DUnkirk  8-8178 

Recognized  by  the  American  Medical  Association 


HILLCREST  SANATORIUM 

Cheerful  Private  Rooms 
Excellent  Food 
Homelike  Atmosphere 
Reasonable  Rates 

North  3rd  and  Adams  Phone  4-1562 

Tucson,  Arizona 


LA  CONTENTA  NURSING  HOME 

Convalescents 
Invalids  and  Semi-Invalids 
Asthmatic  and  Arthritic  Cases 
Quiet  - Excellent  Food  - 24  Hour  Nursing  Care 
5331  N.  29th  Ave.,  Phoenix  — Phone  AMherst  5-5710 
Laura  Condon,  Manager 


SCHER  REST  HOME 

Ambulatory  and  Semi-Mental  Patients 
24  Hour  Nursing  Service 
Quiet  and  Home-Like 

2919  East  Granada  Rd.  — Phoenix,  Arizona 
Phone  BRidge  5-5516 
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LOCATION: 

5055  N.  34th  ST.,  AT  EAST  CAMELBACK  ROAD 

MAILING  ADDRESS: 

ROUTE  NO.  2,  BOX  1499 
PHOENIX,  ARIZONA 

PRIVATE  TELEPHONE: 

AMHERST  6-7238 


CABLE  ADDRESS: 

CATALINA,  PHOENIX,  ARIZONA 


OUTSTANDING  FEATURES: 

Open  medical  staff. 

Equipped  Doctor’s  Office. 
Air-cooled  interior. 
Dust-minimum  exterior. 

Three  security  rooms. 

Ten  acres  of  Camelback  beauty. 
Private  bath  in  every  room. 
Optional  phone  in  every  room. 
Perfect  floor  plan. 

No  steps. 

Hospital-Home  accommodations. 
24”  TV. 

Separate  nurses’  quarters. 
Fire-resistant  construction. 


ESPECIALLY  FOR: 

Non-contagious. 

Allergic. 

Arthritic. 

Asthmatic. 

Bronchial. 

Cardiac. 

Chronic. 

Convalescent  & Post  Operative. 
Diabetic. 

Nervous  & Neurological. 

Senile  & Arteriosclerosis. 
Terminal. 

Recuperative  & Alcoholic, 
et  cetera  similar. 


mUWL~ 


Dear  Doctor : 

It  is  no  longer  necessary  for  you  to  deplore  the  "Rest 
Home"  situation  in  Phoenix.  Catalina  is  ethically  operated, 
cooperating  with  you,  for  your  patient.  Your  inspection 
is  invited. 

Sincerely, 

( signed ) Bruce  Harrison 
Founder,  owner,  & director. 


62 


Arizona  Medicine 


September,  1952 


SANATORIUM  DIRECTORY— (Cont'd.) 


ALCOHOLISM 


There  is,  today,  a rapidly  increasing,  nation-wide 
awareness  of  alcoholism  as  a disease,  as  a major  health 
problem  and  as  a responsibility  of  the  medical  pro- 
fession. 

Physicians  throughout  the  country  are  recognizing 
the  need  of  special  facilities  for  the  proper  care  and 
treatment  of  the  victims  of  this  disease. 

In  THE  FRANKLIN  Phoenix  has  a modern  center 
for  care  and  treatment  of  acute  and  chronic  cases 
of  alcoholism. 


All  treatment  at  THE  FRANKLIN  is  under  the 
supervision  of  a licensed  physician.  Patients  may 
retain  their  own  physicians  or  may  be  attended  by  a 
staff  physician  of  THE  FRANKLIN. 


Nursing  care  is  continuous,  24  hours  a day,  under 
supervision  of  a registered  nurse;  with  a staff  of  un- 
derstanding, experienced  people. 


Jranhlin 


ALCOHOLIC  PROBLEMS  - EXCLUSIVELY 
367  N.  21st  Ave.,  Just  Above  Van  Buren 
Telephone  ALpine  3-4751 
Phoenix,  Arizona 


MARQUARD  REST  HOME 

General  Care  Aged  and  Convalescence 
Personalized  Diets  — 24  Hour  Nursing  Service 
Loving  Care  To  the  Senile  Aged 

Reasonable  Rates 

Phone  AMherst  6-4712  — 126  E.  Bethany  Home  Road 
Phoenix,  Arizona 

EVELYN  DODD  REST  HOME 

(Under  new  Management— Mr.  & Mrs.  W.  M.  Davey) 

• 24  Hour  Nursing  Care 

• Home  Cooking  and  Baking 

• Convalescent 

• Quiet— Home  Like 

1608  E.  Meadowbrook  Ave.  Phone  AMherst  5-4185 
Phoenix,  Arizona 


OCOTILLO  CONVALESCENT  HOME 

• Convalescent  Cases 

• Quiet  & Restful 

• 24  Hour  Nursing 

• Best  of  Food 

• Diets 

3434  E.  McDowell  Road  — Phone  BRidge  5-0462 
Phoenix,  Arizona 


MEDICAL  STAFF 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Director 
CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.,  Associate  Director 
ETHEL  FANSON,  M.D.  CARLOS  F.  SACASA,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HERBERT  A.  DUNCAN,  M.D 
KENNETH  P.  NASH,  M.D. 


PASADENA,  CALIFORNIA 
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AMBULANCE  SERVICE  DIRECTORY  X-RAY  COMPANY 


ARIZONA’S  FINEST 

Charter 

And  Ambulance  Service 

Phone  BRidge  5-5302  — Day  or  Night 

ARIZONA  AIRMOTIVE 

Phoenix  Sky  Harbor 


MEDICAL  BOOKS 


ROBERTA  DAVEY  HALL 

MEDICAL  BOOKS 
Of  All  Publishers 

PROMPT  HANDLING  OF  ALL  ORDERS 
To  order:  Telephone  AMherst  5-1062 
40  East  Rose  Lane 
Phoenix,  Arizona 


GENERAL  ELECTRIC  CO. 
X-RAY  DEPARTMENT 

FOR  SALE  - USED  CONTINENTAL  100MA. 
R & F UNIT,  HAND  TILT.  FOR  INFORMATION 
CALL 

GENERAL  ELECTRIC  X-RAY,  ALpine  4-0181, 
ASK  FOR  MR.  M.  A.  SCHROEDER  - 
821  West  Adams  St.  — Phoenix,  Arizona 


NURSES'  DIRECTORY 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS'N 

MRS.  MARJORIE  E.  KASUN,  R.N., 
Registrar 

Nurses'  Professional  Registry 

711  East  Monroe  Phoenix  Ph.  ALpine  4-4151 


DRUGGISTS'  DIRECTORY 


WAYLAND’S 

☆ 

Wayland's  Prescription  Pharmacy 
13  E.  Monroe  Street 
Phone  ALpine  4-4171 


PHOENIX.  ARIZONA 


☆ 

FREE  DELIVERY 


28  Registered  Pharmacists 


Tucson 


Casa  Grande 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 


KELLY'S  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 
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Open  9:00  A. M.— 11:00  P.\l.  Call  ALpine  2-1123 

We  Deliver 

BLUE  CROSS  PHARMACY 

PRESCRIPTION  SPECIALISTS 
1924  East  Van  Buren 

Surgical  Appliances  — Private  Fitting  Room 

FELSHER  PRESCRIPTION 
PHARMACY 

Sick  Room  Supplies  — Vitamins 
650  N.  First  Avenue  — Phone  ALpine  3-2070 
Phoenix,  Arizona 

FOURTH  AVENUE  PHARMACY 

J.  W.  Holloway,  Prop. 

Free  Delivery  Service  Within  Radius  of  8 Miles. 
Try  Us  and  See 

Cor.  E.  6th  St.  and  4th  Ave.  — Phone  4-1182 
Tucson,  Arizona 

AL'S  DRUG  STORE 

PHONE  AMherst  5-5552 
7th  Avenue  and  Camelback  Road 
Phoenix,  Arizona 

Open  8 A.M.  to  11  P.M.  Daily  & Sunday 

Broadway  Village  Drug  Store 

PHONE  5-2631 

Broadway  at  Country  Club  Road 
(Free  Delivery) 

TUCSON  ARIZONA 

NATIONAL  PHARMACY 

Prescriptions 

Phone  2-2412  340  Ajo  Way 

Tucson,  Arizona 

MONTE  BLISS 
Frontier  Village  Drug  Store 

“Your  Reliable  Neighborhood  Prescription  Pharmacy” 
1700  N.  Maple  Blvd.  Phone  5-5252 

Tucson,  Arizona 

ROHRER-BLOOM  DRUG  CO. 

(Walgreen  Agency) 
PRESCRIPTIONS  PHARMACISTS 
Phone  40 

Gurley  and  Montezuma 
Prescott,  Arizona 

SUNNYSLOPE  PHARMACY 

‘Ralph’s’ 

REXALL  DRUGS 
8946  N.  7th  St.  — Sunnyslope 
Telephone  AMherst  6-8363 
Sunset  Pharmacy  — 1609  E.  Indian  School  Rd. 

STONE  AND  3RD  PHARMACY 

749  N.  Stone  — Phone  3-6041 

ENCANTO  PARK  DRUG  CO. 

3352  E.  Speedway  — Phone  5-3102 
Tucson,  Arizona 

FLORES  & SON 

(FARMACIA  FLORES) 

“Your  Nyal  Service  Drug  Store” 

W.  Congress  and  Meyer  Sts.  Phone  3-3362 

Tucson,  Arizona 

MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 

WOOD'S  PHARMACY 

Prescription  Pharmacists 
100  Washington  Street 
Peoria,  Arizona 

ENSMINGER  PHARMACY 

RELIABLE  PRESCRIPTIONS 
121  North  Cortez 

Phone  188  Prescott,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 

“Service  you  will  like” 

Corner  Speedway  and  Park  Avenue 
Phone  2-8865  Tucson,  Arizona 

SHARPE  & PULLINS 

Prescriptions 
400  E.  Glendale 
Phone  Glendale  298 
Glendale,  Arizona 
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DRUGGISTS'  DIRECTORY 


ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  ALpine  3-3470 
PHOENIX,  ARIZONA 


EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phone  4587 
Mesa,  Arizona 


McDowell 

PRESCRIPTION  CENTER 

Professional  Prescription  Service 
Phones  ALpine  8-3694  — ALpine  8-3695 
312  W.  McDowell  Rd.  Phoenix,  Arizona 


LAIRD  & DINES 

The  REXALL  Store 

Reliable  Prescription  Service 
Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 


Physicians  and  Surgeons  Pharmacy 

PRESCRIPTIONS 

753  E.  McDowell  Road  — Phone  ALpine  4-8434 
Phoenix,  Arizona 


MacALPINE 

DRUG  CO. 

A complete  line  of  . . . 

PHOTOCRAPHIC  SUPPLIES 

COSMETICS 

LIQUOR  AND 

PRESCRIPTION  DEPT.  f 

Prompt  FREE  delivery 

2303  North  7th  St., 
PHOENIX,  ARIZONA 

phones:  ALpine  4-2606 

or  ALpine  2-1573 

3K-THE  REXALL  STORE 


ORTHOPEDIC  SERVICE 


STATEWIDE  ORTHOPEDIC 
SERVICE 

(Formerly  Grunow  Clinic  Brace  Shop) 

925  East  McDowell  Road  Phoenix,  Arizona 

Surgical  and  Orthopedic  Appliances 
Shoe  Corrections  . . Extentions 
General  Shoe  Repair 

Telephone 

Day  ALpine  4-7746  Night  AMherst  6-4189 


DOCTORS'  DIRECTORY 


DOCTORS  DIRECTORY  ESTABLISHED 
1920 

ALpine  3-4189 

Emergency  calls  given  special  attention  We  will 
locate  your  doctor  before  or  after  office  hours. 
BERTHA  CASE,  R.  N„  Director 
ADA  JOY  CASE 
1541  East  Roosevelt 
Phoenix,  Arizona 


DOCTOR'S  CENTRAL  DIRECTORY 

Minnie  C.  Benson  R.N.,  Manager 
24  Hour  Service 
Phone  5-1551  — E.  Hedrick  Dr. 

Tucson,  Arizona 
Established  In  1932 
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PHYSICIANS' 

Dl  RECTORY 

NEUROLOGY  and  PSYCHIATRY 

OTTO  L.  BENDHEIM,  M.D. 

NEUROLOGY  and  PSYCHIATRY 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 

EDWARD  BLANK,  M.D. 

Practice  Limited  Exclusively  To 

Psychiatry  and  Neurology 

733  West  McDowell  Road 
Phoenix 

Hours  by  Appointment 

Phone  ALpine  2-2294 
If  no  answer  call  ALpine  3-4189 

Plastic  and  Reconstructive  Surgery 

MILTON  H.  ERICKSON,  M.D. 

PSYCHOTHERAPY  AND  PSYCHIATRY 
Certified  by  American  Board  of 
Psychiatry  and  Neurology 

32  West  Cypress  Street  Phone  ALpine  2-4254 

Phoenix,  Arizona 

HOWARD  C.  LAWRENCE,  M.D. 

Diplomate  of  the 
American  Board  of  Plastic  Surgery 

709  Professional  Building 
15  E.  Monroe  Street  Phone  ALpine  8-4101 

Phoenix,  Arizona 

NEUROLOGICAL  SURGERY 

ANESTHESIOLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

LOUISE  BEWERSDORF,  M.D. 
F.  A.  C.  A. 

ANESTHESIOLOGY 
208  West  Glenrosa 

Phone  AMherst  5-4471  - ALpine  3-5101 
Phoenix,  Arizona 

UROLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

E.  R.  UPDEGRAFF,  M.D. 

1010  N.  Country  Club  Road 
Telephone  5-2609  Tucson,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.  A.  C.  S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 

PHOENIX.  ARIZONA 

DONALD  B.  LEWIS,  M.D. 

UROLOGY 

Certified  by  the  American  Board  of  Urology 

123  So.  Stone  Ave.  Phone  2-7081 

Tucson.  Arizona 

Vol  9,  No.  9 


Arizona  Medicine 


67 


PHYSICIANS'  DIRECTORY 


UROLOGY— (Cont'd.)  INTERNAL  MEDICINE 


ROBERT  H.  CUMMINGS,  M.D. 

J.  REICHERT,  M.D. 

Diplomate  of  the 

General  Practice 

American  Board  of  Urology 

CARDIO  VASCULAR  DISEASES 

808  Professional  Building 

15  East  Monroe  Phone  ALpine  4-3577 

ELECTROCARDIOGRAPHY 
303  W.  McDowell  Rd.  — Office  Phone  ALpine  4-7028 

Phoenix,  Arizona 

Phoenix,  Arizona 

ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 
1118  Professional  Building 
Phone  ALpine  4-1078 
Phoenix,  Arizona 

DANIEL  H.  GOODMAN,  M.D. 

INTERNAL  MEDICINE  CARDIOLOGY 

ELECTRO  CARDIOGRAPHY  i 

607  Heard  Bldg.  Phone  ALpine  4-7204 

Phoenix,  Arizona 

JESSE  D.  HAMER,  M.D. 

KENT  H.  THAYER,  M.D. 
F.  A.  C.  P. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 

Diplomate  of  the 

INTERNAL  MEDICINE 

American  Board  of  Internal  Medicine 

CARDIOLOGY 

ROBERT  H.  STEVENS,  M.D. 

Suit  910  Phoenix 

INTERNAL  MEDICINE  ALLERGY 

15  E.  Monroe  St.  Arizona 

1313  N.  Second  St.  Phone  ALpine  4-8841 

Phoenix,  Arizona 

FRANK  J.  MILLOY,  M.D. 

JOSEPH  BANK,  M.D. 

F.  A.  C.  P. 

Diplomate  of 

American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

American  Board  of  Gastroenterology 

611  Professional  Building 

GASTROENTEROLOGY,  GASTROSCOPY 

Phone  ALpine  4-2171 

800  North  First  Avenue  Phone:  ALpine  4-7245 

Phoenix,  Arizona 

PHOENIX,  ARIZONA 

ROBERT  E.  RIDER,  M.D. 

INTERNAL  MEDICINE 
ELECTROCARDIOGRAPHY 

Del  Sol  Hotel  Bldg.  Phone  3-3721 

Yuma.  Arizona 


DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 

1850  N.  Laurel  Avenue  — Phone  ALpine  4-7970 
Phoenix,  Arizona 
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ORTHOPEDIC 

SURGERY 

GEORGE  L.  DIXON,  M.D. 
PHILIP  G.  DERICKSON,  M.D. 

ORTHOPAEDIC  SURGERY 

Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  5-1533 

TUCSON,  ARIZONA 

GEO.  A.  WILLIAMSON,  M.D., 
F.A.C.S. 

LEO  L.  TUVESON,  M.D. 

ORTHOPAEDIC  SURGERY 

800  North  First  Ave.  Telephone  ALpine  2-2375 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D., 
F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

ROBERT  W.  WEBER.  M.D. 

ORTHOPAEDIC  SURGERY 
1014  N.  Country  Club 
TUCSON,  ARIZONA 

• 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

HOSPITAL 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

H.  B.  LEHMBERG,  M.D. 

J.  T.  O'NEIL,  M.D. 

Casa  Grande  Clinic  Phone  4495 

Casa  Grande,  Arizona 

CHILDREN  S DISEASES 

WM.  F.  SCHOFFMAN,  M.D. 
CECILIA  H.  SHEMBAB,  M.D. 
JOHN  R.  KEEFREY,  M.D. 

DOCTORS  BUILDING 

316  W.  McDowell  Rd.  — Telephone  ALpine  4-7287 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

CLINIC 

NELSON  CLINIC 
D.  E.  NELSON,  M.D. 
C.  J.  BOZZI,  M.D. 

503  Fifth  Avenue 
SAFFORD,  ARIZONA 

SUN  VALLEY  CLINIC 

34  North  Macdonald 
MESA.  ARIZONA 
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PROCTOLOGY 

ALLERGY 

WALLACE  M.  MEYER,  M.D. 

E.  A.  GATTERDAM,  M.D. 

PROCTOLOGY 

ALLERGY 

903  Professional  Bldg. 

Phone  ALpine  2-2822  — ALpine  3-4189 
Phoenix,  Arizona 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M.  to  5 P.  M. 
Phoenix,  Arizona 

MALIGNANT  DISEASE 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

JAMES  M.  OVENS,  M.  D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Allied  Diseases 
608  Professional  Bldg.  Phone  ALpine  4-1973 

Phoenix,  Arizona  1 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

KENNETH  C.  BAKER,  M.D. 

DERMATOLOGY 

Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona 

PATHOLOGICAL 

LABORATORIES 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

Professional  X-ray  and  Clinical 
Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 
R.  LEE  FOSTER,  M.D.,  Director 

G.  0.  HARTMAN,  M.D. 

MEDICAL  CENTER  LABORATORY 

PATHOLOGICAL  LABORATORY 

1313  N.  Second  St. 

20  E.  Ochoa  St.  Phone:  3-4861 

Phoenix,  Arizona 

TUCSON,  ARIZONA 

W.  Warner  Watkins,  M.D.,  Director 
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EYE,  EAR,  NOSE  and  THROAT 


DUNCAN  G.  GRAHAM,  M.D. 

BERNARD  L.  MELTON,  M.D. 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  and  THROAT 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Otolaryngology 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 

114  West  Pepper  Street 
Mesa,  Arizona 

Certified  by  International  College  of  Surgeons 
605  Professional  Bldg.  Phone  ALpine  3-8209 

PHOENIX,  ARIZONA 

JOHN  J.  McLOONE,  M.D. 

Diplomate  American  Board  of  Otolarynogology 

OTORHINOLARYNGOLOGY 

BRONCHOESOPHAGOLOGY 

316  W.  McDowell  Rd.  — Phone  ALpine  2-1865 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

SURGERY 

EDWARD  L.  KETTENBACH,  M.D. 

DELBERT  L.  SECRIST,  M.D., 

SURGERY 

F.A.C.S. 

Diplomate  American  Board  of  Surgery 

123  South  Stone  Avenue 

2324  North  Tucson  Blvd.  Phone  5-2605 

Tucson.  Arizona 

Tucson,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.D. 

GENERAL  SURGERY 
Certified  by  the  American  Board  of  Surgery 
800  North  First  Avenue 
Phone  ALpine  4-7245 
Phoenix,  Arizona 


JAMES  E.  O'HARE,  M.  D. 

Diplomate  American  Board  of  Surgery 
PRACTICE  LIMITED  TO  THORACIC  SURGERY 

1613  N.  Tucson  Blvd.  Phone  4-1151 

Tucson,  Arizona 


W.  R.  MANNING,  M.D.,  F.A.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

620  North  Country  Club  Road  Phone  5-2687 

Tucson,  Arizona 

GENERAL  PRACTICE 
M.  G.  FRONSKE,  M.  D. 

GENERAL  PRACTICE 
Phones: 

Office  99;  Residence  155 

10  N.  Leroux  St. 

Flagstaff,  Arizona 
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CHEST  DISEASES  AND  SURGERY 


GEORGE  A.  BOONE,  M.D. 

DISEASES  AND  SURGERY  OF  THE  CHEST 
1608  N.  Norton  Telephone  6-2429 

TUCSON,  ARIZONA 


RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 

316  West  McDowell  Road 
Phoenix,  Arizona 


DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

Diplomates  of 

American  Board  of  Radiology 
DIAGNOSTIC  ROENTGENOLOGY 

23  East  Ochoa 
Tucson 


W.  WARNER  WATKINS,  M.D. 

F.A.C.P.,  F.A.C.R. 

(Diplomate  in  Radiology) 

Diagnostic  Roentgenology,  X-Ray  and  Radium 
Therapy 

Medical  Center  Laboratory 
1313  N.  Second  St.,  Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D., 
F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

801  North  Second  Ave. 

Telephone  ALpine  3-4179 
Phoenix,  Arizona 


OBSTETRICS  and  GYNECOLOGY 


HARRY  J. 

FELCH,  M.D. 

Physician  and  Surgeon 

Residence 

Office 

325  W.  Granada 

703  Professional  Bldg. 

Phoenix,  Arizona 

15  E.  Monroe  Street 

Residence  ALpine  3-1151 

Office  ALpine  3-1151 

R.  LEE  FOSTER,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  ALpine  3-4105  Phoenix,  Arizona 


DOUGLAS  D.  GAIN,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Certified  in 

X-RAY  THERAPY  AND  DIAGNOSIS 
RADIUM  THERAPY 

MEMORIAL  HOSPITAL 
Phoenix,  Arizona 

1200  South  Fifth  Avenue  — Ph.  ALpine  8-7531 


JOHN  W.  KENNEDY,  M.D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  ALpine  3-4105  Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 
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THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.D.,  F.A.C.S.  ALVIN  L.  SWENSON,  M.D. 

RAY  FIFE,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.D. 

1313  North  Second  Street  Phone  ALpine  8-1586 

Phoenix.  Arizona 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  govemmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER.  M.D. 

Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 
Phoenix,  Arizona 

RALPH  H.  FULLER.  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN,  M.D. 

20  East  Ochoa  Street 
Tucson,  Arizona 

LOUIS  HIRSCH.  M.D. 

Tucson  Medical  Center 
Tucson,  Arizona 


MAURICE  ROSENTHAL.  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

LOREL  A.  STAPLEY.  M.D. 

425  N.  4th  Street 
Phoenix,  Arizona 

O.  O.  WILLIAMS,  M.D. 

425  North  Fourth  Street 
Phoenix,  Arizona 

HAROLD  WOOD.  M.D. 

1130  N.  Central  Ave. 

Phoenix,  Arizona 


RADIOLOGY  

TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG.  M.D.  JAMES  H.  WEST.  M.D..  F.A.C.R. 

Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 

721  North  4th  Ave. 


TUCSON,  ARIZONA 
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San  Francisco.  22 


On  November  16,  the  fifth  annual  campaign  to 
discover  unrecognized  diabetes  will  be  launched. 
The  slogan  selected  for  the  1952  drive  is:  Check 
Diabetes — Be  Tested. 

Publicity,  urine  testing,  educational  lectures, 
and  the  like  will  bring  to  light  unsuspected 
latent  and  active  cases  of  diabetes.  Delinquent 
patients  will  be  encouraged  again  to  co-operate. 
Diabetics  and  the  public  alike  will  learn  more 
about  diabetes  detection  and  control.  The 
American  Diabetes  Association  and  co-operat- 
ing physicians  can  be  justifiably  proud  of  this 
constructive  contribution  to  the  nation’s  health. 


Diabetes 
Detection  Week 
November  16-22, 1952 


3k, 

ELI  LILLY 
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toward 

a fuller  life  for 
epileptics 

DILANTII 


DILANTIN  Sodium  ( diphenylhydantoin  sodium,  Parke-Davis) 
is  supplied  in  Kapseals®  of  0.03  Gm.  ('2  gr.)  and 

0.1  Gm.  (1/2  gr.)  in  bottles  of  100  and  1000. 


One  university  has  recently  graduated  sixteen  epileptics 
from  its  regular  courses.1 2 3 4  Two  have  received  their  Doctor 
of  Philosophy  degrees,  and  three  have  received  their 
Master  of  Arts  degrees.  One  is  now  an  assistant  professor, 
another  has  his  own  business,  and  all  are  gainfully  employed. 

DILANTIN,  termed  by  many  authorities  a “drug  of  choice”2  5 
in  grand  mal  and  psychomotor  seizures,  is  one  of  the 
agents  chiefly  responsible  for  such  admirable  results. 
Maximum  success  with  DILANTIN  is  obtained  with 
carefully  individualized  dosage  schedules. 


1.  Michael,  N.:  Ohio  State  M.  J.  48: 42,  1952. 

2.  Carter,  S.,  in  Conn,  H.  F.:  Current  Therapy  1952,  Philadelphia, 

W.  B.  Saunders  Company,  p.  610. 

3.  Lennox,  W.  G.,  in  Cecil,  R.  L.,  and  Loeb,  R.  F.:  A Textbook  of  Medicine, 
ed.  8,  Philadelphia,  W.  B.  Saunders  Company,  1951,  p.  1379. 

4.  Lennox,  W.  G.,  in  Piersol,  G.  M.,  and  Bortz,  E.  L.:  The  Cyclopedia  of 
Medicine,  Philadelphia,  F.  A.  Davis  Company,  1951,  Vol.  V,  p.  215. 

5-  Christian,  H.  A..  The  Principles  and  Practice  of  Medicine,  ed.  16, 

New  York,  D.  Appleton-Century  Company,  1947,  p.  1370. 
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WHEN  DRUG  THERAPY 

Nuibuewk 


ous  essential  nutrients.  The  presence  and 
action  of  certain  drugs  in  the  organism  may 
alter  normal  utilization  of  nutrients  to  pur- 
poses of  detoxication  of  these  drugs. 

In  some  instances,  drugs  may  impair  ab- 
sorption of  nutrients,  increase  their  destruc- 
tion within  the  digestive  tract,  interfere  with 
their  metabolism,  or  hasten  their  elimination. 
With  prolonged  administration,  therefore, 
unless  the  intake  of  various  nutrients  is  in- 
creased, deficiency  states  maybe  precipitated. 
The  dietary  supplement  Ovaltine  in  milk 


it  provides  substantial  amounts  of  all  nutri- 
ents known  to  be  essential.  Its  excellent 
quality  protein  furnishes  an  abundance  of 
all  the  indispensable  amino  acids. 

Because  of  its  delicious  flavor,  Ovaltine 
in  milk  is  universally  enjoyed  by  patients. 
It  is  easily  digested,  bland,  and  its  nutrients 
are  quickly  available  for  utilization.  The  two 
varieties  of  Ovaltine,  plain  and  chocolate 
flavored,  both  similar  in  high  nutrient  con- 
tent, allow  choice  according  to  flavor  pref- 
erence. Children  particularly  like  Chocolate 
Flavored  Ovaltine. 


can  significantly  increase  the  nutrient  intake 

THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL, 


Three  Servings  of  Ovaltine  in  Milk  Recommended  for  Daily  Use  Provide  the  Following  Amounts  of  Nutrients 

(Each  serving  made  of  Vi  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  milk) 


•iron 


MINERALS 

1.12  Gm.  MAGNESIUM 

120  mg. 

•ASCORBIC  ACID 

VITAMINS 

37  mg.  PYRIDOXINE... 

0.6  mg. 

900  mg. 

MANGANESE .... 

0.4  mg. 

BIOTIN 

0.03  mg.  •RIBOFLAVIN... 

2.0  mg. 

0.006  mg. 
0.7  mg. 
3.0  mg. 
0.7  mg. 

•PHOSPHORUS... 

940  mg. 

CHOLINE 

200  mg.  ’THIAMINE 

1.2  mg. 

POTASSIUM 

1300  mg. 

FOLIC  ACID 

0.05  mg.  ’VITAMIN  A 

3200  I.U. 

SODIUM 

560  mg. 

•NIACIN  . 

6.7  mg.  VITAMIN  B,,.. 

. . 0.005  mg. 

12  mg. 

ZINC  

2.6  mg. 

PANTOTHENIC  ACID 

3.0  mg.  ‘VITAMIN  D 

420  I.U. 

•PROTEIN  (biologically  complete) 32  Gm. 

•CARBOHYDRATE 65  Gm. 

•FAT 30  Gm. 


^Nutrients  for  which  daily  dietary  allowances  are  recommended  by  the  National  Research  Council. 
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ORTOOEN 


ACETATE 


for 


ORTISONE 

therapy 


The  name  Schering  has  come  to  stand  for  pioneering 
research  and  leadership  in  steroid  hormone  chemistry. 
Now  Schering  adds  this  new  important  product  to  its 
steroid  line  — available  in  ample  amount  to  meet  all 
your  cortisone  needs. 

Available  as  25  mg.  tablets,  bottles  of  30.  For  complete  information 
write  to  our  Medical  Service  Department. 


ORTO  GEN 
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Here’s  a tip:  Desoxyn  Hydrochloride  will 
the  dieting  patient  a better  bet  than  before  by  curbing  his  appetite 
and  elevating  his  spirits.  More  potent  than  other  sympathomimetic 
amines,  Desoxyn  produces  the  desired  anorexia  with  smaller  doses. 

Only  one  2.5-mg.  or  5-mg.  tablet  before  breakfast  and  another 
an  hour  before  lunch  are  usually  sufficient. 

In  recommended  doses,  Desoxy'n  has  quicker  action,  longer 
effect  and  a low  incidence  of  side-effects.  It  is  also  effective 
as  an  adjunct  in  depressive  states  accompanying 
menopause,  extended  illness  and  convalescence, 
and  in  the  treatment  of  alcoholism  and  narcolepsy. 

Available  at  all  pharmacies  in  2.5-mg. 
and  5-mg.  tablets,  elixir  and  1-cc.  ampoules.  (^OlTO'TU 


make 


Desoxyn'  hy< 


aroci  oriae 


( Methamphetami  ne  Hydrochloride,  Abbott) 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 


clinic  ally 


<e  rramyc  in 


for  TOLERATION 

EFFECTIVENESS 

PURITY 

POTENCY 


ANTIBIOTIC  DIVISION.  CHAS.  PFIZER  8c  CO.,  INC.,  BROOKLYN  6.  N.  Y. 


? largest  producer  of  antibiotics 
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ACCIDENT  HOSPITAL  SICKNESS 

INSURANCE 

For  Physicians,  Surgeons,  Dentists  Exclusively 

ML 

'y  PREMIUMS 

COME  FROM 


$5,000  accidental  death  Quarterly  $8.00 

$25  weekly  indemnity,  accident  and  sickness 


$10,000  accidental  death  Quarterly  $16.00 

$50  weekly  indemnity,  accident  and  sickness 


$15,000  accidental  death  Quarterly  $24.00 

$75  weekly  indemnity,  accident  and  sickness 


$20,000  accidental  death  Quarterly  $32.00 

$100  weekly  indemnity,  accident  and  sickness 


COST  HAS  NEVER  EXCEEDED  AMOUNTS  SHOWN 


ALSO  HOSPITAL  INSURANCE 

Single 

Double 

Triple 

Quadruple 

00  days  in  Hospital 

10.00  per  day 

15.00  per  day 

20.00  per  da> 

30  days  of  Nurse  at  Home  . . . 

10.00  per  day 

15.00  per  dav 

20.00  per  da\ 

Laboratory  Fees  in  Hospital  . . 

5.00 

10.00 

15.00 

20.00 

Operating  Room  in  Hospital  . . 

10.00 

20.00 

30.00 

40.00 

Anesthetic  in  Hospital  

10.00 

20.00 

30.00 

40.00 

X-Ray  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Medicines  in  Hospital 

10.00 

20.00 

30.00 

40.00 

Ambulance  to  or  from  Hospital 

10.00 

20.00 

30.00 

40.00 

COSTS  (Quarterly) 

Adult  • • 

2.5# 

5.00 

7.50 

10.00 

Child  to  age  10 

1.50 

3.00 

4.50 

6.00 

CJhild  over  age  19 

2.50 

5.00 

7.50 

10.00 

$4,000,000.00 

PHYSICIANS  CASUALTY 

ASSOCIATION 

$18,900,000.00 

INVESTED  ASSETS 

PHYSICIANS  HEALTH 

ASSOCIATION 

PAID  FOR  CLAIMS 

50  years  under  the  same  management 


400  First  National  Bank  Building  Omaha  2,  Nebraska 

$200,000.00  deposited  with  State  of  Nebraska  for  protection  of  our  members 


SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES. 


PHOENIX  TUCSON  EL  PASO 


Vol.  9,  No.  10 
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In  the  many  cases  which  require  sedation  without  excessive  hypnosis, 
Mebaral  is  of  outstanding  merit. 

With  its  relatively/ wide  margin  between  sedative  and  hypnotic  dosage, 
Mebaral  may  be  employed  in  those  conditions  in  which  relief  from 
anxiety,  depression  or  agitation  is  desired  during  the  waking  hours. 

INDICATIONS: 

Mebaral  affords  alleviation  of  tension  in  the  hyperthyroid 

pertensive  patient,  relaxation  in  neuroses  and  mild  psychoses, 
a/calrning  influence  in  the  high-strung  menopausal  patient.  It  is 
anticonvulsant  in  epilepsy. 


TASTELESS  TABLETS 

Tablets  of  32  mg.  (Vi  grain),  0.1  Gm.  (lVi  grains) 
and  0.2  Gm.  (3  grains) 


WINTHROP-STEARNS  INC.,  New  York  18,  N.Y.,  Windsor,  Ont. 


Mebaral,  trademark  reg.  U.  S.  & Canada,  brand  of  mephobarbital 
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Highly  effective  • Well  tolerated 


Imparts  a feeling  of  well-being 


‘A3** 


Estrogenic  Substances  (water-soluble) 


The  menopausa. 

~ well-being 
welcomes  the  sense  of  well 

imparted  by  "Premarin." 


also  known  as  Conjugated  Estrogens  (equine) 

,'£i 

m 

/ 


AYERST,  McKENNA  & HARRISON  Limited  • New  York,  N.  Y.  • Montreal,  Canada 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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A new  film  in  full  color 

Special  Problems  in  the  Management 
of 


PEPTIC  ULCER » 

by 

Department  of  Gastroenterology 
of  the  Lahey  Clinic 

A Unit  of  the  Wyeth  Peptic  Ulcer  Service 


Among  the  topics  developed  are:  esophageal 
ulcer;  gastric  ulcer,  benign  and  malignant; 
postbulbar  ulcer  and  subtotal  gastrectomy  for 
intractable  ulcer  in  the  descending  portion  of  the 
duodenum;  pyloric  obstruction;  hemorrhage; 
postoperative  jejunal  or  anastomotic  ulcer.  16 
mm.,  color  with  sound,  30  minutes.  To  obtain 
this  film  for  group  showing,  write  to: 

FILM  LIBRARY 
WYETH  INCORPORATED 

1401  Walnut  Street 
Philadelphia  2,  Pa. 


• FILMS 

• LITERATURE 

• MEDICATION 


WYETH  PEPTIC  ULCER  MEDICATION 

Amphojel®,  N.N.R.  (Aluminum  Hydroxide  Gel,  Alu- 
mina Gel) — For  the  medical  management  of  gastric  and 
duodenal  ulcer;  or  for  the  control  of  symptomatic 
gastric  hyperacidity. 

Amphojel  without  Flavor,  N.N.R. 

Amphojel  Tablets  N.N.R.  (Dried  Aluminum  Hydrox- 
ide Gel,  Hydrated  Alumina  Tablets,  0.3  Gm.  (5  grains); 
0.6  Gm.  (10  grains). 

Phosphaljel®,  N.N.R.  (Aluminum  Phosphate  Gel) — 
for  marginal  ulcer. 
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ALL-PURPOSE 

DIATHERMY 

ECONOMICAL 


The  MF-49,  adaptable  to  all  recognized  diathermy  technics,  is  illus- 
trated here  with  the  contour  applicator.  Air-spaced  electrodes, 
induction  cable,  and  electrodes  for  cuff  technic  can  also  be  used. 
A smooth  current  is  provided  for  minor  electrosurgery. 


Accepted  by  the  A.M.A.  Council  on  Physical  Medicine  and  Re- 
habilitation, the  Federal  Communications  Commission  and  the 
Underwriters  Laboratories^ 


The 


1000^  MF-49 

" UNIVERSAL  DIATHERMY 


Let  us  send  you  literature,  including  prices.  Just  jot 
down  "MF-49”  on  your  card  or  letterhead,  and  mail 
to  — 


Distributed  in  Arizona  by 


STANDARD  SURGICAL  SUPPLY 

PHOENIX  TUCSON 

710  N.  First  Street  809  E.  Broadway 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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MERCK 


PROVED  in 


ACETATE 

(CORTISONE  ACETATE,  MERCK') 


Typical  experience: 

Administration  of  CORTONE, 

systemicaily,  reduced  rheumatoid  arthritis  symptoms 
in  all  of  100  patients  treated. 

Daily  maintenance  doses  of  50  mg.  or  less,  orally,  ; 
were  adequate  in  53  per  cent  of  cases. 

Ward,  E , Slocumb,  C.  H , Polley,  H F , Lowmon,  E W , and  HencH,  P.  S 
Proc,  Staff  Meet.  Mayo  Clin.  26:  361,  Sept.  26,  1951. 


CORTONE  is  the  registered 
trade-mark  of  Merck  & Co.,  Inc. 
for  its  brand  of  cortisone. 


Manufacturing  Chemists 
H W A Y , N E W JERSEY 

tnaJ  3 : MERCK  & CO,  Li  rt>  i t ed  - Man  t re  at 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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A First  Federal  Savings 
hook  is  a safe,  sure  way 
to  invest  in  the  future. 

You  are  invited  to  open 
your  INSURED  account 
soon! 


FIRST  IKDERAa. 

lAVINGSwiv,,,  Q/favi. 


JOSEPH  G.  RICE.  PRESIDENT 


30  West  Adams  • Phoenix 

Orange  at  4th  • Yuma 

331 1 N.  Central  • Phoenix 

(Free  parking  at  N.  Central) 


Rainbow  lAJater 


A constantly  reliable  bottled  water  . . . 
Pure  . . . Fresh  . . . Naturally  Soft 
Untreated  . . . Sterilized  Equipment 
Delivered.  Also  Distilled  Water. 


Cr 

PHONE  2-4645 

☆ 

RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 


DYE  MEDICAL  & OXYGEN 
SUPPLY  COMPANY 

OFFERS 

The  Newest  in  Oxygen  Therapy  Equipment 

Exclusive  Distributors  for  MSA  Pneophore 

Exclusive  Distributors  for  Expendo 
Plastic  Mask  & Cannula 

Distributors  of  Medicinal  Gases  to 
Hospitals 

Quality,  Promptness  and  Efficiency 
combined  with  the  lowest  prices  to 
Doctors  and  patients  in  Phoenix 

24  HOUR  SERVICE 

3332  W.  McDowell  Road 
Phoenix.  Arizona 

ALpine  8-5341,  ALpine  8-5342, 
ALpine  8-5343 

"Every  Need  For  the  Sick  Room" 


WHEN  AN  ORTHOPEDIC 
MATTRESS  IS  INDICATED 

Restful,  healdiful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  Sec  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 
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You’ll  get  a lot  more  out  of  the 


all-new 

GE  Inductotherm 


GENERAL  ELECTRIC 


Now  you  can  give  your  patients  the 
desired  quality  and  intensity  for  the 
full  range  of  diathermy  treatments. 
New  GE  Model  F Inductotherm 
combines  all  the  latest  advances  in 
induction  heating  therapy. 

As  shown  in  the  pictures  below, 
this  handsome,  trouble-free  unit  pro- 
vides for  a wide  range  of  diathermy 
technics.  Output  has  been  raised  to 
200  watts  • — • for  most  efficient 
utilization  of  induction  heating 
methods.  Unit  is  crystal  controlled 
for  absolute  adherence  to  FCC-ap- 
proved  frequency. 

Demand  for  the  Model  F is  al- 
ready great.  To  insure  getting  one 
of  these  great  new  Inductotherm 
units  soon,  call  your  GE  x-ray 
representative  right  away.  For  illus- 
trated literature,  write 


Fully  adjustable  contour 
following  electrode  is  part 
of  the  basic  unit. 


Optional  is  the  12  ft.  treat- 
ment cable.  Note  how 
electrodes  attach  in  rear. 


Also  available:  fully  ad- 
justable air-spaced  con- 
densor  type  electrode. 


Surgical  facilities,  integral 
part  of  unit,  for  all  medi- 
um and  light  technics. 


Direct  Factory  Branch:  821  West  Adams,  PHOENIX 
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Salient  facts  on  the  new  antituberculous  drug . . . 


NYDRAZID 

Squibb  Isoniazid 


what  is  known 

what  is  not  known 

Antituberculous 

effect 

Nydrazid  has  greater  potency 
against  the  tubercle  bacillus  than 
any  other  known  compound, 
both  in  vitro  and  in  experimental 
animals.  Clinical  results  are  en- 
couraging. The  effect  on  fever 
and  general  status  is  often  dra- 
matic. Roentgenographic  im- 
provement occurs  often,  but  is 
generally  slower  than  in  patients 
treated  with  streptomycin. 

It  is  too  early  to  predict  what  the 
long-term  effect  of  Nydrazid  will 
be.  Presumably  chronic  lesions 
will  not  respond  better  than  they 
do  to  streptomycin,  except  inso- 
far as  Nydrazid  penetrates  better. 
Nydrazid  and  streptomycin  ap- 
pear to  have  additive  effect  in  vi- 
tro, but  it  is  not  known  how  effec- 
tive such  a combination  will  be 
in  clinical  practice. 

Bacterial 

resistance 

Tubercle  bacilli  with  increased 
resistance  to  Nydrazid  have  been 
isolated  from  patients.  Resistant 
organisms  can  also  be  cultured 
in  vitro,  but  this  phenomenon  is 
virtually  eliminated  when  cul- 
tures are  exposed  to  streptomy- 
cin and  Nydrazid  simultaneously. 

The  clinical  implications  of  bac- 
terial resistance  are  not  complete- 
ly known.  Patients  harboring  re- 
sistant organisms  may  continue 
to  improve  under  treatment.  The 
question  of  delaying  the  emer- 
gence of  resistant  bacilli  by  com- 
bined therapy  must  await  further 
study. 

Toxicity 

Toxic  reactions  to  Nydrazid  are 
chiefly  due  to  stimulation  of  the 
central  nervous  system.  They  are 
negligible  in  the  therapeutic  dose 
range,  except  in  patients  with 
convulsive  tendencies. 

It  appears  probable  that  central 
nervous  reactions  to  Nydrazid 
can  be  controlled  by  barbiturates. 
But  with  continued  use  of  the 
drug,  it  is  not  known  what  sensi- 
tivity reactions  may  occur. 

Nydrazid  is  supplied  in 
50  and  100  mg.  scored  tablets, 
bottles  of  100  and  1000. 


For  further  information  on  Nydrazid 
send  for  the  Nydrazid  Abstract  Folder. 


Squibb 


‘NVOftAZIO*  IS  A IMAOCMARK  Of  C.  «.  SQUIAH  A SOMA 


E.  R.  Squibb  & Sons 
745  Fifth  Avenue 
New  York  22,  N.  Y. 

Please  send  me  a copy  of  the  Nydrazid  Abstract  Folder. 
name 

ADDRESS 

CITY STATE 

Dept.  B 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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Migraine  In  Children 

"Migraine  may  appear  during  the  first  years  of  life. 
The  presence  of  subjective  signs,  such  as  headache 
and  flimmer  scotoma,  is  often  difficult  to  determine 
in  young  children.  The  true  nature  of  the  symp- 
toms frequently  remains  obscure  for  years." 

Vahlquist,  B.  and  Hackzell,  G.:  Acta 
Paediatrica  38:  622  (1949). 
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In  a study  of  400  adult  migraine  patients,  it  was 
revealed  that  34%  had  suffered  attacks  before  the 
age  of  15.*  These  investigators  concluded  that 
childhood  migraine  was  a much  greater  clinical 
problem  than  was  previously  believed  and  that 
psychodynamic  mechanisms  played  an  important 
part  in  the  disease. 

These  criteria  are  useful  in  diagnosis: 

Headache  attacks  with  symptom-free  intervals 
plus  (at  least  two  of  the  following)  nausea, 
scintillating  scotoma,  hemicrania,  and  heredi- 
tary predisposition. 

For  symptomatic  relief  in  these  cases,  Caf er- 
got®, N.N.R.  (ergotamine  with  caffeine) 
may  be  administered  orally.  For  best  results, 
give  adequate  dosage  promptly. 

For  children  within  the  age  range  7 to  12  years — 
Cafergot®  is  administered,  one  tablet  when  the  at- 
tack appears  imminent  followed  by  one  additional 
tablet  within  30  minutes.  Not  more  than  two 
Cafergot  tablets  should  be  administered  to  children 
within  this  age  range. 

In  the  adolescent  age  group,  12  to  18  years  of  age, 
the  dosage  may  gradually  be  increased  as  necessary 
up  to  the  usual  adult  dose,  i.e.,  two  tablets  when 
the  attack  appears  imminent  followed  by  one  tab- 
let doses  at  half  hour  intervals  until  the  attack  is 
aborted.  (Total  maximum  dose  for  adults:  six  tab- 
lets for  each  attack.) 

•Katz,  J.,  Friedman,  A.P.,  and  Gisolfi,  A.:  New  York 
State  I J.  Med.  SO:  2269  (Oct.)  1950. 


Sandoz  ^Pharmaceuticals 

DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
68  CHARLTON  STREET,  NEW  YORK  14,  N.  Y. 


In  very  special  cases 

A very  superior  Brandy 


THE  WORLD  S PREFERRED 


COGNAC  BRANDY 

Schieffelin  & Co  . New  York  N Y. 


• HOSPITAL 
BEDS 

FRACTURE 

BEDS 


• WHEEL 
CHAIRS 

HOSPITAL 
l PORTABLE 


• INVALID 
WALKERS 

ADULT  & CHILD  SIZE 


OXYGEN  THERAPY  SERVICE 
Phone  ALpine  8-7511 
Phoenix.  Arizona 


For  action  substantially  without  reaction  . . 


Cer-O-Cillin 


HR  i oiiHCit  n».  i- 


a product  of 


POTASSIUM  PENICILLIN  O (ALLVLM  ERC A PTO METHYL  PENICILLIN) 

* Trademark 


Upjohn 


1 


Research 


for  medicine . . . produced  with  care  . . . designed  for 


health 


For  those  patients  in  whom  penicillin 
G causes  sensitivity  reaction,  Cer-O- 
Cillin  provides  the  same  antibiotic 
action  but  is  substantially  free  from 
side  effects  in  most  cases. 


Upjohn  researchers  developed  Cer-O- 
Cillin  (penicillin  O)  by  replacing  the 
benzyl  group  of  penicillin  G with  an 
allylmercaptomethyl  group,  thus  mak- 
ing penicillin  therapy  available  to 
nearly  all  patients. 
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THE  KOREAN  WAR  AS  SEEN  BY  AN  ARIZONA  PHYSICIAN 

PERRY  W.  BAILEY,  M.D. 

Phoenix,  Arizona 


The  writer  left  a Phoenix  practice  18  months 
ago,  and  was  transported  by  the  air-lift  from 
Fairfield-Susuin  to  Japan.  After  spending  six 
months  as  an  ophthalmologist  in  Japan,  he  found 
himself  with  the  22nd  Evacuation  Hospital,  at 
the  seaport  which  lies  at  the  proximal  end  of 
the  railroad  known  locally  as  the  “Atkinson, 
Topeka,  and  the  Yong-Dong-po.”  At  the  22nd 
Evacuation  Hospital  a great  deal  of  the  ophthal- 
mology of  the  U.  S.  Eight  Army  has  been  cen- 
tralized. To  this  point  come  most  of  the  re- 
fraction problems,  the  conjunctivitis,  the  uveitis, 
the  corneal  ulcers,  and  a fair  proportion  of  the 
gunshot  wounds  and  shell  fragment  wounds. 
We  also  find  it  necessary  to  co-operate  with 
the  Prisoner  of  War  Hospitals,  some  of  the 
native  Korean  Hospitals,  and  the  Korean  mis- 
sionary clinics. 

Various  articles  have  appeared  in  the  litera- 
ture which  claim  a high  degree  of  efficiency  for 
the  medical  service  in  Korea.  It  is  shown  that 
epidemic  diseases  have  been  prevented;— that 
the  death  rate  of  the  wounded  in  action  has 
been  cut  from  the  4.5%  of  World  War  II  to  a 
figure  less  than  half  of  that:— that  research 
units  have  been  successful  in  studying  such 
problems  as  cold  injuries,  burns,  hepatitis,  and 
the  dysentery  group:— that  brain  surgery  of  the 
highest  excellence  has  been  done  by  men  who 
have  not  hesitated  to  press  their  specialty  as  far 
forward  as  the  foremost  hospitals:— that  exacu- 
ation  is  swift:— and  that  medical  supply  and 
blood  supply  is  smooth  and  efficient. 

These  claims  are  true.  These  statements  are 
correct.  The  medical  officers  of  the  present 
era  may  be  proud  of  the  service  to  which  they 


belong.  Men  with  memories  of  World  War  I and 
II  are  greatly  impressed  by  the  improvement 
which  has  been  made.  A great  deal  of  credit 
must  go  to  the  late  Major  General  Hume,  and 
to  the  present  and  to  the  preceding  Surgeon 
General. 

In  the  field  of  the  specialties  a system  of 
professional  consultants  has  greatly  improved 
the  caliber  of  professional  services.  In  ophthal- 
mology, the  consultant  has  been  Lt.  Col.  Forrest 
Hull.  He  has  been  able  to  visit  all  installations, 
known  all  personnel,  get  men  properly  placed 
and  trained,  obtain  adequate  equipment,  and 
keep  ophthalmology  in  the  Far  East  to  standards 
which  will  make  a favorable  impression  on  the 
civilian  profession. 

The  mass  handling  of  eye  casualties  in  the 
hospitals  of  Japan  has  been  reported  by  Dr. 
Hull  before  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology.  We  note  that  the 
methods  used  have  been  very  similar  to  those 
used  by  industrial  ophthalmologists  for  the 
accidents  and  injuries  of  peace-time.  In  the 
important  matter  of  intra-ocular  foreign  bodies, 
localization  has  been  done  with  the  Sweet 
method,  followed  by  the  Berman  localizer  on 
the  operating  table.  Extraction  has  been  done 
with  the  hand  magnet  by  the  posterior  route. 
The  giant  magnet,  although  available,  has  been 
used  only  three  times.  Sympathetic  ophthalmia 
has  been  almost  unknown,  and  it  has  rarely 
been  felt  necessary  to  enucleate  on  account  of 
the  fear  of  ophthalmia. 

The  casualties  of  “Operation  Cleaver”  came, 
in  part,  through  the  22nd  Evacuation  Hospital. 
During  a battle  an  Evacuation  Hospital  divides 
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itself  into  a series  of  surgical  teams.  The  mem- 
bers of  a team  work  eight  hours  in  the  operating 
theater  with  the  newly  admitted  wounded, 
eight  hours  on  the  ward,  and  devote  eight  hours 
to  sleep.  (?).  The  ophthalmologist  finds  him- 
self caring  for  every  type  of  wound  that  comes 
anywhere  near  the  eye.  The  supra-sternal  notch 
is  his  theoretical  low  limit.  Since  the  same 
soldier  is  often  wounded  in  more  than  one  place, 
and  the  other  surgeons  are  busy,  he  is  likely 
to  debride  a variety  of  wounds.  In  one  case,  1 
well  remember,  we  extracted  a foreign  body 
from  the  orbit,  then  turned  the  patient  over  and 
did  a magnet  extraction  of  communist  metal 
from  deep  in  the  soldier’s  ischio-rectal  fossa. 

It  seemed  from  our  experience  that  the  best 
time  to  get  foreign  bodies  was  at  once,  when 
the  wound  tract  could  be  followed.  A small 
hand  magnet  made  by  Handeya  in  Japan  was 
a great  convenience  in  handling  a rush  of  cases. 
Its  pull  was  equal  to  the  Lancaster  magnet, 
and  it  was  very  handy  during  a rush  period. 

Our  surgery  followed  pretty  closely  to  civilian 
standards.  Wounds  of  the  sclera  or  cornea  were 
sutured,  and  protruding  uveal  tissue  was  ex- 
cised. Complete  conjunctival  flaps  with  purse 
string  suture  were  used  to  cover  the  cornea.  We 
found  that  commotio  retinae  was  greatly  to  be 
feared.  In  contusions  of  the  globe  we  were  par- 
ticular to  enjoin  bed  rest,  and  to  evacuate  by 
litter  with  both  eyes  bandaged.  Any  wound  that 
involved  the  neck,  the  throat,  or  even  the  nose 
presented  danger  when  general  anaesthesia  was 
attempted,  and  we  came  to  use  only  local  anes- 
thesia. 

In  addition  to  war  wounds,  the  following  items 
of  interest  were  observed: 

1.  Epidemic  hemorrhagic  fever. 

2.  Trachoma  and  Koch-Weeks  conjunctivitis 
among  prisoners  of  war. 

3.  The  Pusan  leper  colony. 

4.  The  Korean  National  Police  Hospital. 

5.  The  missionary  clinics. 

6.  The  status  of  the  native  Korean  medical 
profession. 

7.  The  opportunities  for  professional  training 
afforded  the  younger  men. 

One  other  item  was  not  initially  a matter  of 
interest,  but  we  tried  to  make  it  more  pleasant 
by  making  a professional  study  of  the  subject 
We  are  speaking  of  hysterical  amblyopia. 

Another  paper  is  being  prepared  on  the 
subject  of  malingering  and  hysterical  amblyopia. 


In  the  interval  between  battles  we  found  our- 
selves called  upon  to  solve  most  of  the  re- 
fraction problems  which  came  up  in  the  theatre, 
and,  along  with  the  refraction  problems  came 
instances  of  malingering,  of  hysterical  amblyo- 
pia, and  of  poor  patient  cooperation. 

Morale  has  been  decently  good  in  Korea,  and 
out-and-out  malingering  has  been  found  in 
only  about  ten  cases.  For  these  we  have  an 
S.  O.  P.  (Army  jargon  for  Standing  Operating 
Procedure.),  together  with  mimeographed  forms. 
When  the  luckless  soldier  has  been  definitely 
caught  in  intentional  malingering,  the  medical 
officer  says: 

“This  is  a military  order  with  mitnesses.  Read 
that  eye  chart  from  top  to  bottom.”  So  far,  the 
malingerer  has  always  read  the  eye  chart  after 
such  an  order. 

Hysterical  amblyopia  is  a different  story.  It 
will  fit  quite  well  into  the  classical  description 
of  hysteria  by  Charcot.  There  is  a pre-disposition. 
The  pre-disposition  usually  includes  a rather  low 
mental  level,  an  underprivileged  childhood,  and 
a type  of  personality  which  is  abnormally  sugges- 
table.  There  is  an  immediate  exciting  stress.  The 
stress  may  be  the  dangers  and  discomforts  insep- 
arable from  the  military  service  at  the  front,  or  it 
may  be  the  monotony  and  the  separation  from 
the  family  found  in  rear  echelon  duties.  Actually, 
the  most  of  the  cases  have  come  from  the  service 
troops  in  the  rear.  Some  of  the  famous  fighting 
divisions  such  as  the  1st  Cavalry  and  24th  In- 
fantry have  not  had  a case. 

Lastly,  there  is  a cause  for  the  localization. 
The  hysteria  may  involve  any  part  of  the  body. 
If  it  involves  the  eyes  or  vision,  it  is  because 
there  is  some  remembered  injury,  or  some  genu- 
ine defect,  which  causes  the  localization  to  the 
eye.  The  combination  of  strabismus,  amblyopia 
ex  anopsia,  and  hysterical  amblyopia  in  the 
other  eye,  is  a very  common  sequence.  The 
typical  contracted  hysterical  field  has  been 
diagnostic  point  of  most  value  to  us. 

There  is  a natural  antipathy  between  hysteri- 
cal amblyopes  and  optometrists.  The  amblyope 
is  cherishing  the  delusion  that  he  can  not  see. 
That  delusion  is  of  value  to  him.  The  optome- 
trist knows  that  the  patient  can  see,  and  the 
optometrist’s  belief  is  not  a delusion.  As  we 
watch  the  participants  in  the  refraction  match, 
we  can  see  the  adrenalin  rising  and  the  muscles 
tensing  as  each  one  gets  mad  at  the  other.  One 
Spanish  speaking  amblyope  finally  shouted  at 
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the  top  of  his  voice:  “No  lo  veo.  !!!!--’  fol- 
lowed by  a string  of  Spanish  profanity. 

It  is  of  interest  that  the  hysterical  amblyope, 
after  a long  careful  examination,  and  a careful 
explanation  of  the  nature  of  his  disability,  always 
slams  the  door  when  he  goes  out.  The  same 
hostility  which  is  stirred  up  by  the  optometrist 
may  also  be  found  when  the  patient  is  sent  to  the 
neuro-psychiatrist.  The  process  of  shattering  the 
patient’s  cherished  delusion  is  resented  when  the 
neuro-psychiatrist  attempts  it,  and  sometimes  the 
psychiatrist  himself  gets  mad,  and  may  report 
the  patient  in  uncomplimentary  terms  as  a 
“malignant,  mendacious,  anti-social  malingerer,” 
or  words  to  that  effect. 

In  general,  the  hysterical  amblyopes  are 
disposed  of  by  sending  them  to  duty  with  rear 
installations.  It  is  felt  that  the  solution  for  these 
cases  is  chiefly  non-medical,  and  involves  care- 
ful and  understanding  leadership  by  man’s  im- 
mediate military  superiors. 

# # 

In  epidemic  hemorrhagic  fever  we  had  the 
experience  of  investigating  an  almost  brand  new 
disease.  An  intensive  research  was  done  by  the 
Army  in  various  centers,  the  reports  of  which 
will  be  published  in  due  time.  The  outbreak 
has,  however,  quieted  down.  We  do  not  know 
whether  we  will  or  will  not  get  more  material. 
I,  myself,  was  able  to  see  forty  cases,  with  a view 
to  the  study  of  the  ophthalmologic  signs  of  the 
disease. 

Army  personnel  were  able  to  find  Japanese 
reports  of  the  disease  occuring  in  the  Imperial 
Japanese  Army  in  Manchuria  As  described  by 
Takami,  this  is  an  acute  infectious  disease  of 
virus  etiology  characterized  by  an  abrupt 
onset  with  high  fever,  headache,  myalgia,  hemor- 
rhagic diathesis,  albuminuria,  and  a leukemoid 
leukocytosis.  It  is  presumed  to  be  transmitted 
to  man  by  the  mite  Laelaps  Jettmari,  Vitzthum. 
The  host  of  the  mite  and  the  probable  reser- 
voir of  the  disease  is  the  field  rodent  Apodemus 
agrarius.  Kitano  showed  that  the  virus  of  the 
disease  was  capable  of  passing  Chamberland 
candles  12,  13,  15,  19,  and  Seitz  EK  filter. 

As  the  eye  findings  were  studied,  it  was  evi- 
dent that  this  was  not  a disease  with  primary 
or  even  secondary  eye  involvement,  and  any 
changes  seen  in  the  eyes  were  secondary  to  the 
general  medical  condition.  During  the  prodromal 
period  there  was  a general  congestion  of  super- 
ficial vessels  of  the  mucous  membranes.  At  this 


stage  there  was  often  a conjunctivitis,  and 
several  cases  were  initially  admitted  to  the  eye 
service  of  the  hospital  on  account  of  this  con- 
junctivitis. Early  in  the  disease  there  was  a 
history  of  blurring  vision.  Some  observers  have 
attributed  this  to  a myopia.  I have  not  been  able 
to  obtain  an  early  case  in  which  I could  retino- 
scope  a myopia,  and  the  blurring  of  vision 
might  be  due  to  some  other  factor. 

Subconjunctival  hemorrhages  are  common. 
They  appear  often  about  the  seventh  to  the 
tenth  day,  at  a time  when  the  blood  coagulation 
time  is  moderately  prolonged.  The  hemorrhage 
may  be  sudden,  and  follow  an  attack  of  strain- 
ing or  vomoting.  In  one  case  the  hemorrhage 
came  from  ciliary  vessels.  In  all  other  cases  the 
hemorrhage  was  from  the  large  vessels  which 
come  in  from  the  canthi. 

During  the  course  of  the  disease,  there  is  a 
period  of  anemia  and  of  a nephritis  with  urinary 
suppression  and  azotemia.  At  this  time,  the 
fundus  will  show  a yellow  background  charac- 
teristic of  the  anemia,  and  the  retina  will  lose 
transparency,  indicating  an  edema  of  the  retina. 
At  this  time  the  upper  eyelid  is  also  edematous. 
One  looks  for  exudates,  and  does  not  find  them. 
Retinal  hemorrhages  have  been  found  only 
once.  In  a hemorrhagic  disease,  the  rarity  of 
retinal  hemorrhage  is  surprising.  The  fundus 

picture  clears  rapidly  if  the  patient  gets  better. 
# & 

Trachoma  and  Koch  Weeks  treatment  among 
orientals  has  followed  the  lines  advocated  by 
Philips  Thygeson.  It  is  to  be  regretted  that 
military  necessity  makes  it  impossible  to  fully 
utilize  the  material  here  for  research.  From 
the  outbreak,  however,  we  will  be  able  to  obtain 
some  good  color  pictures  of  trachoma  in  its 
various  stages.  Since  some  of  the  patients  die 
accidentally  or  from  other  causes,  (in  so  large 
a population),  we  may  be  able  to  get  some  good 
pathological  slides.  We  will  be  able  to  evaluate 
the  effect  of  sulfa  treatment,  and  to  give  a good 
comparison  of  the  various  local  preparations 
available. 

Trachoma  has  either  not  appeared  among 
American  personnel,  or  has  not  been  allowed 
to  reach  clinically  recognizable  stages  when  it 
passed  through  the  22nd  Evac.  Some  of  the 
cases  of  conjunctivitis  have  appeared  suspicious, 
and  have  shown  inclusion  bodies.  We  routinely 
give  a two  weeks  course  of  sulfa  combined  with 
oral  chloromvcetin. 
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In  handling  patients  who  do  not  speak  English, 
we  utilize  a phrase  book  which  includes  fourteen 
languages,  ( including  Thailand  and  Abyssinian ) , 
and  the  contents  include  the  words  used  for  such 
commands  as  “Look  up,”  “Look  down,”  and 
“Don’t  be  afraid.”  In  the  Suchon  dialect  of 
Chinese  the  idea  for  not  being  afraid  is  ex- 
pressed by  the  term  “Fang  H’sin  ba,”  which 
means  literally  “Let  your  heart  be  at  peace.”  We 

will  use  this  phrase  in  closing. 

0 $ 

There  are  certain  medical  missions  in  Korea, 
including  the  Catholic  “Maryknoll”,  and  missions 
connected  with  the  Baptist  church,  and  other 
protestant  denominations.  They  receive  much 
help  from  the  good  nature  of  the  Army  and 
Navy  personnel,  but  their  patient  load  is 
tremendous  and  their  need  is  great.  Certain  of 
the  Lodges  of  the  Elks  have  contributed  to  them, 
as  well  as  other  sources.  A major  need  is  for 
vitamins  and  for  canned  milk. 

* * O 

We  have  tried  to  get  into  professional  re- 
lations with  the  Korean  medical  profession.  Since 
we  employ  a considerable  number  of  Korean 
doctors  in  the  Prisoner  of  War  hospitals,  the 
morale  of  Korean  doctors  is  important  to  us. 

The  Korean  eye  doctors  are  very  good  students 
when  they  have  an  opportunity.  They  are  ex- 
tremely anxious  to  obtain  American  medical 
texts  and  periodicals.  They  painstakingly  trans- 
late my  own  little  paper  on  conjunctivitis  and 
such  subjects.  The  thought  of  study  in  the 
United  States  is,  to  them  like  a dream  of  heaven. 

The  result  of  previous  Japanese  domination 


has  been  such  that  the  Koreans  have  very  little 
in  the  way  of  educated  middle  or  upper  classes. 
They  badly  need  teachers,  technical  experts, 
and  students  sent  abroad.  They  are  eager  for 
education.  The  same  policy  which  McKinley 
and  Taft  instituted  in  the  Phillipines  might 
make  the  Koreans  our  natural  allies,  and  make 
their  government  strong  enough  to  defend  it- 
self against  aggression,  (communist  or  non- 
communist. ) 

The  doctors  form  a natural  contact  between 
two  'civilizations,  since  doctors  are  usually 
internationally  minded,  and  the  most  inter- 
national type  of  doctor  is  the  ophthalmologist. 
We  hope  that  friendly  relations  toward  the 
Korean  profession  may  be  an  aid  in  the  pro- 
curement of  a lasting  peace  in  Asia. 

SUMMARY:  This  is  a narrative  discussion  at 
first  hand  of  the  medical  conditions  in  the 
United  Nations  Army  in  Korea,  with  notes  on 
the  surgery  of  war  injuries,  the  eye  signs  of 
acute  hemorrhagic  fever,  the  diagnosis  of  hysteri- 
cal amblyopia  in  soldiers,  and  an  outbreak  of 
trachoma  among  orientals.  There  are  additional 
notes  concerning  the  Korean  medical  profession. 
Fang  H’sin  ba. 
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KAPOSI'S  IDIOPATHIC  HEMORRHAGIC  SARCOMA 

A.  I.  Ramenofsky,  M.  D.,  James  D.  Barger,  M.  D.,  Robert  H.  Snapp,  M.  D. 

and  Louis  G.  Jekel,  M.  D. 

Phoenix,  Arizona 


Multiple  idiopathic  hemmorhagic  sarcoma 
was  first  described  in  1872  by  Kaposi,  a Vien- 
nese dermatologist.  It  is  a rare  disease  occuring 
in  persons  of  Russian,  Polish,  Italian,  and  Jew- 
ish extraction.  Ninety-four  percent  of  the  cases 
occur  in  men.  The  patients  are  usually  more 
than  forty  years  of  age. 

In  approximately  one-half  of  the  cases  the 
presenting  symptom  of  the  disease  is  a brawny 
edema  of  the  lower  one-third  of  one  or  both 
of  the  lower  extremities.  This  finding  may 

Presented  at  the  regular  staff  meeting  of  the  Good  Samaritan 
Hospital,  Phoenix,  Arizona,  January  28,  1952. 


precede  by  months  or  years  the  appearance 
of  skin  lesions  which  usually  are  found  first 
on  the  feet  or  hands  and  are  usually  symmetric- 
ally distributed.  The  skin  lesions  are  poly- 
morphous with  macules,  plaques,  nodules,  and 
tumors,  any  one  or  all  of  which  may  appear 
in  the  same  patient.  The  lesions  are  reddish- 
brown  or  violaceous.  The  macules  may  re- 
semble pigmented  nevi;  the  plaques  may  re- 
semble old  stasic  dermatitis;  the  tumors  may 
be  verrucous  or  angiomatous,  the  latter  resem- 
bling granuloma  pyogenicum;  and  the  bluish- 
red  nodular  lesions  present  a striking  similarity 
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to  melanomas.  Symptoms,  which  are  rarely 
present,  consist  of  slight  tenderness  or  itching. 

Involvement  of  internal  organs,  namely  the 
gastrointestinal  tract,  liver,  spleen,  lungs,  and 
lymph  nodes,  occurs  in  about  ten  percent  of  the 
cases.  The  extent  of  internal  involvement  is 
usually  determined  only  at  autopsy,  but  gastro- 
intestinal hemmorhage,  hepatomegaly,  or  splen- 
omegaly may  arouse  suspicion.  However,  ap- 
proximately only  one-half  of  the  cases  with 
enlarged  spleens  showed  actual  sarcomatous 
lesions  at  autopsy,  the  remainder  showing  dif- 
fuse hyperplasia  of  the  organs.  Whether  such 
internal  involvement  is  a true  metastatic  process 
has  been  questioned  by  many  observers,  who 
believe  that  the  disease  is  one  of  multiple  pri- 
mary foci,  resembling  in  this  respect  mycosis 
fungoides. 

In  approximately  forty-five  percent  of  the  re- 
ported cases  there  has  been  some  evidence 
of  diabetes  mellitus,  either  a frank  or  latent 
diabetic  state.  However,  adequate  control  of 
the  diabetes  has  no  beneficial  effect  on  the 
course  of  the  Kaposi’s  Disease. 

The  differential  diagnosis  of  this  disease  in- 
cludes granuloma  pyogenicum,  cavernous  hem- 
angioma, melanoma,  and  lymphosarcoma.  The 
conclusive  evidence  lies  in  the  histopathologic 
picture. 

Microscopic  examination  shows  the  earliest 
lesion  to  be  a cavernous  hemangioma  in  which 
there  are  large  bloodfilled  spaces  lined  with 
endothelial  cells.  These  proliferating  endothe- 
lial cells  invade  the  surrounding  tissues  and 
assume  the  appearance  of  fibroblasts.  The 
appearance  of  a vascular  structure  is  lost,  and 
the  fibroblasts  invade  the  surrounding  tissue 
and  behave  as  a true  malignant  neoplasm.  At 
this  point  a nodule  appears  clinically.  Ulcera- 
tion may  occur.  The  lesion  may  be  indistin- 
guishable from  a fibrosarcoma  except  for  the 
fact  that  erythrocytes  appear  between  the 
bundles  of  proliferating  neoplastic  fibrous  tissue. 
Later  there  is  peripheral  infiltration  of  lympho- 
cytes and  macrophages  with  hemorrhage  into 
the  lesion  itself. 

The  lesions  in  our  patient  show  a tendency 
to  mimic  a fibroblastic  type  of  tumor.  One  of 
the  sections  we  examined  showed  the  origin 
of  the  tumor  from  a fibroblastic  type  of  cel! 
lining  the  vessels.  If  one  accepts  the  idea  that 
the  mesenchymal  cells  are  toto-potential  and 
that  they  have  the  ability  to  develop  into  dif- 


ferent types  of  cells  depending  on  the  local 
situation  as  is  seen  in  the  malignant  lymphomas 
and  Hodgkin’s  Disease,  then  it  may  well  be  that 
the  endothelial  cells  which  proliferate  here  do 
take  on  properties  of  the  primitive  fibroblast. 

Superficial  roentgen  therapy  is  the  most  effi- 
cacious form  of  treatment  for  Kaposi’s  Sarcoma. 
Small  doses  (75  r)  of  unfiltered  or  lightly  fil- 
tered rays  are  administered  at  weekly  intervals 
as  needed,  or  up  to  the  limit  of  the  patient’s 
tolerance.  This  sarcoma  is  very  highly  radio- 
sensitive and  the  judicious  use  of  superficial 
roentgen  irradiation  may  prolong  the  patient’s 
life  for  years.  Radium  has  been  used  but  is 
impractical  because  of  the  numerous  lesions  and 
large  areas  to  be  treated.  The  same  objections 
hold  for  surgical  excision  and  electrocoagulation. 
All  other  forms  of  treatment  have  been  uniformly 
unsuccessful. 

The  disease  follows  a slow  course  with  new 
lesions  appearing  as  old  lesions  involute  either 
spontaneously  or  due  to  therapy.  It  certainly 
is  not  always  fatal.  The  patient  may  survive 
five,  ten  or  even  thirty  years,  and  perhaps  suc- 
cumb to  some  other  ailment.  Five  to  ten  years 
is  the  usual  length  of  survival  after  the  diag- 
nosis is  established,  depending  on  the  extent  of 
internal  involvement,  and  which  organs  are 
involved. 

REPORT  OF  A CASE 

B.  L.,  aged  forty-six,  of  Russian- Jewish  origin, 
presented  himself  July  9,  1951  complaining  of  a 
“corn”  on  the  bottom  of  the  left  large  toe.  The 
lesion  had  been  present  two  weeks,  pain  on 
walking  had  become  progressively  worse,  and 
redness  of  the  mass  with  swelling  of  the  foot 
were  noticed  on  July  sixth.  He  consulted  a 
chiropodist  twice,  but  the  pain  and  swelling 
became  progressively  worse,  and  the  mass  con- 
tinued to  grow  rapidly. 

Physical  examination  revealed  the  left  large 
toe  to  be  red,  swollen,  dipt,  and  tender.  On 
the  plantar  surface  of  the  toe  was  a cauliflower- 
like  mass  the  size  of  a hazel  nut.  The  surface 
of  the  mass  was  red,  tender,  and  friable.  Bleed- 
ing was  easily  produced  by  light  touch.  On  the 
dorsum  of  the  same  toe  was  a brownish  plaque 
which  the  patient  stated  was  growing  larger. 
The  foot  was  swollen  and  tender.  There  were 
numerous  flat,  brownish  plaques  on  the  an- 
terior surface  of  the  foot  and  ankle,  varying  in 
size  up  to  about  three  inches  in  diameter.  The 
tentative  diagnosis  was  fungating  carcinoma 
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with  marked  infection  and  cellulitis  of  the  toe 
and  foot.  The  patient  was  immediately  hospital- 
ized for  treatment  of  the  acute  infection.  Two 
days  later,  after  the  acute  infection  had  sub- 
sided, a biopsy  was  performed.  Microscopic 
examination  of  frozen  and  fixed  sections  were 
diagnosed  lymphosarcoma.  Roentgenoscopic 
examination  showed  no  evidence  of  bony  metas- 
tases  in  the  foot. 

Surgical  consultation  was  held  and  the  pa- 
tient was  told  of  the  findings.  Wide  surgical 
excision  was  recommended  and  performed  on 
July  eleventh.  A wide  margin  of  normal  tissue 
was  included  in  the  excised  material.  The 
wound  was  allowed  to  heal  by  granulation. 


Subsequent  microscopic  examination  of  more 
tissue  revealed  the  presence  of  Kaposi’s  Sar- 
coma. On  the  basis  of  this  latter  diagnosis 
superficial  roentgen  therapy  was  instituted. 
Treatments  were  administered  every  week  or 
two,  the  usual  does  being  fifty  or  seventy-five 
roentgens  of  unfiltered  or  lightly  filtered  rays. 
Under  this  program  the  patient  has  been 
relieved  of  nearly  all  of  his  pain  and  the  lesions 
have  shrunk  markedly  in  size,  in  a period  of 
eight  months. 

SUMMARY 

Kaposi’s  multiple  idiopathic  hemorrhagic  sar- 
coma is  described  and  a case  of  this  disease 
is  reported. 


THE  EMOTIONAL  PROBLEMS  OF  CHILDREN 

Hale  F.  Shirley,  M.  D. 

San  Francisco,  California 


It  is  becoming  increasingly  obvious  that  the 
greatest  task  which  we  as  a world  face  today  is 
that  of  building  sound  human  relationships. 
From  the  standpoint  of  world  affairs,  unless 
peoples  can  learn  to  live  and  work  together 
peacefully,  we  face  a social  upheaval  frought 
with  catastrophic  possibilities.  From  the  stand- 
point of  the  nation,  the  state,  and  the  com- 
munity, social  progress  and  the  welfare  of  their 
citizens  depend  upon  the  development  of  a 
working  relationship  between  the  various  social 
and  professional  groups  which  is  satisfactory  to 
all.  And  from  the  standpoint  of  the  individual, 
his  happiness  and  effectiveness  in  living  de- 
pends greatly  upon  the  kind  of  relationships 
which  he  is  able  to  achieve  with  his  family,  his 
fellow  citizens,  and  his  social  and  professional 
groups. 

The  building  of  sound  human  relationships, 
therefore,  is  one  of  the  primary  functions  of 
the  community  and  the  state.  It  is  not  just 
the  responsibility  of  the  head  of  the  govern- 
ment, the  educator,  the  physician,  the  social 
worker,  the  clergyman,  or  the  psychiatrist.  It  is 
the  responsibility  of  every  individual.  It  must 
be  a cooperative  project,  in  which  every  pro- 
fessional group  and  every  community  organiza- 
tion plays  its  appropriate  part. 

But  the  attainment  of  desirable  human  rela- 
tionships in  community  and  intercommunity  liv- 
ing is  impossible  except  as  they  are  built  upon 
sound  foundations.  And  the  foundations  upon 
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which  such  relationships  are  based  are  the  inter- 
personal relationships  as  they  have  developed 
throughout  the  childhood  of  the  individual,  be- 
ginning with  the  father-mother  and  the  parent- 
child  relationships  within  the  home  and  con- 
tinuing through  the  teacher-child  and  peer  group 
relationships. 

It  has  only  been  in  recent  times  that  the  emo- 
tional foundations  of  social  living  have  been 
exposed  to  scientific  curiosity  and  scrutiny.  We 
have  only  just  begun  to  understand  sufficiently 
how  constructive  emotional  relationships  are 
built  and  what  experiences  produce  faulty  foun- 
dations for  such  relationships.  Philosophers  and 
historians  of  the  past,  with  a few  exceptions, 
were  prone  to  start  their  thinking  about  human 
nature  and  hebavior  with  “man”  as  an  adult. 
“Man,”  in  the  past,  was  largely  thought  of  as 
the  victim  of  his  human  nature,  meaning  mostly 
his  animal  nature,  though  a “soul”  was  usually 
postulated.  The  “soul,”  it  seemed,  was  a pre- 
cariously fragile  aspect  of  the  personality,  likely 
to  be  overrun  at  any  time  by  the  biological  urges, 
though  at  times  maintaining  the  upper  hand  and 
even  occasionally,  in  some  rare  individuals,  even- 
tually winning  out  in  the  desperate  struggle  for 
salvation.  Thinking  of  this  kind  inevitably  led 
to  a pessimistic  insistence  that  we  can  not 
change  human  nature.  All  we  as  a human  race 
can  do,  it  was  thought,  is  to  wait  for  the  mil- 
lenium  or  to  mark  time  until  the  appearance  of 
another  mutation  like  that  which  occurred  100,- 
000  years  ago  when  Homo  sapiens  replaced  the 
Neanderthal  man. 
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Such  a conclusion  was  logical  enough  to  those 
who  had  some  familiarity  with  history  until 
people  began  to  understand  the  nature  and 
meaning  of  childhood.  Now,  however,  we  are 
beginning  to  realize  that  raw  human  nature,  as 
manifest  in  the  healthy,  newborn  infant,  is  just 
as  capable  of  civilized,  peaceful,  mutually  satis- 
fying, and  creative  life  as  it  is  of  savage  jungle 
life.  We  really  have  but  to  look  about  us  and 
to  think  of  the  results  of  the  better  aspects  of 
our  culture,  the  many  people  whom  we  love 
and  admire,  to  realize  the  truth  of  this  state- 
ment. We  can  now,  as  a society,  begin  to  think 
of  the  unhappiness,  the  hate,  and  the  antisocial 
behavior  we  find  in  the  world  as  being  largely 
the  result  of  social  pathology  which  has  had  its 
deleterious  effect  upon  the  personality  develop- 
ment of  children.  To  state  the  matter  in  a 
more  positive  and  hopeful  light,  it  may  very 
well  be  that  in  our  growing  knowledge  of  the 
personality  development  of  the  child  and  of 
the  factors  which  foster  normal  personality  de- 
velopment, we  now,  as  a civilization,  hold  with- 
in our  hands  the  key  to  human  progress  and 
destiny. 

We  now  know,  for  instance,  that  children  can 
arrive  at  adulthood  without  the  ability  to  love, 
never  having  experienced  it  in  their  home  liv- 
ing, and  thus  may  live  out  their  adult  lives 
unable  either  to  found  a home  based  on  love 
or  to  form  satisfying  human  relationships  in 
their  everyday  living.  We  now  know  that  chil- 
dren can  arrive  at  adulthood  with  feelings  of 
inadequacy  and  inferiority  so  ingrained  within 
their  personalities  because  of  their  childhood 
experiences  at  home  and  at  school  that  they 
never  are  able  to  develop  fully  their  potential 
capacities.  We  know  that  children  can  reach 
adulthood  with  their  sense  of  security  and  trust 
in  themselves  and  their  environment  so  under- 
mined that  they  are  motivated  principally  by 
their  anxieties  and  use  up  most  of  their  energy 
defending  themselves  from  their  anxiety.  We 
know  also  that  children  can  arrive  at  adulthood 
having  learned  to  satisfy  their  normal  human 
needs  in  ways  so  unacceptable  socially  that  they 
are  constantly  in  conflict  with  society.  Such 
children  too  often  arrive  at  adulthood  with  a 
distorted  concept  of  the  world,  believing  or 
acting  upon  the  assumption  that  they  must 
forever  defend  themselves  against,  if  not  actu- 
ally fight,  a hostile  world.  And  finally  we  know 
—particularly  we  physicians  know— that  chil- 


dren can  reach  adulthood  unable  to  find  satis- 
faction in  the  world  except  through  chronic 
invalidism  of  some  kind  and  degree. 

Every  large  community  has  thousands  of  peo- 
ple whose  personalities  by  the  time  they  reach 
adulthood  are  thus  seriously  distorted  in  some 
way  or  another.  They  are  recognized,  of  course, 
as  creating  serious  social  problems.  They  are 
recognized  because  the  care  of  civilization’s 
human  wreckage  costs  a tremendous  amount  of 
money.  The  damage  which  antisocial  elements 
do  to  social  living,  however,  is  no  less  expen- 
sive, and  money  cannot  measure  the  human 
misery  which  they  cause. 

The  growing  concern  of  an  increasingly  hu- 
mane society  has  led  to  pressures  which  seek 
to  build  ever  bigger  and  better  psychiatric  hos- 
pitals and  facilities.  There  is  no  reason  to 
question  the  need  and  the  social  value  of  these 
nor  of  the  fine  work  they  are  doing,  usually 
under  terrific  handicaps.  But  the  question  does 
insistently  come  up  in  regard  to  the  wisdom 
of  our  focusing  of  attention  and  effort  upon  the 
salvaging  of  human  wreckage  when  all  the 
time,  as  a society,  we  are  blithely  and  ignor- 
antly creating  it  faster  than  we  can  deal  with  it. 
Has  not  the  time  come  when  we  must  all  sup- 
port, with  our  understanding  and  with  our 
professional  and  financial  resources,  the  develop- 
ment of  those  facilities  which  foster  mental 
health? 

We  do  not  at  the  present  time  know  with  any 
certainty,  it  must  be  admitted,  what  can  and 
what  cannot  be  prevented  in  the  field  of  mental 
health.  As  was  true  in  the  development  of 
preventive  medicine  and  public  health,  we  must 
start  with  what  we  do  know,  develop  methods 
which  work,  and  achieve  success  as  increasing 
knowledge  and  experience  makes  it  possible. 
Even  in  child  guidance  work,  it  is  difficult  to 
know  what  we  are  actually  accomplishing.  And 
yet  there  is  no  question  but  that  in  child  guid- 
ance work  one  does  see,  to  a considerable  ex- 
tent, how  personality  deviations  become  started 
and  what  seems  necessary  to  get  the  child 
back  into  socially  desirable  developmental  chan- 
nels. There  is  little  question,  too,  but  that  in 
child  guidance  work  there  has  been  developed 
sufficient  knowledge  concerning  the  emotional 
and  personality  development  of  children  that 
it  should  be  put  into  actual  living  in  the  home, 
the  school,  and  the  community. 

It  is  true  that  the  factors  which  influence 
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personality  development  operate  throughout 
the  life  of  the  individual,  so  that  in  knowledge, 
experience,  breadth  of  interest,  and  effective- 
ness in  living,  the  adult  need  not  cease  to  grow. 
It  is  also  true  that  there  are  developmental  tasks 
to  be  achieved  during  each  period  of  child- 
hood, and  that  failure  to  succeed  at  the  tasks 
of  any  one  period  undermines  the  child’s  capac- 
ity for  tackling  the  normal  problems  of  later 
childhood  and  adulthood.  Yet  just  as  truly  as 
the  human  being  attains  half  of  his  height  in 
the  first  three  years  of  his  life  (starting  with 
conception ) , so  he  acquires  the  emotional  atti- 
tudes and  the  basic  adaptive  techniques  for  his 
life  during  his  first  few  years  of  life,  perhaps 
during  the  first  six  or  seven  years.  Preventive 
work,  if  it  is  to  be  effective,  therefore,  must 
begin  with  family  living  from  birth  on,  and 
must  continue  well  into  school  life. 

For  this  reason  and  because  of  his  close  con- 
tact with  the  emotional  relationships  within  the 
families  of  whom  he  takes  care,  the  physician  is 
destined  to  play  a vital  role  in  any  mental 
health  in  a significant  way.  According  to  the 
psychiatrist  who,  it  is  true,  may  provide  knowl- 
edge and  methodology  for  such  a program;  I 
mean,  rather,  the  pediatrician  and  general  prac- 
titioner who  see  parents  and  children  in  their 
practice  every  day. 

In  the  past  few  years,  pediatricians  have  be- 
gun to  be  interested  in  the  field  of  mental 
health  in  a significant  way.  According  to  the 
recent  survey  of  the  Academy  of  Pediatrics, 
somewhat  over  half  of  the  visits  to  pediatricians 
and  slightly  less  than  one  third  of  the  visits  to 
general  practitioners  have  to  do  with  the  pro- 
motion of  health.  Pediatricians  are  beginning 
to  feel  that  such  health  activities  should  include 
mental  as  well  as  physical  health,  since  they 
are  both  but  aspects  of  the  same  thing:  the 
health  of  the  child  as  a whole.  More  than  this, 
studies  have  shown  that  in  pediatric  as  well 
as  in  general  practice,  emotional,  behavior,  and 
social  problems  are  present  to  some  degree  in 
about  two  thirds  of  the  children  seen  and  are 
the  primary  problems  of  concern  in  about  one 
third.  Studies  of  school  health  programs,  also, 
have  shown  that  nowadays  the  common,  more 
serious,  and  usually  untreated  problems  are 
emotional  rather  than  physical.  This  has  led 
many  pediatricians  to  the  conclusion  that  atten- 
tion to  the  emotional  and  social  problems  of 
the  children  who  come  into  their  care  is  not  a 


matter  which  is  out  of  their  field  but  is,  on  the 
contrary,  nothing  more  than  good  pediatrics! 
Many  of  such  pediatricians  have  begun  to  in- 
corporate into  all  of  their  practice  not  only  basic 
mental  health  principles  but  even  some  of  the 
knowledge  and  skills  of  trained  child  guidance 
workers. 

The  author,  at  present,  is  undergoing  the  en- 
lightening experience  of  taking  part  in  two 
pediatric  projects  which  are  oriented  in  a mental 
health  way.  In  the  pediatric  department  with 
which  he  is  associated,  in  addition  to  the  usual 
general  and  special  clinics  found  in  most  large 
children’s  services,  prenatal,  premature,  well 
baby,  well  pre-school  age,  and  boy  and  girl 
adolescent  clinics  have  been  established.  Child 
guidance  staff  members,  to  the  extent  which 
limited  personnel  makes  possible,  as  well  as 
psychiatrically  oriented  pediatricians  work  along 
with  the  resident  pediatric  staff  in  all  of  these 
clinics,  acting  as  consultants  so  that  the  pedia- 
tricians can  do  as  much  of  the  mental  health 
work  as  they  are  capable  of  doing,  and  taking 
over  for  treatment  only  those  cases  which  can- 
not be  handled  in  a pediatric  setting.  Of  755 
new  patients  recently  studied  in  our  pediatric 
outpatient  clinic,  at  least  277  had  emotional  and 
social  problems  which  needed  attention,  and 
39  presented  behavior  problems  only.  Of  these 
316  cases,  only  29  were  referred  to  the  child 
guidance  clinic  for  treatment,  the  other  287 
cases  being  given  psychological  attention  by 
the  attending  physicians  in  the  clinic.  The 
other  interesting  project  in  which  the  author 
takes  part  is  a convalescent  hospital  program 
for  children  with  rheumatic  fever  which  is 
staffed  not  only  with  pediatricians,  nurses,  a 
cardiologist,  and  a dietitian,  but  also  with  a 
social  worker,  an  occupational  therapist,  a social 
group  worker,  a teacher,  a psychologist,  and  a 
psychiatric  consultant.  At  weekly  staff  meet- 
ings led  by  the  chief  of  staff,  a pediatrician,  the 
emotional  and  social  problems  of  both  the  child 
and  his  family  are  given  attention  equal  to  the 
physical. 

But  if  we,  as  physicians,  are  to  measure  up 
to  our  opportunities  for  guiding  the  emotional 
development  of  children  and  for  dealing  with 
their  emotional  problems,  we  must  have  some 
understanding  of  the  normal  sequence  of  emo- 
tional development  and  the  reasons  why  devia- 
tions occur.  We  will  be  more  effective  in  deal- 
ing with  the  emotional  and  behavior  problems 
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of  the  children  we  see  in  our  practices,  too, 
if  we  will  think  less  of  finding  specific  measures 
for  the  treatment  of  specific  behavior  problems, 
and  will  think  more  of  whether  or  not  the  emo- 
tional relationship  which  the  child  has  acquired 
with  his  parents,  teachers,  and  other  children 
are  mutually  satisfying.  We  will  also  be  better 
able  to  evaluate  the  extent  to  which  a child  may 
be  disturbed  by  thinking  less  of  the  behavior 
problems  which  he  presents  and  more  about 
the  extent  to  which  he  is  succeeding  in  solving 
the  developmental  problems  of  his  stage  of  child- 
hood. 

During  childhood,  the  human  individual  must 
achieve  a number  of  developmental  tasks  of  an 
emotional  nature  if  he  is  to  be  prepared  to 
solve  successfully  the  ordinary  problems  of 
adult  social  living.  He  must,  for  one  thing, 
grow  from  the  complete  dependency  of  early 
infancy  upon  his  parents  for  the  fulfilment  of 
his  physical  and  emotional  needs  to  an  inde- 
pendence of  his  parents  but  an  interdependency 
upon  his  fellow  man  which  is  satisfactory  to 
both  himself  and  to  society.  He  must  grow 
from  an  organism  which  is  primarily  self-cen- 
tered to  one  which  is  predominantly  socio- 
centered  with  a capacity  for  love  of  others  and 
a feeling  with  and  for  people  outside  of  his 
intimate  group.  He  must  change  from  a crea- 
ture which  behaves  solely  on  impulse  to  one 
which  faces  the  world  of  reality  and  controls 
his  behavior  so  that  it  serves  the  needs  of  the 
community  as  well  as  his  own.  To  do  this  suc- 
cessfully he  must  acquire  an  image  of  himself 
which  approximately  fits  his  capacities,  and  an 
image  of  the  world  which  approximates  the 
actual  reality.  He  must  also  acquire,  through 
learning  and  experience,  a number  of  adaptive 
techniques  for  satisfying  his  normal  human 
needs  in  socially  acceptable  ways.  And  finally, 
he  must  acquire  a system  of  values  and  a sense 
of  right  and  wrong  which  will  keep  him  out 
of  the  penitentiary,  on  the  one  hand,  and  yet 
will  not  be  so  exacting,  on  the  other,  that  they 
keep  him  miserable  because  he  cannot  reach 
perfection  or  perform  what  is  for  him  the  im- 
possible. 

But  these  difficult  tasks  are  not  learned  in  one 
easy  lesson.  They  are,  instead,  learned  step 
by  step,  each  period  of  childhood  having  its 
own  aspect  of  the  task  to  be  mastered.  The 
developmental  sequence  cannot  be  hurried,  since 
each  child  has  his  own  individual  rate  of  de- 


velopment, but  it  can  be  facilitated  by  a whole- 
some emotional  atmosphere  in  the  home.  It 
can  also  be  thwarted  by  emotional  deprivation 
and  faulty  parent-child  relationships.  By  help- 
ing parents  to  know  what  the  child  is  ready 
for  at  each  stage  of  his  development,  and  how 
to  give  their  support  to  the  child’s  efforts  to 
advance  to  the  next  more  mature  stage  of  be- 
havior, the  physician  is  contributing  to  both 
the  happiness  of  the  home  and  the  child’s  even- 
tual attainment  of  emotional  maturity. 

The  primary  psychological  task  of  the  infant, 
the  first  year,  is  to  acquire  a basic  feeling  of 
security  and  trust  in  himself  and  his  world 
through  the  successful  establishment  of  his  de- 
pendency upon  his  parents.  The  physician, 
during  this  period,  has  the  opportunity  of  guid- 
ing the  mother’s  fulfilment  of  the  infant’s  basic 
physical  and  emotional  needs,  so  that  the  baby 
feels  secure  and  comfortable.  There  is  often 
much  the  physician  can  do  to  prevent  the 
mother  from  becoming  locked  in  conflict  with 
the  child  over  eating,  a conflict  which  does  not 
benefit  the  child’s  nutritional  state  and  which 
interferes  with  the  development  of  a mutually 
satisfying  mother-child  relationship,  which  is  so 
important  for  the  development  of  the  child’s 
capacity  for  affection  and  his  attitudes  toward 
others. 

As  the  child  grows,  his  sense  of  security  de- 
pends upon  an  increasing  number  of  factors, 
in  addition  to  the  fulfilment  of  his  physical 
needs  and  the  prompt  relief  of  his  physical  dis- 
comforts, among  which  may  be  mentioned  the 
degree  to  which  the  mother  is  free  of  anxiety, 
the  quality  of  affection  which  the  mother  feels 
toward  the  child,  the  extent  to  which  the  parents 
can  accept  the  child  as  he  actually  is,  the  amount 
of  freedom  which  they  are  able  to  give  him, 
the  amount  of  hostility  which  is  engendered  in 
the  parents  from  their  friction  with  him,  and  the 
consistency  with  which  they  manage  him. 

The  need  of  the  child  for  a feeling  of  security 
is  emphasied  here  because  the  contrary  situa- 
tion in  which  the  child  is  dominated  by  chronic 
anxiety  interferes  with  his  emotional  growth. 
The  anxious  child  is  afraid  to  grow  up.  He 
clings  to  immature  forms  of  behavior.  The  sym- 
ptoms which  chronic  anxiety  produces,  in  addi- 
tion, are  legion,  and  include  physiological  dis- 
turbances which  in  time  may  lead  to  physical 
dysfunctions  and  eventually  to  well  established 
psychosomatic  syndromes.  Whatever  the  phy- 
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sician  can  do,  therefore,  to  make  the  parent- 
child  relationship  a mutually  satisfying  and 
anxiety-free  one  from  birth  on  is  all  to  the 
good.  For  the  child  who  has  experienced  great 
security  in  his  early  home  life  is  the  one  who 
is  most  likely  to  become  the  secure  adult,  able 
to  face  the  ordinary  and  even  the  extraordinary 
hazards  of  life. 

In  the  second  year  of  infancy  the  child  begins 
to  discover,  to  his  own  delight,  that  he  has  a 
mind  of  his  own,  and  he  wants  to  exercise  it, 
at  least  to  the  extent  of  some  physical  indepen- 
dence. The  parents  are  now  faced  with  the 
necessity  of  limiting  the  child’s  behavior  for 
his  own  protection  as  well  as  in  the  interest  of 
the  rights  of  others  and  the  tolerableness  of 
home  living.  The  problems  concerning  control 
and  autonomy  are  often  unnecessarily  compli- 
cated by  a premature  and  overly  aggresive  effort 
at  toilet  training,  which  can  best  be  delayed 
until  the  child  is  emotionally  ready  to  respond. 
This  second  year  of  infancy  then,  is  another 
critical  period  in  which  the  physician  can  be  of 
great  help  to  the  parents,  especially  in  their 
efforts  to  find  a suitable  balance  between  over- 
permissiveness and  overdomination,  so  that  the 
child  can  begin  to  accept  authority  and  yet 
continue  to  develop  his  own  initiative  and  indi- 
viduality too. 

How  authority  and  limitation  are  brought  to 
the  child  in  later  infancy  and  early  childhood 
is  very  important  in  the  development  of  the 
individual’s  later  attitudes  toward  authority  of 
any  kind.  One  sees,  on  the  one  hand,  children 
who  become  cowed  and  over-controlled  because 
of  fear  of  their  parent’s  authority,  sometimes 
becoming  both  obsessive  and  compulsive  in 
their  efforts  to  control  the  hostility  which  they 
feel.  On  the  other  hand,  one  sees  children  who 
rebel,  directly  or  indirectly,  and  who,  as  a result, 
never  do  acquire  a comfort  in  working  under 
someone  in  authority.  One  sees  the  extreme 
of  this  attitude  in  aggressive,  delinquent  chil- 
dren who  are  in  rebellion  against  parental, 
school,  and  all  governmental  authority.  Over- 
aggressiveness and  lack  of  inner  limiting  forces, 
however,  can  result  from  excessive  lack  of  limita- 
tion in  early  childhood.  A child  who  patterns 
his  life  after  an  overpermissive  parent  may  not 
acquire  the  inner  feelings  which  later  should 
limit  his  own  behavior. 

During  early  childhood— from  2 or  3 years  to 
5 to  7 years— many  normal  problems  of  behavior 


present  themselves  to  the  parents  and  to  the 
physician.  By  this  time,  too,  the  results  of 
faulty  parent-child  relationships  become  mani- 
fest, relationships  characterized  by  such  parental 
attitudes  as  overprotectiveness  or  rejection  and 
oversubmissiveness  or  overdomination.  Emo- 
tional disturbances  in  the  child  at  this  period 
may  thus  result  in  delayed  socialization,  anxiety 
symptoms,  or  the  development  of  overaggres- 
sive,  hostile  attitudes.  During  the  latter  part 
of  this  period,  also,  sexual  curiosity  arises,  and 
for  a time  the  child  may  have  difficulty  in  his 
early  attempts  to  accept  his  proper  sexual  role. 
With  all  of  these  problems,  the  parents,  can 
often  benefit  from  the  informed,  understand- 
ing, and  objective  help  of  the  family  physician. 

The  physician  can  be  particularly  helpful  to 
the  parents  concerning  the  sexual  education  of 
the  child.  This  is  a matter  which  parents  often 
find  difficult  to  do  without  the  emotional  sup- 
port of  the  physician.  Yet  it  is  important  that 
the  parents  give  the  child  the  information  he 
needs,  both  as  to  the  anatomy  and  physiology 
of  sex  and  as  to  what,  in  sexual  behavior,  is 
proper  and  socially  permissible.  It  is  impor- 
tant, too,  that  the  child  acquire  this  knowledge 
without  at  the  same  time  acquiring  feelings  that 
sex  is  dirty,  bad,  abnormal,  or  threatening, 
feelings  which  may  later  arise  to  interfere  with 
the  individual’s  achievement  of  heterosexuality 
and  a happy  marriage. 

By  six  or  seven  years  of  age,  the  child  who 
has  experienced  a satisfying  parent-child  rela- 
tionship and  who  has  worked  through  his  feel- 
ings of  jealousy  or  rivalry  toward  his  siblings  or 
early  playmates  now  becomes  less  adult-oriented 
and  more  peer-oriented.  The  child  now  becomes 
increasingly  dependent  upon  his  classmates  and 
playmates  for  his  emotional  satisfactions  and 
his  standards  of  conduct.  Undue  prolonga- 
tion of  the  child’s  emotional  dependence  upon 
his  parent  or  teacher  at  this  time  may  be  an 
emotional  problem  for  which  the  parent  needs 
the  help  of  the  physician.  For  childhood  an- 
xiety or  hostility,  out  of  control  at  this  period, 
can  interfere  seriously  with  school  progress. 

Besides  the  achievement  of  peer  orientation 
at  this  period,  the  child  also  normally  acquires 
habits  in  industry  and  application.  Through 
the  thrill  of  achievement  he  acquires  feelings 
of  self-confidence,  and  through  the  approval 
which  he  wins  from  accomplishment,  he  acquires 
feelings  of  adequacy  and  self-respect.  Persis- 
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tent  failure  at  this  period  can  lead  to  loss  of 
self-esteem  and  self-confidence  and  the  conse- 
quent development  of  an  attitude  of  defeatism. 
If  this  emotional  problem  develops,  it  is  ©ne 
with  which  the  family  physician  can  profitably 
become  concerned.  It  is  important  to  find  out, 
usually  with  the  aid  of  the  psychologist,  what 
the  child’s  capacities  actually  are,  so  that  the 
tasks  expected  of  him  are  kept  within  his 
abilities,  and  he  can  also  experience  the  satis- 
faction of  achievement  and  social  approval. 

There  is  one  more  period  in  childhood  when 
the  knowledge  and  perspective  of  the  family 
physician  can  often  be  of  great  importance  to 
the  parents,  namely  when  the  child  is  approach- 
ing or  entering  adolescence.  At  this  time,  the 
parents  often  complain  to  the  physician  that 
their  child,  who  has  always  been  docile  and 
well  behaved,  is  beginning  to  argue  and  rebel. 
They  usually  go  on  to  explain  that  the  child 
is  losing  interest  in  doing  things  with  the  fam- 
ily, keeps  his  plans  to  himself,  and  objects  to  any 
interference  with  his  plans.  Such  parents  need 
their  doctor’s  assurance  that  this  is  normal  be- 
havior for  this  age.  They  need  to  know  that 
one  of  the  primary  developmental  tasks  of  the 
adolescent  is  to  become  independent  of  his 
parents.  He  is  driven  toward  independence 
by  powerful  physiological  forces,  and  for  a 
while  he  is  likely  to  go  overboard  in  this  re- 
spect. Usually  he  is  worried  and  upset  about 
it  as  his  parents,  and  they  both  need  the  steady- 
ing influence  of  the  family  physician  until  the 
youngster  has  acquired  the  knowledge  and  ex- 
perience necessary  for  him  to  assume  safely  the 
responsibilities  which  he  desires  for  himself. 

These  are  but  a few  of  the  situations  in  which 
the  family  physician  can  play  a constructive 
role  in  keeping  a home  life  happy  and  com- 
fortable, and  in  helping  the  parents  to  maintain 
in  the  home  an  emotional  atmosphere  which 
is  conducive  to  the  normal  emotional  growth 


of  the  children.  The  physician  gives  this  help 
largely  by  being  interested  in  the  family,  by 
listening  uncritically  to  their  emotional  prob- 
lems, and  by  supporting  the  parents,  through 
his  understanding  of  their  feelings  as  well  as 
by  his  professional  knowledge,  to  find  the  solu- 
tion to  their  own  problems  which  is  possible 
for  them.  This  does,  of  course,  take  time,  and 
often  the  physician  may  feel  that  he  has  neither 
the  time  nor  the  training  necessary  to  deal  with 
the  emotional  problems  of  the  family.  The 
time  is  coming,  however,  when  physicians,  both 
in  undergraduate  or  postgraduate  courses,  will 
receive  better  training  in  dealing  with  the  nor- 
mal emotional  problems  of  family  living.  The 
time  will  doubtless  come,  too,  when  most  peo- 
ple will  be  willing  to  pay  to  talk  about  their 
emotional  problems,  so  that  the  physician  can 
afford  to  devote  time  to  this  aspect  of  his  prac- 
tice. But  until  this  time  does  come,  the  phy- 
sician who  makes  it  a point  to  become  aware 
of  the  feelings  of  his  patients  will,  because  of 
this  awareness,  often  know  the  appropriate 
thing  to  do  and  say  to  help  them  with  their 
emotional  difficulties. 

There  is  one  more  function  which  the  family 
physician  can  serve.  He  can  become  familiar 
with  those  resources  in  his  community  which 
can  help  him  and  the  family  to  deal  more  ade- 
quately with  the  child’s  emotional  problems. 
He  can  profitably  become  acquainted  with  key 
people  in  the  school  system,  social  agencies, 
and  recreational  organizations.  He  can  learn 
how  to  make  use  of,  and  how  to  work  with, 
the  clinically  trained  psychologist,  the  social 
worker,  and  the  psychiatrist.  For  as  was  said 
in  the  beginning  of  this  paper,  mental  health  is 
a community  project,  and  its  attainment  is  pos- 
sible only  through  the  cooperation  of  parents, 
teachers,  doctors,  and  all  community  agencies. 
But  in  this  cooperative  effort,  everyone  agrees, 
the  physician  has  an  important  role  to  play. 


NOTICE  OF  CORRECTION 

W.  Warner  Watkins,  M.D.,  Phoenix,  whose  scientific  article  appearing  in 
the  September,  1952  issue  of  Arizona  Medicine  was  titled  FRACTURES  but 
should  have  read  as  follows:  FRACTURES  The  Most  Difficult  Field  In 

Radiology. 
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ACUTE  ALLERGIC  CONDITIONS  OF  THE  ABDOMEN 

A Clinical  Report 

F.  B.  Schutzbank,  B.  S.,  M.  D.,  F.A.C.A. 

Tucson,  Arizona 


Obscure  etiology  frequently  challenges  the  in- 
genuity of  the  doctor  in  his  diagnosis  of  acute 
abdominal  conditions,  especially  when  he  must 
decide  whether  the  patient  has  an  acute  medical 
or  an  acute  surgical  disorder.  The  diagnosis 
may  be  made  easier  in  some  cases  if  it  is  kept 
in  mind  that  an  acute  attack  of  the  digestive 
tract  may  be  the  manifestation  of  a food  allergy. 
Such  attacks  may  simulate  a performated  ulcer, 
gall  bladder  or  renal  colic,  intestinal  obstruc- 
tion, acute  pancreatitis,  appendicitis,  and  cor- 
onary or  mesenteric  thrombosis.  For  such  acute 
allergic  attacks  I have  used  the  term  “acute 
allergic  conditions  of  the  abdomen”.  No  doubt 
many  emergencies  which  come  to  surgery,  and 
in  which  no  definite  pathological  lesion  is  found, 
represent  this  condition.  The  writer  has  never 
seen  a patient  with  an  acute  allergic  condition 
of  the  digestive  tract  who  has  not  suffered  from 
other  definitely  allergic  conditions,  such  as  sea- 
sonal or  perennial  hay  fever,  asthma,  urticaria, 
eczema,  migraine,  or  colitis,  or  given  a posi- 
tive family  history  of  allergy. 

All  of  us  have  seen  cases  of  chronic  dyspep- 
sia, hyperactivity  of  the  bowel  with  excessive 
rumbling  and  gurgling,  excessive  gas  forma- 
tion, intermittent  diarrhea  or  constipation,  so- 
called  nervous  stomach  and  bowels,  gastric 
neuroses,  and  colitis,  that  are  often,  in  my  opin- 
ion, mild  food  allergy  cases.  I am  certain  that 
many  people  suffer  a long  time  with  chronic- 
digestive  tract  symptoms,  frequently  seeking 
medical  aid,  when  all  that  would  be  necessary 
for  relief  would  be  the  elimination  of  some 
allergenic  food  to  which  they  are  sensitive. 
Occasionally,  a hypersensitive  individual  un- 
knowingly ingests  an  offending  food  or  a larger 
than  normally  tolerated  portion  of  an  allergenic- 
food,  and  a severe  reaction  occurs  which  is 
responsible  for  an  acute  attack  of  the  digestive 
tract.  The  following  case  reports  are  illustrative. 
REPORT  OF  CASES 

Case  1.— An  engineer,  aged  thirty-nine,  over 
a period  of  years  suffered  acute  attacks  of  ex- 
cruciating upper  abdominal  pain  associated 
with  collapse,  a state  of  shock,  and  unconscious- 
ness. He  was  hospitalized  in  various  cities 
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where  at  least  a half-dozen  examinations,  includ- 
ing x-rays  and  electrocardiograms,  were  re- 
peatedly negative.  Diagnoses  upon  admission 
to  a hospital  varied  between  gall  bladder  and 
renal  colic,  perforated  ulcer,  acute  pancreatitis, 
and  coronary  or  mesenteric  thrombosis.  Usu- 
ally, before  a diagnosis  was  agreed  upon,  the 
patient  recovered,  and  fortunately,  surgery  had 
never  been  done.  Several  times  on  discharge, 
he  was  told  that  he  had  no  doubt  passed  a gall 
or  kidney  stone.  Recovery  always  occurred  in 
two  or  three  days.  During  an  observed  attack 
he  was  in  a state  of  shock  and  the  liver  was 
palpable  and  tender.  Pain  under  the  right 
ribs  was  excruciating.  On  the  third  day  there 
was  a subieteric  tinge  of  the  sclerae  although 
he  was  recovering  rapidly. 

On  questioning  the  patient  and  his  wife,  it 
was  learned  that  he  had  perennial  and  seasonal 
hay  fever,  chronic  dyspepsia  with  much  rumbl- 
ing and  gas  in  his  bowels,  pruritus  ani,  and  a 
long  family  history  of  allergy.  After  he  had 
recovered  he  had  another  examination,  includ- 
ing complete  allergy  testing.  In  addition  to 
reactions  to  several  pollens  and  other  inhalants, 
he  gave  a 4-plus  reaction  to  eggs  and  chocolate. 
It  then  became  known  that  both  of  the  last 
two  attacks  occurred  on  a Monday  morning 
about  forty-five  to  sixty  minutes  after  he  had 
eaten  four  eggs  for  breakfast.  On  the  pre- 
ceding days,  he  had  spent  the  Sundays  in  the 
country  and  had  brought  home  fresh  eggs.  He 
said,  “They  were  so  good  I ate  four”.  Since 
eliminating  eggs  and  chocolate  from  his  diet, 
he  has  had  no  further  acute  attacks  in  several 
years  and  his  dyspepsia  has  improved.  The  pruri- 
tus ani  and  perennial  rhinitis  cleared  up  com- 
pletely. Ingestion  of  only  one  or  occasionally 
two  eggs  always  caused  a recurrence  of  the 
latter  symptoms,  but  that  was  the  limit  of  his 
tolerance  lest  he  get  an  acute  attack. 

Case  2.— A white  man,  aged  fifty,  became 
acutely  and  violently  ill  with  very  severe  abdom- 
inal cramps  and  mid-abdominal  pain  within 
twenty  minutes  after  eating  a hotel  dinner.  He 
soon  developed  severe  diarrhea  with  profuse 
watery  evacuations.  These  symptoms  lasted 
about  six  hours  and  were  followed  by  vomiting 
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with  collapse  and  complete  inactivity  of  the 
bowels.  A clinical  diagnosis  of  intestinal  ob- 
struction with  ileus  paralyticus,  on  the  basis  of 
a possible  volvulus  or  intussusception,  was 
made  by  the  attending  physician,  and  the  pa- 
tient was  immediately  hospitalized.  He  gave  a 
history  of  having  had  a similar  attack  six 
months  before  at  which  time  he  was  hospitalized 
for  five  days.  Abdominal  roentgenograms 
showed  no  evidence  of  obstruction. 

Several  physicians  in  consultation  for  an  hour 
considered  surgical  interference.  On  question- 
ing the  patient,  it  was  revealed  that  he  had 
suffered  from  hay  fever,  asthma,  urticaria,  ec- 
zema, angioneurotic  edema,  colitis,  and  severe 
pruritus  ani.  However,  he  was  symptom-free 
as  long  as  he  was  on  an  absolute  milk-free  diet. 
He  had  seldom  eaten  away  from  home  in  over 
twenty  years.  Just  prior  to  the  last  two  attacks 
he  had  eaten  out,  and  on  investigation  it  was 
found  that  he  had  unknowingly  eaten  foods 
containing  milk.  With  epinephrine,  antihistaminic 
drugs,  and  intravenous  fluids,  he  improved 
rapidly  and  was  up  after  three  days.  Before 
the  history  of  allergy  was  obtained,  he  was 
considered  to  have  had  an  acute  surgical  condi- 
tion of  the  abdomen. 

Case  3.— A white  woman,  aged  forty-five,  gave 
a past  history  of  hay  fever,  asthma,  colitis  and 
chronic  dyspepsia  or  indigestion  for  twenty  years 
or  more.  For  several  years  she  suffered  from 
frequent  acute  attacks  of  severe  upper  abdom- 
inal pain  and  cramps  with  “formation  of  gas 
pockets”  which  often  required  hypodermic  in- 
jections for  relief.  Examinations  by  various 
physicians  were  always  negative.  She  had  been 
diagnosed  as  a gall  bladder  case  with  gastritis, 
duodenitis  and  pancreatitis,  colitis,  and  gastro- 
intestinal neuroses.  During  several  of  her  severe 
attacks  surgery  had  been  considered,  but  she 
had  refused  because  no  definite  diagnosis  could 
be  made  and  because  she  always  recovered 
within  a day  or  two. 

On  testing,  she  was  found  to  be  sensitive  to 
several  pollens  and  inhalants;  food  tests  proved 
unsatisfactory.  After  trial  elimination  diets, 
it  was  found  that  when  she  was  on  a strict 
milk-free  diet,  her  dyspepsia  and  colitis  cleared 
up  and  the  acute  episodes  subsided.  On  several 
occasions  when  she  ingested  milk,  symptoms 
developed  in  a short  time.  The  severity  of  the 
symptoms  varied  with  the  amount  of  milk  she 
had  taken. 


Case  4.— A white  woman,  aged  forty-five, 
presented  a clinical  picture  similar  to  that  of  the 
first  case,  excepting  that  with  acute  symptoms 
of  the  digestive  tract  she  was  also  asthmatic.  She 
was  known  to  have  a long  history  of  hay  fever, 
asthma,  and  symptoms  of  the  digestive  tract. 
Fish  always  caused  an  allergic  reaction  shortly 
after  its  ingestion.  At  the  time  I saw  her  for 
the  acute  attack  in  question,  she  had  not 
eaten  fish  but  there  was  a platter  of  fish  on  the 
table.  Someone  had  taken  a portion  of  fish,  used 
the  same  spoon  to  take  some  mashed  potatoes 
and  had  left  the  spoon  in  the  dish.  The  patient 
had  taken  some  potatoes  with  the  same  spoon 
and  received  enough  fish  protein  to  cause  a very 
violent  reaction  which  required  epinephrine. 
This  relieved  the  asthma  as  well  as  the  abdom- 
inal pain.  Knowing  this  patient,  the  diagnosis 
was  not  difficult,  but  her  severe  abdominal 
symptoms  could  easily  have  been  mistaken  for 
an  acute  surgical  condition. 

Case  5.— A five-year-old  girl  had  been  taking 
oral  pollen  extract  for  treatment  of  hay  fever. 
One  night,  after  she  had  helped  herself  to  sev- 
eral large  spoonfuls  of  honey,  she  developed 
severe  abdominal  pain.  With  this  history,  epine- 
phrine and  Benadryl  were  administered,  and 
she  was  relieved  of  all  pain  in  about  one  hour. 
Next  day,  there  were  no  after  effects  and  she 
was  perfectly  well  except  for  a stuffy  and  runny 
nose.  The  honey  had,  no  doubt,  contained 
enough  pollen  to  cause  an  allergic  reaction. 

Case  6.— A six-year-old  child  complained  al- 
most every  day  of  severe  “stomach  ache”  and 
frontal  headaches.  As  an  infant  much  diffi- 
culty was  encountered  until  milk  was  eliminated 
from  the  diet.  Since  the  age  of  one  year  the 
child  had  seldom  eaten  foods  containing  milk 
as  they  always  caused  an  acute  flareup  of  ab- 
dominal pain  with  cramps,  bloating,  excessive 
gas  and  diarrhea  with  “scalding  stools.”  The 
stomach  ache  and  headache  always  seemed  to 
go  together.  Carrots,  citrus  fruits,  potatoes  and 
coconut  always  caused  acute  attacks,  although 
not  as  severe  as  did  milk.  The  child  also  had 
perennial  and  seasonal  hay  fever  and  a strong 
family  history  of  allergy  in  both  parents. 

This  patient  was  one  of  the  few  seen  that 
gave  good  skin  tests  to  the  offending  foods  and 
other  substances  with  entirely  negative  tests 
to  most  of  the  things  tested. 

Strict  elimination  diet  and  treatment  by  hy- 
posensitization injections  of  the  offending  in- 


34 


Arizona  Medicine 


October,  1952 


halants  together  with  antihistamine  medication 
and  ACTH  for  the  very  acute  stage  brought 
this  patient  under  prompt  and  satisfactory  con- 
trol. However,  eternal  vigilance  was  necessary 
to  keep  the  child  symptom  free,  but  it  could 
be  done.  As  the  patient  grows  older  the  severity 
seems  to  be  lessening  and  the  child  might  out- 
grow his  allergy  in  large  part  if  continued  pa- 
tience is  exercised. 

One  patient,  a fifty-five-year-old  male,  who  at 
first  was  thought  to  have  an  acute  allergic 
condition  of  the  abdomen,  was  hospitalized  and 
emergency  abdominal  roentgenograms  were 
taken.  Free  air  was  present  under  the  diaphragm, 
and,  at  operation,  a perforated  ulcer  was  found. 
No  previous  ulcer  history  could  be  obtained, 
but  he  was  known  to  have  been  an  allergy 
patient  for  many  years. 

Almost  any  organ  of  the  body  can  be  the 
shock  tissue  in  an  allergic  reaction.  In  the 
first  case,  the  shock  tissue  was  the  liver.  An 
acute  liver  swelling  may  cause  excruciating 
pain,  as  the  inelastic  hepatic  capsule  is  quickly 
stretched  by  the  acute  allergic  edema  of  the 
liver  tissues.  In  such  a case,  there  is  a great 
deal  of  absorption  of  the  offending  protein, 
either  completely  or  partially  digested,  into  the 
portal  circulation,  and  it  is  carried  directly  to  the 
liver.  Absorption  of  an  incompletely  digested 
or  undigested  allergenic  substance  is  more  likely 
to  cause  acute  symptoms  of  the  biliary  tract  in  a 
previously  sensitized  liver.  In  such  instances, 
there  is  the  usual  antigen-antibody  reaction  to 
account  for  the  allergic  condition.  In  this 
case,  the  patient  had  a tolerance  for  one  or 
two  eggs  and  suffered  no  more  than  the  cus- 
tomary dyspeptic  symptoms,  as  previously  des- 
cribed. Here,  there  was  probably  absorption  of 
native  egg  protein,  as  well  as  an  excessive 
amount  of  egg,  due  to  the  large  quantity  eaten. 

In  the  second  patient,  the  shock  tissue  was 
the  intestinal  tract.  The  direct  contact  of  the 
bowel  with  the  offending  food  caused  a severe 
enough  reaction  to  lead  to  symptoms  of  intes- 
tinal obstruction  and  ileus  paralyticus.  Here, 
there  was  probably  a combination  of  smooth 
muscle  spasm  in  the  intestinal  wall  and  an 
acute  allergic  edema  of  the  mucosa. 

Although  acute  allergies  of  the  digestive  tract 
are  usually  due  to  foods,  they  can  be  caused 
by  ingestion  of  drugs,  oral  pollen  extracts,  and 
sometimes  by  parenteral  injection  of  allergenic 
substances.  In  this  type  of  case,  the  tissues  of 


the  digestive  tract  have  been  previously  sensi- 
tized to  the  offending  allergens. 

In  the  differential  diagnosis  of  such  cases  as 
described,  the  history  is  most  important.  Nearly 
all  cases  will  give  a history  of  other  allergic 
manifestations  or  there  will  be  a family  history 
of  allergy  which  may  give  the  clue.  Therefore, 
to  suspect  an  acute  abdomen  of  being  on  an 
allergic  basis,  the  physician  must  be  allergy- 
conscious. No  doubt  the  etiology  of  colic  and 
acute  symptoms  of  the  digestive  tract  in  infants 
and  children  is  frequently  due  to  an  allergy  to 
food. 

These  patients,  be  they  infants,  children  or 
adults,  are  usually  nervous  and  restless  indivi- 
duals. They  are  irritable  and  sleep  poorly  and 
often  complain  that  they  “just  don’t  feel  good.” 
Once  relieved  they  are  most  grateful. 

During  an  acute  attack,  these  patients  will 
usually  have  little  fever,  if  any,  even  though 
they  are  violently  ill.  The  second  patient  de- 
scribed had  a temperature  of  100.4°  on  the 
second  day.  The  white  count  is  usually  within 
normal  limits,  or  it  may  be  low  at  first  and 
moderately  elevated  later.  There  is  usually  little 
or  no  abdominal  muscle  spasticity  present,  al- 
though there  may  be  moderate  spasticity,  but 
rarely  if  ever  marked  or  board-like  rigidity.  An 
acute  abdominal  attack  with  absence  of  rigidity 
is  strong  evidence  of  an  acute  medical  abdomen 
rather  than  an  acute  surgical  abdomen.  Other 
laboratory  tests  and  roentgenograms  will  usually 
be  negative;  however,  an  eosinophilia  may  be 
present  in  the  blood  or  bowel  mucus. 

Too  much  reliability  cannot  be  placed  on  skin 
tests  because  food  extracts  notoriously  do  not 
react  in  a large  percentage  of  the  patients  with 
food  allergies.  Elimination  diets  are  much 
more  satisfactory  in  determining  the  offending 
foods.  In  the  cases  herewith  reported,  the  egg- 
and  fish-sensitive  patients  gave  good  skin  reac- 
tions, but  only  one  of  the  milk-sensitive  patients 
gave  positive  skin  tests  to  milk  or  lactalbumin. 

It  must  be  remembered  that  an  allergic  indi- 
vidual may  have  an  acute  abdominal  condition 
due  to  the  usual  or  common  disorders  which 
are  in  no  way  related  to  allergy.  In  some  cases, 
when  a definite  diagnosis  is  not  possible,  sur- 
gery might  necessarily  be  resorted  to  in  order 
to  be  certain  and  safe. 

SUMMARY  AND  CONCLUSION 

1.  Food  allergies  may  cause  acute  reactions 
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of  the  digestive  tract  and  may  simulate  a per- 
forated ulcer,  gall  bladder  or  renal  colic,  acute 
pancreatitis,  intestinal  obstruction  and  ileus  par- 
alyticus, and  coronary  or  mesenteric  thrombosis. 
In  such  cases,  the  term  “acute  allergic  condi- 
tions of  the  abdomen”  has  been  used. 

2.  Six  cases  are  reported  as  illustrations. 

3.  When  the  gastrointestinal  tract  or  liver 
is  the  shock  organ,  an  acute  attack  may  be  mis- 
taken for  an  acute  surgical  abdomen. 

4.  In  any  acute  abdominal  condition,  where 
the  diagnosis  is  not  clear,  the  physician  should 
be  allergy-conscious  and  should  question  the 
patient  or  family  about  a past  history  of  allergy, 
as  there  will  nearly  always  be  other  allergic 
manifestations,  present  or  past,  to  give  a clue. 

In  determining  the  offending  foods,  elimina- 


tion diets  are  more  satisfactory  in  most  cases 
than  skin  tests.  Negative  tests  do  not  rule  out 
the  possibility  of  food  allergy. 

6.  In  some  cases  the  administration  of  epine- 
phrine and  antihistaminic  drugs  will  serve  as  a 
therapeutic  as  well  as  a diagnostic  measure. 
ACTH  and  cortisone  are  valuable  new  drugs  to 
be  considered  in  the  immediate  treatment  for 
relief  of  acute  allergic  conditions  of  the  abdo- 
men. 

7.  It  must  be  remembered  that  even  severe 
food  allergy  patients  can  have  an  acute  abdo- 
minal condition  from  the  more  common  non- 
allergic  causes.  All  patients  with  acute  abdo- 
minal symptoms  must  be  studied  carefully,  and 
in  some  cases  surgery  may  have  to  be  done  to 
be  on  the  safe  side. 


PRINCIPLES  IN  ONCOLOGY 

Ludwig  Lindberg,  M.  D. 
Tucson,  Arizona 


Introduction-.—  In  order  to  learn  anything  in 
meetings  it  is  mor  profitable  to  discuss  prob- 
lems met  in  experience  than  to  boast  of  accom- 
plishments. I wish  to  discuss  some  of  the  prin- 
cimples  and  the  changing  concepts  in  the  con- 
trol of  cancer. 

Oncology:— For  many  years  cancer  has  been 
largely  problems  for  the  surgeons,  the  radiolo- 
gists, and  the  pathologists,  working  too  often 
more  or  less  independently.  The  accumulated 
knowledge  of  cancer,  acquired  with  such  tre- 
mendous efforts  and  often  in  a hazardous  and 
costly  manner,  has  emerged  as  a special  field 
in  medicine  known  as  cancer  and  allied  diseases, 
or  briefly  as  oncology. 

Oncology  is  defined  as  the  study  of  true 
tumors  or  neoplasms.  For  years  oncology  has 
been  ridiculed  and  had  much  opposition,  organ- 
ized and  unorganized,  lay  and  professional.  The 
failure  to  recognize  and  fully  appreciate  this 
specialty  continues  to  retard  progress  and  to 
reap  a harvest  in  the  haphazardous  manner  of 
dealing  with  cancer  in  the  past  and  even  into 
the  present  time.  Cancer  should  not  serve  sim- 
uly  as  an  occasional  side-line  in  surgery,  in 
radiology,  or  in  any  other  specialty;  more  study 
and  effort  are  needed;  this  is  contrary  to  the 
teaching  that  every  physician  should  diagnose 
and  treat  cancer. 

It  is  true  that  oncology  cuts  a cross-section 
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through  most  medical  and  surgical  specialties. 
Therefore,  all  specialists,  including  the  orthope- 
dists and  the  urologists,  sometimes  need  the 
help  and  co-operation  of  the  oncologist— just  as 
much  as  he  needs  th  help  of  other  specialists. 

Pathology:— More  attention  should  be  given 
to  the  pathology  of  tumors,  the  foundation  of 
oncology.  The  study  of  tissue  cells  of  a neo- 
plasm establishes  the  cell-type  and  frequently 
the  degree  of  anaplasia  or  malignancy.  The 
grading  of  malignancy  of  tumors,  if  correctly 
done,  is  often  an  important  guide  in  the  clinical 
management  of  the  disease.  Cellular  pathology, 
introduced  by  Virchow  100  years  ago,  has  not 
made  as  rapid  progress  as  expected;  the  recent 
introduction  of  smears  for  cancer  has  helped  by 
emphasizing  the  importance  of  cytology. 

The  smears  may  be  valuable  in  screening 
tests  for  cancer,  but  tissue  diagnosis  is  usually 
required  before  radical  surgery  or  irradiation 
is  undertaken. 

To  do  a biopsy  of  every  lesion  suspected  of 
being  cancer  is  scientifically  correct;  but  it  is 
not  always  necessary,  desirable,  nor  to  the  best 
interests  of  the  patient.  Much  depends  on 
where,  how,  and  when  the  biopsy  is  performed. 
Many  skin  lesions  can  be  recognized  clinically 
as  cancer,  and  biopsy  is  often  done  merely  for 
confirmation  or  for  statistical  purposes.  When 
a biopsy  is  performed,  the  patient  should  be 
treated  immediately  without  weeks  of  delay. 


36 


Arizona  Medicine 


October,  1952 


History  and  Physical  Examination:—  History 
and  physical  examination  in  cancer  are  as  im- 
portant as  in  other  diseases.  The  physician’s 
knowledge  and  experience  with  tumors  help  him 
in  arriving  at  a diagnosis  of  cancer  or  probable 
cancer  and  in  deciding  what  measures  are  ac- 
tually needed  in  the  final  diagnosis  and  treat- 
ment. 

The  cancer  patient  should  be  told,  gradually 
and  tactfuly,  the  truth  about  his  disease;  cer- 
tainly the  relatives  should  know  the  whole  truth. 
The  shock  of  the  truth  is  usually  over  in  a few 
days,  and  the  patient  becomes  more  appreciative 
and  co-operative  so  that  proper  and  sufficient 
treatment  can  be  given.  If  the  patient  is  not 
told  the  truth,  he  feels  that  th  doctor  is  either 
deceptive  or  doesn’t  know,  and  keeps  on  going 
elsewhere  until  some  doctor  finally  explains  the 
diagnosis.  The  most  valuable  time  is  lost  and 
the  disease  is  progressing  into  the  incurable 
stages  and  death.  Several  patients  are  now 
dead  largely  because  no  one  was  supposed  to 
tell  them  the  nature  of  the  disease  and  what 
ought  to  be  done  about  it.  If  the  physician  is 
too  frightened  to  tell  the  truth,  he  had  better  ask 
for  consultation. 

Surgery Surgery  in  cancer  is  done  for  diag- 
nosis and/or  treatment.  On  surgical  exploration 
of  the  body  cavities,  effort  should  be  made  to 
obtain  appropriate  material  for  microscopic 
examination  in  every  case  if  at  all  possible. 

When  cancers  are  operated  upon,  it  is  of  im- 
mense help  to  have  the  surgical  pathologist 
present  to  examine  the  tissue  microscopically 
during  the  operation  when  he  can  be  of  the 
most  service  to  the  patient.  Immediate  tissue 
diagnosis  usually  gives  the  surgeon  the  cell-type 
of  the  tumor  and  the  degree  of  anaplasia,  which 
are  guiding  factors  in  deciding  the  extent  of  the 
operation  and  subsequent  treatment.  It  has 
been  said  that  breast  lesions  should  not  be  oper- 
ated upon  unless  such  facilities  are  available. 
The  pathologist  should  be  used  as  a consultant 
in  disease  rather  than  as  a laboratory  micros- 
copist. 

The  effectiveness  of  surgery  in  producing  a 
cure  of  cancer  depends  entirely  on  complete 
removal  of  all  the  cancer  cells  as  well  as  the 
cancer.  A wound  may  look  surgically  clean 
and  contain  numerous  cancer  cells  which  insure 
prompt  recurrence  of  the  malignant  tumor.  The 
mental  grasp  of  the  disease  should  dictate  the 
surgical  technique. 


If  it  is  decided  that  the  patient  should  have 
both  surgery  and  irradiation,  there  should  not  be 
too  much  delay  between  administration  of  the 
two  kinds  of  treatment;  the  optimum  time  must 
be  observed,  usually  within  2 to  6 weeks. 

Surgery  is  also  used  to  remove  the  residual 
tumor,  the  irradiated  and  perhaps  damaged  tis- 
sue, and  to  repair  the  tissues  destroyed  by  heavy 
irradiation  or  by  the  cancer  itself.  Such  opera- 
tions are  undertaken  after  the  activity  of  the 
cancer  is  under  control.  It  is  futile  to  attempt 
surgical  repair  of  tissues  containing  actively 
growing  cancer. 

Irradiat ion:—  Ionizing  irradiation  kills  or  in- 
capacitates the  cancer  cells  in  situ;  that  is  the 
objective  regardless  of  the  method  and  means 
employed— usually  x-rays  and  radium.  It  is 
used  as  the  sole  treatment  or  in  combination 
with  surgery. 

The  degree  of  radio-snsitivity  of  the  tissues 
varies  with  the  cell  type.  Attempts  have  been 
made  to  grade  the  radio-sensitivity  of  tumors 
on  microscopic  examination  as  a help  in  irradia- 
tion therapy.  It  has  been  found  that  the  so- 
called  radio-sensitivity  of  tumors  is  about  as 
variable  as  the  operability  and  is  dependent  on 
the  means  and  method  of  treatment  as  much 
as  on  the  nature  of  the  cancer.  Some  aspects  of 
radio-sensitivity  can  be  ascertained  by  patholog- 
ical examination,  such  as  the  cell-type,  degree  of 
anaplasia,  and  amount  of  fibrosis,  but  patients 
as  well  as  tumors  vary  greatly  in  the  response 
to  irradiation,  and  the  judgment  of  dosage  has 
to  be  left  to  the  radiologist. 

Irradiation  therapy  has  been  much  abused 
and  badly  maligned.  It  has  been  abused  in 
such  manners  as  giving  too  small  or  too  large 
doses,  in  using  200  kv.  machines  for  superficial 
basal-cell  epitheliomas,  etc.  If  5%  of  the  re- 
ports of  irradiation  burns  in  the  lay  and  medical 
press  were  true,  irradiation  therapy  should  be 
discontinued  or  severely  limited  to  those  who 
are  qualified  to  use  it.  The  disease  is  often 
forgotten.  To  tell  a patient  that  he  was  “burn- 
ed” with  x-rays  is  about  the  same  as  telling 
him  that  he  was  “butchered”  by  the  operation. 

Therapeutic  radiology  is  definitely  a large 
clinical  field  and  not  an  isolated  laboratory  pro- 
cedure. The  radio-therapist  gets  more  help 
from  a discussion  of  the  patient’s  condition  and 
nature  of  the  disease  than  from  telling  him 
how  many  treatments  or  how  much  irradiation 
to  give  the  patient.  It  is  also  wrong  to  tell  the 
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patient  to  get  a few  or  some  x-ray  treatments 
when  a whole  long  series  of  carefully  planned 
treatments  is  the  major  item  in  the  possibility 
of  cure. 

It  is  most  regrettable  that  pre-operative  irra- 
diation has  largely  gone  out  of  style  in  some 
localities.  Pre-operative  irradiation  is  still  ur- 
gently needed  and  serves  a most  useful  pur- 
pose in  some  cases,  when  properly  employed. 
In  dealing  with  fast  growing  or  rapidly  metas- 
tasizing cancer,  the  best  treatment  is  irradiation 
first,  before  surgery,  in  an  attempt  to  get  the 
disease  under  control,  and  then  determine 
whether  or  not  any  surgery  is  indicated  or  pos- 
sible. That  is  the  same  principle  used  in  deal- 
ing with  acute  infections. 

Example  of  Pre-operative  Irradiation:  The 
case  of  Mr.  G.,  a white  male,  age  58,  who  came 
in  by  ambulance  on  June  13,  1947,  and  was 
barely  able  to  walk.  He  had  had  a thorough 
study  elsewhere  resulting  in  a diagnosis  of  car- 
cinoma of  the  left  kidney.  He  had  lost  30-40 
lbs.  in  weight,  was  toxic,  anemic,  weak,  and 
cachectic. 

At  this  time  x-ray  films  of  the  lungs  were 
negative.  At  first  only  a few  palliative  x-ray 
treatments  were  considered,  starting  with  lOOr 
to  one  area.  He  improved  so  rapidly  that  irra- 
diation was  continued  until  he  had  had  2185 
r/air  to  each  of  2 areas,  anterior  and  posterior 
regions  of  left  kidney.  Clinical  improvement 
continued,  and  nephrectomy  was  performed  by 
the  urologist  about  two  months  after  irradiation. 
The  diagnosis  of  adenocarcinoma  of  the  kidney 
was  confirmed  by  the  pathologist.  The  patient 
has  now  been  well  for  almost  five  years. 

Example  of  Post-operative  Irradiation:  When- 
ever there  is  any  possibility  that  all  of  the  cancer 
has  not  been  removed  surgically  and  the  patient 
cured,  post-operative  irradiation  should  be  con- 
sidered. 

The  following  case  report  will  show  that  sar- 
coma does  not  always  mean  certain  death: 

Mrs.  W.,  a white  woman,  age  29  was  first 
seen  in  1942.  Sh  had  a history  of  having  a 
large  tumor  mass  in  left  groin  for  10  months. 
A biopsy  was  done  first  and  the  pathological 
diagnosis  was  fibrosarcoma  of  low  grade  malig- 
nancy. On  consultation,  the  x-ray  men  advised 
that  in  this  type  of  lesion  their  experience  with 
irradiation  therapy  has  shown  little  or  no  result. 
In  view  of  the  fact  that  no  benefit  could  be 
anticipated,  and  in  view  of  possible  undesir- 


able complication,  irradiation  therapy  was  not 
advised.  The  tumor  of  the  left  groin  was  re- 
moved surgically  on  Feb.  11,  1942,  two  weeks 
after  the  biopsy,  and  measured  12.5  cm.  in  length 
and  3.75  cm.  in  diameter,  filling  the  left  in- 
guinal canal  and  extending  above  and  below  it. 
The  peritoneum  was  not  opened,  but  enlarged 
lymph  nodes  could  be  felt  deep  in  the  pelvis. 
It  was  considered  unwise  to  try  to  remove  these 
nodes  because  of  their  extensive  involvement. 

The  patient  came  to  Tucson  and  in  Sept.  1942 
consulted  a doctor  about  a tumor  mass,  approx. 
5 cm.  in  diameter,  developing  in  the  lower  left 
abdominal  wall,  half  way  between  the  unbilicus 
and  the  inguinal  canal;  this  tumor  was  excised 
surgically  and  the  pathological  diagnosis  was 
fibrosarcoma. 

She  was  first  seen  by  us  on  Nov.  14,  1942, 
when  she  had  recurrences  in  the  lower  left  ab- 
dominal wall,  a ridge  along  the  crest  of  the 
left  ilium,  and  induration  under  the  incisional 
scar  in  the  groin.  X-ray  films  of  the  chest  were 
then  negative.  X-ray  treatments  were  given  to 
both  areas,  left  pelvis  and  lower  abdominal 
wall,  200  r/air  daily  to  each  area  to  a total  dose 
of  2448  r to  each  port,  using  200  kv.  and  1 mm 
copper  filter. 

Recovery  was  slow.  A year  later  she  com- 
plained of  pain  in  the  back,  left  pelvic  bones 
and  hip.  A second  series  of  x-ray  treatments 
were  given,  total  of  2118  r/air  to  each  of  2 
areas,  anterior  and  posterior  left  pelvis,  and 
800r  to  lateral  left  pelvis.  The  patient  gradually 
recovered  and  resumed  usual  duties. 

In  Jan.  1947,  she  gave  birth  to  a normal 
baby.  She  had  two  small  areas  of  telangiectasia 
near  the  scar  in  the  groin  which  caused  no 
symptoms. 

On  April  9,  1952,  she  reported  that  the  menses 
were  regular  and  normal.  She  had  twins  3 years 
ago  (1949)  and  they  are  normal  and  healthy. 

Incurables:  We  should  do  all  we  can  for 
the  cancer  patient,  but  intensive  treatment  in 
hopeless  cancer  cases  is  not  advocated.  How- 
ever, even  far  advanced  cases  such  as  carcinoma 
of  the  stomach  and  lung  metastases  from  osteo- 
genic sarcoma  have  obtained  considerable  relief 
and  comfort  for  thre  months  or  more  from 
x-ray  therapy.  Apparently  incurable  cases  of 
carcinoma  of  the  cervix  and  cancer  of  the  ovaries 
have  been  practically  normal  for  as  long  as 
four  yars  following  palliative  irradiation  treat- 
ments, and  then  died  from  cancer.  ];  ‘ 
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Follow-up  Examinations:  After  the  patient 

has  been  treated  and  is  apparently  free  from 
cancer,  he  should  have  check-up  examinations 
every  two  months  for  several  years.  Follow-up 
examinations  every  6 months,  as  so  widely  and 
universally  advocated,  are  too  far  apart;  cancer 
can  recur  and  grow  to  a large  size  and  into  the 
incurable  stage  in  3 months. 

Experimental  Therapy:  Experimental  therapy 
in  cancer  is  justifiable  only  with  the  patient’s 
consent  and  full  knowledge  of  the  nature  and 
stage  of  his  disease— and  after  the  proved  meth- 
ods of  treatment,  surgery,  radium  and  x-ray 
therapy,  have  failed. 

The  use  of  hormones  in  the  palliative  treat- 
ment of  some  cancers  has  been  found  useful, 
but  no  cures  have  been  produced.  The  same 
may  be  said  of  chemo-therapv  and  the  radio- 


active isotopes;  radio-active  phosphorus  is  use- 
ful in  polycythemia  vera. 

Ultra-radical  surgery  (eviscerectomies)  is  still 
experimental,  and  the  salvage  of  the  otherwise 
hopeless  cancer  cases  is  small.  The  procedure 
has  helped  to  make  the  less  radical  operations 
more  thorough,  and  has  added  to  our  knowl- 
edge of  tumor  pathology. 

Economics:  For  years  money  has  been  col- 

lcted  from  the  public  to  help  in  the  control  of 
cancer.  The  major  portion  of  such  funds  should 
be  spent  on  the  actual  care  of  the  cancer  pa- 
tient. The  doctor,  who  does  most  of  the  work, 
should  get  a little  help  in  the  care  of  some  of 
the  charity  patients.  Public  health  education 
and  research  are  necessary  and  desirable,  but  in 
this  state  the  actual  treatment  of  the  patient 
should  have  priority. 


CONGENITAL  HIPS  IN  THE  PRACTICE  OF  EVERY  PHYSICIAN 

Harold  E.  Crowe,  M.  D. 

Los  Angeles,  California 


In  spite  of  the  fact  that  Dr.  Putti  in  Bologna 
about  1929,  and  again  Dr.  Faber  in  Munich  in 
1937,  called  attention  to  the  importance  and 
possibility  of  early  diagnosis  of  congenital 
his  disease;  this  problem  has  been  largely 
overlooked  throughout  the  United  States,  ex- 
cept among  physicians  specializing  in  this  field. 

The  finest  programs  of  early  diagnosis,  early 
treatment,  and  excellent  results  have  been  car- 
rid  out  in  northern  Italy,  western  Czechoslo- 
vakia, and  in  the  Scandinavian  countries.  While 
much  of  this  material  has  been  published  in  the 
United  States,  it  is  still  not  widely  known. 

The  thing  which  brought  the  subject  sharply 
into  focus  was,  the  finding  in  1937  by  Faber 
of  Munich,  that  there  seemed  to  be  a definite 
hereditary  character  in  the  development  of 
the  congenital  hip  which  is  probably  best  spoken 
of  as  congenital  dysplasia  of  the  acetabulum. 
It  seemd  to  take  the  authority  of  a dictatorship 
to  make  Dr.  Faber’s  work  possible,  in  the  sense 
that  he  was  able  to  order  relatives  to  appear 
for  x-ray  irrespective  of  their  wishes  in  the 
matter  and  so  was  able  to  site  the  interesting 
case  of  a child  with  a congenital  disclosation 
of  the  hip  who  in  his  medical  history  denied 
having  any  relatives  with  hip  disease.  How- 
ever, having  suspected  that  many  cases  of  con- 
genital hip  went  on  to  apparent  normal  adult 
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life,  but  could  be  recognized  by  x-ray,  it  was 
possible  to  order  150  relatives  of  this  child  to 
appear  for  x-ray  studies.  Among  the  150 
relatives  of  one  youngster  he  demonstrated  nine 
true  dislocations  of  the  hip  and  23  of  the  cases 
which  are  called  predislocations  or  subluxations, 
in  which  the  acetabular  roof  had  developed 
sufficiently  to  permit  weight  bearing  without 
any  marked  handicap  but  in  which  a definite 
defect  is  demonstrable  by  x-ray. 

The  most  interesting  part  of  this  study,  from 
point  of  view  of  the  welfare  of  the  community, 
is  the  problem  of  the  23  persons  among  the  150 
relatives  who  had  hips  which  they  had  supposed 
were  normal,  in  which  a failure  of  satisfactory 
development  of  the  acetabular  roof  was  present 
so  that  an  inadequate  weight  bearing  structure 
was  present  although  entirely  asymptomatic 
through  the  early  years  of  the  patient’s  life. 

Since  the  recognition  of  this  type  of  congeni- 
tal hip  as  one  which  is  not  quite  sufficiently  se- 
vere to  have  a true  dislocation,  we  have  com- 
menced to  recognize  these  patients  in  their 
middle  years  when  they  should  be  at  the  peak 
of  their  productive  life,  developing  severely 
disabling  degenerative  changes  in  hip  joints 
which  they  had  supposed  were  normal  up  to 
age  forty-five  or  fifty.  This  type  of  degenera- 
tive joint  change  has  even  been  observed  in 
people  in  their  middle  twenties  who  had  been 
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relatively  athletic  youngsters  during  college 
days.  Such  hips,  once  they  commence  to  pro- 
duce symptoms,  will  be  productive  of  pain 
which  can  be  extremely  severe  and  very  dis- 
abling in  the  sense  that  the  person  in  the  course 
of  walking  is  suddenly  caught  by  an  acute 
pain  deep  in  the  groin  which  is  sufficient  to 
stop  motion  irrespective  of  whether  he  may  be 
crossing  traffic  lanes  or  in  a position  where  his 
footing  is  decidedly  precarious  and  motion  is 
necessary  for  safety. 

The  appearance  of  disabling  hip  disease  dur- 
ing the  middle  years  of  life  when  the  patient’s 
children  are  usually  ready  for  college  and  con- 
sequently most  in  need  of  financial  help,  and 
at  a time  when  the  worker  should  be  at  his 
best  from  point  of  view  of  wage  earning  and 
contribution  to  the  community  in  the  way  of 
production,  is  a serious  problem  and  one  which 
should  not  exist  if  early  diagnosis  and  simple 
early  threatment  might  become  the  rule  rather 
than  the  exception. 

It  is  now  quite  simple  to  diagnose  these  hip 
dysplasias  in  the  first  three  months  of  life. 
The  posture  of  the  child’s  lower  extremities,  in 
the  sense  that  they  are  held  adducted  instead 
of  widely  abducted  as  an  habitual  posture,  and 
differences  in  the  creases  at  the  gluteal  fold, 
or  groin  fold,  are  signs  which  are  very  obvious 
and  easily  seen  by  any  physician.  In  case  these 
signs  are  observed  it  is  quite  simple  to  take 
an  antero-posterior  roentgenogram  of  the  pelvis 
and  demonstrate  that  a transverse  line  drawn 
over  the  upper  tips  of  the  ischial  shadows  will 
make  an  angle  with  a line  drawn  along  the  ace- 
tabular roof  which  is  well  above  the  normal 
angle  for  the  inclination  of  this  bone  shadow. 
In  studies  of  many  newborn  pelves  by  x-ray  the 
Scandinavians  seem  to  have  demonstrated  quite 
definitely  that  the  newborn  child  should  have 
an  angle  which  is  30  degrees  or  under  at  the 
time  of  birth  and  that  this  angle  should  come 
down  to  26  degrees  by  the  time  the  child  is  four 
months  of  age.  This  angle  is  very  simple  to 
measure  and  seems  to  have  a definite  impor- 
tance in  the  early  recognition  and  prognosis 
of  dysplasia  of  the  acetabulum. 

Treatment  in  this  disturbance  in  the  hips  of 
infancy  is  simple.  Any  technique  which  will 
permit  maintenance  of  wide  abduction  of 
the  thighs  at  all  times,  except  for  the  period  of 
a bath,  will  produce  complete  recovery  in  al- 
most all  cases  without  any  other  treatment  so 


that  the  youngster  can  anticipate  normal  hips 
throughout  his  lifetime.  The  infant  diagnosed 
in  the  first  three  months  of  life  and  treated 
during  the  first  year  of  life  can  usually  anticipate 
perfectly  normal  hips  without  future  disability. 

In  presenting  this  subject  to  the  General 
Meeting  of  the  Arizona  State  Medical  Society, 
one  case  is  presented  which  seems  to  settle  the 
argument  about  the  importance  of  the  angles  of 
acetabular  acclination  in  infancy.  A newborn 
baby,  being  the  grandchild  of  a very  prominent 
surgeon,  was  X-rayed  shortly  after  birth  in  one 
of  the  leading  hospitals  in  Los  Angeles,  appar- 
ently simply  because  of  the  fact  that  the  grand- 
father was  an  important  man,  the  child 
having  no  obvious  disturbance  which  anyone 
had  recognized.  After  the  X-rays  were  taken  it 
was  discovered  that  the  child  had  only  eleven 
ribs  on  each  side.  There  was  a great  deal  of 
emotional  storm  over  the  fact  that  the  first 
rib  was  congenitally  absent  and  that  the  child’s 
upper  lung  was  exposed  to  trauma  and  conse- 
quently its  life  evpectancy  was  probably 
short,  all  of  which  was  a tempest  in  a teapot 
which  had  no  background  in  fact.  It  was 
easy,  studying  these  original  X-rays,  to  discover 
that  the  child  actually  had  a normal  first  rib 
and  that  the  absent  rib  was  the  twelfth 
which  is  not  an  uncommon  congenital  anomaly. 
However,  in  the  original  films,  by  accident,  the 
pelvis  had  been  included  in  one  of  many  X-ray 
pictures  and  in  these  pelvic  films  it  was  possible 
to  discover  that  the  angle  of  the  acetabular  roof 
on  both  sides  was  45  degrees.  Subsequently, 
due  only  to  the  interest  of  a curious  mother,  it 
was  noted  that  somehow  one  lower  extremity 
appeared  to  be  different  from  the  other.  This 
resulted  in  consultation  with  an  orthopaedist 
who  saw  the  obvious  difference  in  the  length 
of  the  gluteal  fold  and  groin  fold  on  the  right 
side,  in  which  the  head  of  the  femur  had 
started  to  migrate  out  of  the  acetabulm,  while 
the  opposite  side  having  started  with  the  iden- 
tical X-ray  findings  was  developing  nor- 
mally without  any  future  disturbance  to  be 
anticipated.  At  this  point  the  child  was  treated 
simply  by  placing  a pillow  between  the  knees, 
the  pillow  being  water-proofed  and  held  in 
place  by  suspenders  over  the  baby’s  shoulders 
so  that  the  limbs  were  kept  in  wide  abduction 
constantly  except  for  the  time  the  child  was 
in  her  bath.  At  the  end  of  five  months  the  right 
hip,  which  had  started  to  form  a false  aceta- 
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bulm  and  was  migrating  toward  complete 
dislocation,  was  identicel  with  the  opposite  hip 
with  the  result  that  at  the  age  of  ten  months 
the  child  now  has  two  normal  hips. 

The  reason  for  this  presentation  is  the 
fact  that  early  diagnosis  and  simple  treat- 
ment will  prevent  serious  physical  handicap. 
Since  this  diagnosis  is  usually  easy  to  make  and 
the  treatment  is  so  simple  in  the  first  few  months 
of  the  child’s  life,  we  have  really  now  very  little 
excuse  for  overlooking  the  diagnosis  and  insti- 
tuting treatment  early  enough  to  produce  good 
results,  as  compared  to  fair  residts  we  formerly 
achieved  when  the  diagnosis  was  routinely  made 
after  the  child  had  started  to  walk. 


AMERICAN  COLLEGE  OF 
ALLERGISTS 

PITTSBURG,  PA.  — Excessive  amounts  of 
of  vitamin  Bi  (thiamine  hydrochloride)  may 
cause  serious  circulatroy  distrubances,  ac- 
cording to  Dr.  S.  H.  Jaros  in  a paper  jointly 
prepared  by  himself  and  two  co-workers,  which 
he  read  here  today  at  the  opening  session  of  the 
Eighth  Annual  Congress  of  the  American  Col- 
lege of  Allergists. 

As  chief  of  the  Allergy  Clinic,  Grasslands 
Hospital,  Valhalla,  New  York,  Dr.  Jaros  collabo- 
rated with  W.  L.  Wnuck  and  E.  C.  DeBeer, 
both  of  the  Wellcome  Research  Laboratories, 
Tuckahoe,  New  York,  in  a report  which  des- 
cribed how  the  three  men  produced  vasomotor 
collapse  in  anesthetized  dogs  by  administering 
large  doses  of  the  vitamin,  one  of  the  great 
health  builders  of  today. 

Although  infrequent,  temporary,  and  no  cause 
for  public  alarm,  the  unfavorable  effect  of 
vitamin  B,  in  undue  quantities  is  similar  to 
that  caused  by  histamine.  Dr.  Jaros  said.  He 
pointed  out  that,  despite  wide  use  of  Bi,  only 
a few  unfavorable  reactions  to  this  vitamin  have 
been  reported  to  date.  These  few,  he  said,  have 
invariably  been  ascribed  to  allergy  — a con- 
clusion he  now  “gravely  doubts”  in  the  light  of 
new  findings. 

PERSONAL  NOTES 

Dr.  Louis  G.  Jckel,  Phoenix,  attended  the 
annual  meeting  of  the  Pacific  Dermatological 
Association.  Held  at  San  Francisco,  California 
August  29-31,  and  was  elected  Vice-President  of 
the  organization  for  the  coming  year. 


Reserve  Officers  To  Receive  Credit 
Points  For  Attending  Association  Of 
Military  Surgeons  Annual  Meeting 

Reserve  credit  points  may  be  earned  by 
medical  service  Reserve  Officers  for  attendance 
at  the  daily  sessions  of  the  forthcoming  59th 
annual  meeting  of  the  Association  of  Military 
Surgeons  the  Department  of  Defense  has  an- 
nounced. Eligible  medical  officers  of  the  Army, 
Navy,  and  Air  Force  Reserves  may  participate, 
and  the  authorization  covers  physicians,  den- 
tists, veterinarians,  nurses,  Women’s  Medical 
Specialist  and  Medical  Service  Corps  officers. 

The  various  sessions  of  the  meeting,  which 
will  be  held  at  the  Statler  Hotel  in  Washington, 
D.  C.,  November  17-19,  under  the  presidency 
of  Major  General  Harry  G.  Armstrong,  Surgeon 
General  of  the  Air  Force,  are  recognized  as  be- 
ing devoted  to  subjects  having  direct  military 
application.  Therefore,  it  will  be  an  excellent 
opportunity  for  Reserve  Officers  to  be  brought 
up  to  date  on  the  latest  developments  of  mili- 
tary medicine. 

Point  credits  will  be  awarded  on  the  basis  of 
one  point  for  each  day  of  attendance,  provided 
meetings  attended  total  more  than  two  hours. 
Registration  for  point  credits  will  be  handled 
by  representatives  of  Second  Army,  Navy  Bureau 
of  Medicine  and  Surgery,  and  First  Air  Force. 
Properly  authenticated  reports  will  be  rendered 
to  all  Army  Headquarters,  Naval  Districts  and 
the  Reserve  Recording  Unit,  and  Numbered  Air 
Forces. 

Note : Prepared  and  forwarded  for  your  per- 
sonal information  and  that  of  the  membership. 
ARIZONA  ADVISORY  COMMITTEE  TO  THE 
SELECTIVE  SERVICE  SYSTEM 
Joseph  Madison  Greer,  M.D.,  Chairman 
Phoenix,  Arizona 
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THE  COUNCIL-ACCEPTED  USES  OF 

Dramamine* 


NOW  ARE: 


SYMPTOMATIC  CONTROL  OF 
NAUSEA  AND  VOMITING 
ASSOCIATED  WITH 


pregnancy 

therapy  with  certain  drugs  ( antibiotics , etc.) 

electroshock  therapy 

narcotization 


MANAGEMENT  OF  VERTIGO  IN 


Meniere's  syndrome 
radiation  sickness 
hypertension 
fenestration  procedures 
labyrinthitis 


MANAGEMENT  OF 
VESTIBULAR  DYSFUNCTION 
ASSOCIATED  WITH 


Tablets : 50  mg.  each 

Liquid  : 12.5  mg.  in  each  4 cc. 


Streptomycin  therapy 


— and , of  course , MOTION  SICKNESS 


ramamine® 

BRAND  OF  DIMENHYDRINATE 
® 

SEARLE 

RESEARCH  IN  THE  SERVICE 
OF  MEDICINE 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 


42 


Arizona  Medicine 


October,  1952 


RECOGNIZE  THE  POWER  OF  YOUR  VOTE 


ONE  MORNING  IN  1844,  A GRAIN  MILLER  IN  DE  KALB  COUNTY, 
INDIANA,  WAS  WALKING  TOWARD  HIS  MILL.  IT  WAS  ELECTION 
DAY  BUT  HE  HAD  WORK  TO  DO  THAT  WOULD  KEEP  HIM  BUSY  ALL 
DAY  AND  HE  HAD  DECIDED  TO  FOREGO  CASTING  HIS  BALLOT. 
BEFORE  REACHING  THE  MILL  IIE  WAS  STOPPED  BY  FRIENDS  AND 
PERSUADED  TO  GO  TO  THE  POLLS.  IT  SO  HAPPENED  THAT  A WIN- 
NING CANDIDATE  WON  BY  JUST  ONE  VOTE-AND  THE  MILLER  HAD 
VOTED  FOR  HIM. 


THE  DE  KALB  MAN  CAST  THE  DECIDING  VOTE  SENDING  EDWARD 
ALLEN  HANNEGAN  TO  THE  UNITED  STATES  SENATE  WHEN  THE 
INDIANA  LEGISLATURE  CONVENED  (UNTIL  1912,  LEGISLATURES 
ELECTED  U.  S.  SENATORS),  AND  WHEN  THE  QUESTION  OF  STATE- 
HOOD FOR  TEXAS  CAME  UP  FOR  VOTE,  THE  RESULT  WAS  A TIE 
VOTE;  BUT  SENATOR  HANNEGAN,  PRESIDING  AS  “PRESIDENT  PRO 
TEMPORE”  OF  THE  SENATE,  CAST  THE  DECIDING  VOTE  IN  FAVOR 
OF  ADMITTING  TEXAS.  THUS,  THE  MILLER’S  VOTE  AFFECTED  THE 
DESTINY  OF  THE  WHOLE  STATE  OF  TEXAS. 


OHIO'S  25  ELECTORAL  VOTES  WENT  TO  THE  SUCCESSFUL  PRESI- 
DENTIAL CANDIDATE  IN  1948  BY  SO  SLIM  A MARGIN  THAT  A SINGLE 
ADDITIONAL  VOTE  IN  EACH  OF  ITS  VOTING  PRECINCTS  COULD 
HAVE  REVERSED  THE  RESULT  AND  CHANGED  THE  POLITICAL 
DESTINY  OF  OHIO  POSSIBLY  THE  NATION  OR  EVEN  THE  WORLD. 


ONLY  HALF  THE  AMERICAN  PEOPLE  OF  VOTING  AGE  (48  MIL- 
LION OUT  OF  A POSSIBLE  95  MILLION)  VOTED  IN  THE  1948  PRESI- 
DENTIAL ELECTION.  ONLY  20%  VOTE  REGULARLY  IN  ALL  ELEC- 
TIONS - LOCAL,  STATE  AND  NATIONAL. 


EVERY  MEDICAL  DOCTOR  AND  HIS  FAMILY  MUST  VOTE  THIS 
COMING  PRESIDENTIAL  ELECTION. 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION.  (See  MEDICAL  WRITING  by  Morris  Fish- 
bein.) 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Submit  manuscript  typewritten  and  double-spaced. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


EDITORIAL 

Of  interest  to  the  medical  profession  is  the 
recent  announcement  of  the  resignations  of 
Elmer  L.  Henderson,  M.D.,  Louisville,  as  Chair- 
man of  the  A.M.A.  Coordinating  Committee, 
and  Clem  Whitaker  and  Leone  Baxter  as  direc- 
tors of  the  A.M.A.  National  Education  Cam- 
paign. 

Dr.  Henderson,  a past  president  of  the  Amer- 


ican Medical  Association,  and  two  other  A.M.A. 
past  presidents— Dr.  Ernest  E.  Irons,  Chicago, 
and  Dr.  John  W.  Cline,  San  Francisco— have 
accepted  leadership  in  a new  organization— Na- 
tional Professional  Committee  for  Eisenhower 
and  Nixon.  They  will  seek  to  enlist  thousands 
of  physicians,  dentists,  lawyers,  engineers,  ac- 
countants, pharmacists,  and  other  professional 
men  and  women  in  an  aggressive,  bipartisan 
drive  for  the  election  of  the  Republican  nomin- 
ees for  president  and  vice  president. 

The  A.M.A.,  as  a non-partisan,  professional 
organization,  is  barred,  both  ethically  and  legally, 
from  participating  in  election  campaigns,  which 
explains  this  action.  A.M.A.  President  Louis  H. 
Bauer  said:  “The  Association  will  take  no  part 
in  the  presidential  election,  except  to  join  with 
other  non-partisan  groups  in  urging  all  eligible 
voters  to  cast  their  ballots  on  election  day,  re- 
gardless of  their  affiliations  or  preferences.  Indi- 
vidual doctors,  of  course,  are  entirely  free  to 
engage  in  election  activities  and,  in  fact,  have 
a very  real  responsibility  to  make  their  influence 
felt  for  good  government.” 

"ILO"  SPELLS  DANGER 

In  the  eyes  of  American  physicians  today, 
the  three  initials  “ILO”  spell  danger! 

They  stand  for  an  international  body  which 
eventually  may  change  the  whole  concept  of 
medical  practice  throughout  the  world. 

ILO  means  International  Labor  Organization, 
an  affiliated  agency  of  the  United  Nations.  It 
comprises  some  60-odd  active  member-govern- 
ments. Its  policy-making  body  is  the  Interna- 
tional Labor  Conference,  which  meets  annually, 
usually  in  Geneva  where  the  staff  maintains  per- 
manent headquarters. 

The  last  ILO  conference  was  held  in  June 
and  since  then  more  and  more  evidence  is  ac- 
cumulating that  the  drive  for  socialized  medi- 
cine has  shifted  from  the  domestic  scene  to  the 
international  scene. 

The  ILO  is  one  of  the  oldest  and  most  im- 
portant of  the  maze  of  international  organiza- 
tions functioning  today,  and  the  American  Medi- 
cal Association  has  been  watching  its  work  for 
years.  It  now  is  felt  that  the  time  has  come 
to  acquaint  American  physicians  with  the  facts 
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and  let  them  know  that,  while  the  issue  of  so- 
cialized medicine  is  quiescent  so  far  as  the  public 
and  Congress  are  concerned,  there  is  danger  of 
having  it  walk  through  a back  door  under  the 
guise  of  an  international  treaty. 

Ratification  of  ILO’s  newest  Convention 
(Treaty)  on  Minimum  Standards  of  Social  Se- 
curity by  a two-thirds  vote  by  only  the  Senate 
would  establish  “socialized  medicine”  irrespec- 
tive of  the  wishes  of  the  majority  of  the  mem- 
bers of  Congress  and  the  public  to  the  con- 
trary. The  medical  care  section  of  the  conven- 
tion stipulates  in  part  that  a country  ratifying 
must  provide  a system  of  compulsory  health 
insurance.  Lacking  this,  it  has  two  alternatives: 
1.  Private,  voluntary  health  insurance  adminis- 
tered by  public  authorities  under  established 
regulation,  or  2.  Private,  voluntary  health  insur- 
ance administered  by  insurance  companies  un- 
der government  supervision. 

The  A.M.A.  Journal  lately  has  published 
considerable  material  on  the  ILO  and  its  health 
objectives,  and  more  articles  are  scheduled  to 
appear  in  the  very  near  future.  This  is  “must 
reading  for  every  physician. 

For  back  reading,  physicians  are  invited  to 
turn  to  the  Organization  Section  of  the  Journal, 
May  31,  1952;  to  the  excellent  statement  of 
A.M.A.  President  Louis  H.  Bauer  on  page  869 
of  the  June  28  issue  of  the  Journal;  to  Capitol 
Clinic  Vol.  3,  No.  26,  July  1,  1952,  and  to  the 
Washington  News  Section  of  the  Journal,  July 
12,  1952. 

Here  is  part  of  another  editorial— “Socialized 
Medicine-the  ILO  Way”- which  appeared  in 
the  Journal,  August  23: 

Although  the  battle  against  the  proponents  of 
political  medicine  has  been  won,  at  least  tem- 
porarily, in  our  state  legislatures  and  in  the  Con- 
gress, we  are  in  danger  of  losing  the  war 
through  an  international  approach. 

The  same  forces  which  successfully  attempted 
to  socialize  the  medical  profession  through  legis- 
lation are  finding  it  much  easier  to  work  through 
the  United  Nations  and  the  International  Labor 
Organization.  In  our  enthusiasm  to  espouse 
such  principles  as  “fundamental  human  rights,” 
“social  progress,”  and  “international  peace  and 
security,”  we  have  aided  and  abetted  the  activi- 
ties of  these  forces.  Through  the  wholesale 
approval  of  treaties,  conventions,  and  executive 
agreements,  our  international  representatives 
have  placed  not  only  American  medicine,  but 


our  national  sovereignty  and  or  Constitution  in 
jeopardy. 

Socialism  by  treaty  is  now  a greater  threat 
than  socialism  by  domestic  legislation  principally 
because  the  possibility  of  political  and  economic 
regimentation  from  an  external  source  is  not 
widely  recognized.  The  public  is  unaware  of 
the  dangers  inherent  in  the  treaty-making  power 
because  during  the  first  150  years  of  our  Repub- 
lic treaties  concerned  only  the  relationship  be- 
tween the  United  States  and  other  sovereign 
states.  Their  attempted  use  to  define  the  rela- 
tionship between  American  citizens  and  their 
own  government  is  a recent  development— a de- 
velopment, however,  which  can  result  in  the 
subtle  realization  of  the  socialist’s  dream  of 
cradle-to-the-grave  security. 

A recent  covenant,  entitled  “Minimum  Stan- 
dards of  Social  Security,”  approved  by  the  In- 
ternational Labor  Organization  in  Geneva  in 
June,  1952,  envisions  government  benefits  in  nine 
fields  of  social  security— medical  care,  sickness 
benefits,  unemployment  benefits,  old  age  pen- 
sions, employment  injury  benefits,  family  allow- 
ances, maternity  benefits,  invalidity  benefits,  and 
survivors’  benefits.  While  the  medical  benefits 
in  the  covenant  are  carefully  distributed  through 
the  document,  considered  together  they  con- 
stitute “socialized  medicine.” 

It  is  time,  therefore,  that  as  a nation,  and 
as  a profession,  we  stop  and  analyze  the  results 
and  potentials  of  our  international  actions.  It 
is  the  duty  of  every  physician  to  acquaint  him- 
self with  the  history,  the  purpose,  and  the  plans 
of  the  United  Nations,  and  the  International 
Labor  Organization. 

In  addition,  the  American  Medical  Associa- 
tion and  its  component  societies  must  wage  the 
same  vigorous  campaign  against  socialism  by 
treaty  that  it  is  now  conducting  against  social- 
ism made-in-America. 

VITAMINS  VITAMINS  VITAMINS 

WHEN  YOU  SPECIFY 
"HOSPITAL  BRAND" 

You  Are  Prescribing  the  Best  Vitamin  Capsules 
Because  There  Are  No  Better  Vitamins  Made  and 
The  Cost  To  The  Patient  Is  Less  Than  Others  Of 
Comparable  Quality  And  Potency. 

All  “HOSPITAL  BRAND”  Vitamin  Capsules  Are 
Made  Bv  Gelatine  Products  Division  Of  R.  P.  Scherer 
Corporation,  The  Worlds  Largest  Producer  Of  Vita- 
min Capsules. 

FRED  G.  HARLEY,  DISTRIBUTOR 

1316  E.  Indian  School  Road  — AM  5-9939 
Phoenix,  Arizona 


CORPORATION 


NEO-IOPAX  urograms  and  PRIODAX  cholecystograms 

give  definitive  information  for  diagnosing  certain  pathologic 
conditions  of  the  urinary  and  biliary  tracts,  respectively — without  penalty. 


NEO-IOPAX® 

(Sodium  Iodomethamate  U.S.P.) 

A safe  urographic 
contrast  medium 
remarkably  free 
from  hazard  for 
the  patient. 


(Iodoalphioni e Acid  U.S.P.) 


A well  tolerated 
eholecystograpliio 
agent,  conveniently 
administered, 
pleasant  to  take. 


NEO-IOPAX 
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RX,  DX,  AND  DRS. 

By  GUILLERMO  OSLER,  M.  D. 


When  a doctor  tells  a patient  to  RELAX  he 
doesn’t  know  what  he’s  talking  about.  He  can’t 
tell  the  man  what  the  word  means,  or  how  to  do 
it.  He  probably  needs  to  relax  even  more  than 
the  patient.  . . . Dr.  A.  B.  Gottlober  of  Los  An- 
geles describes  relaxation,  as  others  have  else- 
where, in  the  Annals  of  Western  Medicine  and 
Surgery.  An  average  adult  can  learn  how  in 
about  3 months.  Children  learn  more  quickly. 
. . . One  of  the  two  main  types  of  relaxation  is 
the  ‘general’,  in  which  the  patient  lies  down,  with 
the  eyes  closed,  and  progressively  relaxes  all  of 
the  body  musculature.  . . . ‘Differential’  relaxation 
is  the  process  of  freeing  muscles  and  muscle  groups 
from  tension  when  they  are  not  needed  to  per- 
form an  act.  Reading,  talking,  golfing,  eating, 
etc.  can  be  accomplished  just  as  well  or  better 
if  only  the  essential  muscles  are  used,  and  others 
are  kept  from  ‘hamming-up  the  act’.  . . . Muscle 
pain  may  follow  sustained  contraction  in  tension 
states.  Anxiety  and  fatigue  may  result  in  spasms 
in  the  intestinal  tract.  Emotion  may  be  an  adjunct 
cause  in  hypertension.  Even  infertility  in  the 
female  has  been  blamed  on  tubal  spasm  in  emo- 
tionally disturbed  women.  Sleep  should  be  in- 
duced by  general  relaxation,  rather  than  by  the 
chronic  use  of  sedatives.  . . . Who  has  3 months 
to  learn,  tho,  asks  old  average  tense  Osier? 


The  C.  D.  Leake  one-senlence  review  of  pub- 
lications, labelled  "Galveston.  A Muggy  August," 
calls  attention  to  a simple  English  therapy  meth- 
od. Douthwaite  & Shaw  report  (in  the  British 
Medical  Journal)  that  the  sucking  of  milk-alkali- 
tablets  will  REDUCE  GASTRIC  ACIDITY.  . . . 
No  comment  yet  available  from  dentists  on  the 
dental  effects,  but  we  know  how  they  grumble  and 
tut-tut  about  small  hard  candies. 


Medical  science  is  Janus-like  in  the  ALCO- 
HOLISM problem.  It  faces  two  ways,  or  pos- 
sibly faces  itself  in  the  mirror.  . . . The  similies 
are  necessary  because  the  two  most  useful  drugs 
in  alcoholism  at  present  produce  the  opposite  ef- 
fects. . . . ANTABUSE  is  a ‘discouragement’ 
method  which  works  when  it  can  make  the 
alcoholic  fear  the  grandaddy  of  all  hangovers 
if  he  drinks.  MEPHANESIN  (Tolserol)  is  the  best 
current  drug  for  minimizing  the  hangover  effects 
of  acute  alcoholism.  . . . Which  way  are  we  going, 
or  are  we  prepared  for  whatever  comes?  Has 
any  smart  alcoholic  tried  No.  2 to  overcome  No.  1? 
We  have  seen  some  strange  mental  manoevers  by 
men  who  want  to  avoid  taking  their  antabuse 
pills,  so  someone  has  or  will. 


Our  western  medical  neighbors  are  swinging 
their  shilleleghs  at  the  California  ADOPTION 
LAWS.  . . . Babies  are  available.  Bureaus  and 
agencies  exist  in  profusion.  The  doctor  is  ex- 
cluded, in  some  states  by  law,  from  assisting  par- 
ents in  placing  or  obtaining  children.  Parents 
are  heartlessly  discouraged  in  their  search  for  a 
child.  Months  and  years  may  be  required  to  the 
detriment  of  all  concerned — except  those  com- 
mercially interested.  . . . Sure  sounds  like  a prob- 
lem, Dr.  Foster  Good  Luck. 


The  status  of  SPLENIC  DISORDERS  has  cry- 
stallized enough  to  be  of  interest  and  to  be  out- 
linable.  Hypersplenism  is  the  relatively  new 
term,  and  it  may  be  primary  or  secondary.  . . . 
Secondary  hypersplenism  is  a result  of  some  non- 
splenic  disease,  and  there  is  always  a splenome- 
galy. A change  in  blood  cells  may  result.  Ex- 
amples include  congestive  splenomegaly  from  cir- 
rhosis of  the  liver  and  from  acauired  hemolytic 
anemia.  . . . Primary  hypersplenism  may  be  as- 
sociated with  a large,  small,  or  normal  spleen,  and 
is  the  result  of  a primarily  splenic  condition. 
Primary  splenic  neutropenia,  idiopathic  throm- 
bocytopenic purpura,  spherocytic  hemolytic  ane- 
mia, and  primary  splenic  pancytopenia  are  all 
types  of  hypersplenism  which  result  in  specific 
effects  on  blood  cells.  . . . Doan  and  Wiseman 
believe  that  the  depression  of  blood  cells  results 
from  phagocytosis  by  the  spleen  itself.  Damashek 
believes  that  the  spleen  produces  a hormone  which 
affects  the  bone  marrow.  . . . Splenectomy  is  ad- 
vocated by  both  groups  for  hypersplenism.  Sur- 
geons also  remove  spleens  for  rupture,  abscess, 
kala-azar,  massive  size,  excessive  mobility,  cysts, 
portal  hypertension,  etc.  . . . (This  clinical  exer- 
cise has  been  cribbed  from  the  Gallinger  Hospital 
Conferences,  in  Medical  Annals  of  the  District 
of  Columbia). 


Chemists  (U.S.I.)  have  reported  that  METH- 
IONINE is  valuable  in  the  healing  of  BURNS. 
. . . It  has  been  known  that  the  drug  could  help 
when  given  by  mouth,  but  it  now  appears  that 
direct  application  will  speed  the  healing  process. 
. . . The  mode  is  not  known. 


Last  month  a paragraph  about  A MYSTERIOUS 
DEVICE  TO  STOP  BED-WETTING  was  left  in- 
complete. It  was  not  done  to  heighten  the 
mystery,  since  we  lean  towards  Sam  Spade  or 
even  Perry  Mason  for  our  mysteries.  . . . The 
answer  to  the  advertisement  for  ‘Enurtone’  de- 
scribes it  as  a small  cabinet  with  a wire  attach- 
ment to  a pad.  The  pad  contains  a grillwork  of 
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Neic  aureomycin  minimal 
dosage  for  adults — four  250  mg. 
capsules  daily,  with  milk. 


From  among  all  antibiotics , 
Ophthalmologists  often  choose 


AUREOMYCIN 

Hydrochloride  Crystalline 


THE  READING  ROOM, 
CHICAGO  PUBLIC  LIBRARY 


because 

Aureomycin  penetrates  the  ocular  tissues 
and  fluids,  after  passing  the  blood-aqueous 
harrier. 

Aureomycin  in  0.5%  solution  is  well 
tolerated  by  the  conjunctiva 

Aureomycin  may  be  used  locally  in 
appropriate  solution;  or  by  mouth;  or,  in 
emergency,  intravenously;  or  by  a com- 
bined approach,  depending  upon  the  seri- 
ousness of  the  infection. 

Aureomycin  has  proved  of  value  in  a 
number  of  ocular  infections  in  which  other 
remedies  have  failed. 

Aureomycin  has  been  reported  to  be 
effective  against  susceptible  organisms  in 
the  following  conditions  commonly  seen 
by  ophthalmologists; 

Blepharitis 

Conjunctivitis 

Dendritic  Keratitis 

Epidemic  Keratoconjunctivitis 
Episcleritis 

Periorbital  Infection 
Acute  Trachoma 
Uveitis 

Throughout  the  world,  as  in  the 
United  States,  aureomycin  is  recognized 
as  a broad-spectrum  antibiotic  of 
established  effectiveness. 

Capsules:  50  mg. — Bottles  of  25  and  100. 

250  mg. — Bottles  of  16  and  100. 
Ophthalmic:  Vials  of  25  mg.  witli  dropper;  solution  pre- 
pared by  adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION 
' Gfanamld  l 


AMERICAN  I 


' COMPANY 


30  Rockefeller  Plaza,  New  York  30,  New  York 
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wires,  and  is  placed  under  the  pelvic  area  of  the 
bed-wetter.  When  urine  touches  the  pad  it  rings 
a bell  in  the  cabinet.  . . . The  effect  of  the  bell- 
ringing is  a conditioning  one.  The  child/person 
must  be  trained  to  get  up  when  the  bell  rings, 
turn  off  the  device,  void,  and  even  change  the 
pad.  It  was  first  used  in  1938,  and  there  is  quite 
a batch  of  references  since  then.  . . . The  sales- 
people claim  76-78  per  cent  remissions,  tho  others 
have  claimed  88  to  100  per  cent.  ...  It  is  sort 
of  'post  hoc  ergo  propter  hoc’,  and  not  too  easy  to 
justify. 


The  increasing  need  and  value  of  TESTS  FOR 
PROTHROMBIN  have  forced  some  of  lhe  inter- 
ested parties  to  unscramble  technic  and  termin- 
ology. . . . The  American  Heart  Ass'n.,  various 
pathology  societies,  the  U.S.P.H.S.,  and  manufac- 
turers of  biological  reagents  have  cooperated  to 
suggest  the  following  reporting  of  prothrombin 
determinations, — 

1.  Prothrombin  time  in  seconds  of  both  undi- 
luted test  plasm  and  the  control. 

2.  Prothrombin  activity  (per  cent  of  normal), 
determined  by  interpolation  of  the  test  results  on 
a standardization  curve. 


A problem  in  tuberculosis  therapy  has  been  the 
usage  of  PAS  (para-amino-salicylate).  Not  the 
taste,  or  intolerance,  or  specific  allergic  reaction, 
but  a question  as  to  HOW  MUCH  SHOULD  BE 
USED  to  best  prevent  resistance  to  streptomycin. 
. . . The  British  were  among  the  first  to  use  the 
drug,  and  have  used  the  highest  doses.  Now  the 
British  Medical  Research  Council  reports  that  a 
survey  has  shown  that  20  grams  of  PAS  per  days 
“is  much  more  effective  in  preventing  emergence 
of  streptomycin  resistance  than  are  doses  of  10 
or  5 gm.  per  day”.  ...  A comparison  with  12  to 
16  gm.  would  have  satisfied  us  Ameddicans  better. 


PODIATRY  is  a name  not  too  well  known,  but 
it  replaces  the  earlier  term  'chiropody'  and  the 
efforts  of  the  'Pedic'  societies.  . . . All  stales  now 
control  the  licensing  of  podiatry.  There  are  now  6 
accredited  colleges,  2 of  them  with  university 
affiliation.  The  course  is  now  4 years,  with  a 2- 
year  college  prep.  M.D.'s  head  certain  depart- 
ments, including  orthopeics.  . . . Dr.  Elliott  Joslin, 
diabetes  specialist  of  Boston,  was  one  of  the  first 
to  notice  the  need  for  trained  foot  care,  and  to 
arrange  for  such  a clinic.  Dr.  Charles  Mayo  is 
quoted  as  having  told  the  podiatrists  that  physi- 
cians should  recognize  their  skill  and  refer  pa- 
tients to  them  when  in  need  of  foot  care  or  com- 
fort. The  Medical  Annals  (D.  of  C.)  reviews  their 
history  in  a section  called  'Concerning  Those  Who 
Work  With  Us! 


ANTIBIOTIC  NEWS,— The  news  of  drug  effects 
continues  to  pour  forth,  and  at  present  it  favors 
‘Terramycin.  (This  could  be  partly  due  to  very 
fine  publicity). 

1.  It  has  been  reported  that  IMMUNIZING  in- 


jections may  predispose  the  limb  to  paralysis  by 
a subsequent  polio.  This  does  NOT  hold  true  for 
penicillin  injections,  say  Greenberg  & Abramson. 

2.  The  cramps  and  diarrhea  from  a change  of 
intestinal  flora  produced  by  terramycin  CAN  be 
prevented  by  the  use  of  Yami  Yogurt.  (This  is 
also  a personal  test  result.  Not  bad  stuff  to  take, 
either,  especially  if  you  like  cheese  and  butter- 
milk). 

3.  COMBINED  THERAPY  for  pyogenic  menin- 
gitis is  ‘the  word’,  says  H.  E.  Alexander  of  New 
York.  To  prevent  resistance  one  uses  a primarily 
BACTERICIDAL  antibiotic  (penicillin  for  gram- 
positive, streptomycin  for  gram-negative  infec- 
tions) plus  a primarily  BACTERIOSTATIC  agent 
(chloramphenicol,  aureomycin,  or  terramycin). 

4.  It  is  considered  legitimate  to  use  CHLORAM- 
PHENICOL for  the  conditions  in  which  it  alone 
is  helpful.  The  hazard  of  aplastic  anemia  appears 
to  be  real,  tho  rare.  . . . Pity  the  poor  drug  com- 
pany. It  is  being  very  ethical  and  big  about  the 
bad  news,  but  it  must  be  a terrible  blow. 

5.  BRUCELLOSIS  of  any  type  is  best  treated 
(and  with  good  results)  by  combined  therapy. 
Terramycin  or  aureomycin,  plus  dihydrostrepto- 
mycin, has  produced  a recovery  rate  of  95%,  say 
Herrel  & Barber. 

6.  VINSENT’S  INFECTION  of  the  mouth  can 
be  very  well  controlled  by  bacitracin  applied  lo- 
cally. . . . Troches  seem  the  easiest  and  best  to 
use.  Ointment  is  also  effective,  and  more  so  than 
a spray.  . . . Symptoms  began  to  clear  in  a few 
hours. 

7.  A typical  joke  among  laboratory  workers  is 
that  new  antibiotics  are  not  discovered  but  ‘un- 
earthed’. 

8.  ACNE  VULGARIS  has  always  had  ‘shotgun’ 
treatment  rather  a ‘magic  bullet’.  It  required  long 
continued  shooting  in  the  old  days,  and  the  blast 
often  missed.  . . . Andrews  and  colleagues  reported 
that  a gram  of  terramycin  per  day  for  several 
months  was  helpful.  Now  Barnard  & Orens  find 
that  50  to  100  mg.  per  days  is  enough  to  help 
most  of  a group  of  resistant  clinical  failures. 


Any  questions  concerning  the  1953  meeting  of 
the  AMERICAN  ASSOCIATION  for  THORACIC 
SURGERY  can  be  sent  to  a friendly  ear.  . . . Dr. 
Paul  Samson  of  Oakland,  several  times  author  for 
ARIZONA  MEDICINE  is  the  Secretary  of  the 
Ass'n.,  and  he'd  be  delighted  to  tell  about  the 
meeting  to  be  held  in  his  back  yard  (San  Fran- 
cisco), in  the  'beautiful  springtime'  March  27-30, 
1953.  It's  dry  inside  the  hotels,  tho,  but  even  that 
situation  can  be  modified,  it  is  said. 
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Special 


Published  Bi-Monthly  by  the  Hospital  Benefit  Association,  First  Street  at  Willetta,  Phoenix  October,  1952 


Question  quiz 

Do  i|Ou  know  the  answers? 


All  Group  & Individual  Plans 
Differ  on  Important  Points 


Q.  Why  does  the  HBA  offer  indi- 
vidual hospitalization  plans? 

A.  So  that  persons  who  do  not 
work  where  group  plans  are 
available  may  have  a program 
for  hospitalization  and  surgi- 
cal protection. 

Q.  Why  are  group  plans  less  re- 
strictive than  individual  plans? 

A.  Because  the  wide  diversifica- 
tion of  group  membership 
takes  care  of  individuals  need- 
ing immediate  treatment. 


Differences  between  group  and  individual  hospitalization  plans 
sometimes  cause  confusion  and  misunderstandings  between  patients 
and  doctors.  The  Hospital  Benefit  Association,  which  offers  both 
group  and  individual  plans,  has  no  argument  to  offer  favoring  one 
plan  over  the  other.  But  the  Association  does  suggest  that  doctors 
understand,  in  a general  way,  some  of  the  following  points. 

Group  Plan  Based  On  Law  Of  Averages 

The  natural  diversification  of  any  group  establishes  mathematical 
averages  and  eliminates  the  screening  necessary  when  individuals 
apply  for  protection.  For  example,  if  1,000  members  of  an  organiza- 
tion belong  to  a group  plan,  the  law  of  averages  will  take  care  of 
pre-existing  conditions  and  of  individuals  needing  immediate  treat- 
ment. 


Q.  Must  all  members  of  a family 
belong  to  the  HBA  to  get  fam- 
ily benefits? 

A.  Yes. 

Q.  How  does  the  Association  pay 
fees? 

A.  Payment  is  made  directly  to 
the  doctor  upon  receipt  of  the 
HBA  bill  form — unless  the  pa- 
tient has  already  paid  the  bill. 

Q.  May  an  HBA  member  go  to 
the  doctor  of  his  choice? 

A.  Yes.  HBA  members  may  go  to 
any  physician  (M.D.)  any- 
where in  the  world. 


"This  is  going  to  hurt  a little. 
I can't  pay  your  bill  . . 


Because  of  this  wide  diversification,  group  plans  generally  are 
less  restrictive  than  individual  plans.  Group  plans  usually  have 
fewer  exceptions,  fewer  waiting  periods,  and  shorter  terms  for 
maternity  benefits.  And  group  plans  normally  cover  pre-existing 
conditions  not  included  in  individual  plans. 

This  same  idea  is  true,  on  a smaller  scale,  with  family  plans.  As 
a general  rule,  all  members  of  a family  must  belong  to  a hospitaliza- 
tion plan  in  order  to  receive  family  benefits  such  as  maternity 
allowances.  And  only  in  unusual 


Unjust  Criticism  Aids 
Socialized  Medicine 

Some  doctors  unknowingly  help 
the  cause  of  socialized  medicine 
when  they  unjustly  criticize  hos- 
pitalization plans  for  failing  to 
cover  pre-existing  conditions. 
Such  criticism,  without  knowledge 
of  the  circumstances,  only  hurts 
the  doctor.  It  may  make  the  pa- 
tient needlessly  unhappy  and  thus 
more  susceptible  to  the  propa- 
ganda of  the  advocates  of  social- 
ized medicine. 


HONESTY  PAYS! 

If  applications  are  filled  out 
properly,  every  HBA  member  is 
told  exactly  where  he  stands  and 
what  conditions  are  covered  be- 
fore the  membership  becomes  ef- 
fective. This  helps  to  eliminate 
misunderstandings. 

People  who  are  unhappy  with 
their  hospitalization  plans  gener- 
ally are  those  who  have  “larceny 
in  their  hearts.”  They  deliber- 
ately withhold  information  in  the 
hope  of  getting  benefits  to  which 
they  not  not  entitled. 


cases  is  a single  member  of  a 
family  enrolled. 

No  hospitalization  organization 
can  afford  to  cover  pre-existing 
conditions  under  individual  plans. 
It  would  be  nice,  of  course,  if  a 
patient  could  join  a hospitaliza- 
tion plan  for  only  one  month  and 
get  an  operation  for  $2.  But  this 
would  be  like  a doctor  trying  to 
get  fire  insurance  after  his  garage 
burned  down. 

HBA  Individual  Plan  Liberal 

Realizing  that  many  Arizonans 
are  not  eligible  for  group  plans, 
the  HBA  individual  plan  offers 
more  protection  for  less  money 
than  any  other  in  Arizona.  The 
Association  limits  waiting  periods 
to  only  four  illnesses  for  males 
— five  for  females. 

If  at  any  time,  any  doctor  has 
any  questions  regarding  a pa- 
tient’s HBA  coverage,  he  should 
call  the  Association’s  Home  Office, 
AL  8-4888,  for  specific  informa- 
tion. The  Association  is  always 
happy  to  answer  questions  re- 
garding the  protection  of  indivi- 
dual and  group  plan  members. 
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THOUGHTS  FOR  THE  FUTURE* 

Ernest  B.  Howard,  M.D. 

Assistant  Secretary,  American  Medical  Assn. 

. . . Looking  ahead  through  the  rest  of  1952, 
it  is  obvious  what  the  major  contribution  of 
the  Auxiliary  member  should  be.  It  is  the  same 
contribution  asked  of  all  good  citizens  in  a 
crucial  election  year.  I urge  you,  first,  to  make 
sure  that  every  voting  member  of  your  family 
is  registered.  Then,  make  sure  that  they  vote. 
Do  not  stop  with  your  own  family.  Talk  to 
your  neighbors  and  to  your  associates  in  church- 
es and  organizations.  Urge  them  to  register 
and  vote.  Offer  the  use  of  your  family  car  to 
take  people  to  the  polls  on  election  day.  If 
needed,  offer  your  services  as  a poll  watcher  to 
assure  honest  elections  in  your  ward. 

As  you  work  to  get  out  the  vote,  work  also 
to  defeat  the  creeping  socialism  which  is  threat- 
ening America.  You  have  powerful  arguments 
at  your  command  in  discussing  the  issue  of  so- 
cialized medicine.  Materials  pointing  out  the 
dangers  of  compulsory  health  insurance  still 
are  available  in  quantity  from  your  state  medical 
society  office  or  from  the  American  Medical 
Association. 

This  issue  is  far  from  dead.  In  the  February 
issue  of  The  Federationist,  official  publication 
of  the  A.  F.  of  L.,  President  William  Green 
had  a long  article  favoring  compulsory  health 
insurance  and  urging  his  union  members  to 
support  it.  He  wrote,  “Most  of  the  attacks  you 
hear  on  national  health  insurance  or  a broad 
health  program  for  our  country  more  than  likely 
have  been  instigated  by  the  American  Medical 
Association  lobby,  which  has  levied  compulsory 
dues  of  $25  on  each  member  to  pay  for  such 
attacks.  ...  At  every  step  we  must  answer,  and 
answer  with  facts,  the  propaganda  spread  by 
those  (the  physicians)  trying  to  stop  progress.’ 

Fortunately,  the  American  people  as  a whole 
are  overwhelmingly  with  us,  not  because  of 
“propaganda,”  but  because  they  have  a thor- 
ough understanding  of  the  freedom  which  has 
made  our  country  great.  They  understand  that 
true  progress  comes  from  the  encouragement 
of  individual  responsibility  and  achievement, 
not  from  the  creation  of  a slave  state. 

°Reprint  from  the  BULLETIN  of  the  WOMAN’S  AUXILIARY. 


...  It  is  my  hope  that  every  Auxiliary  will 
become  increasingly  active  in  improving  the 
health  of  its  community.  Wherever  the  need 
may  lie,  whether  it  be  an  improved  school  health 
program,  a new  hospital,  or  the  recruitment  of 
girls  for  the  local  nursing  school,  the  Auxiliary 
and  the  medical  society  should  take  the  lead. 

You  note  that  I say  “the  Auxiliary  and  the 
local  medical  society.”  It  is  very  important  that 
you  work  as  a team.  Experience  has  taught  that 
the  Auxiliary  which  adopts  projects  without  the 
approval  of  the  medical  society  sometimes  runs 
into  trouble.  I strongly  suggest  that  you  seek 
the  society’s  assistance  in  planning  your  pro- 
gram. Two  heads  are  better  than  one,  and 
very  often  such  consultation  stimulates  the  medi- 
cal society  to  adopt  a more  active  public  service 
program  itself. 

I might  add  another  word  of  advice.  It  is 
this:  Limit  your  Auxiliary  activities  to  projects 
in  the  field  of  health.  Many  worthy  causes  will 
seek  the  aid  of  your  group.  Improvements 
can  be  made  in  almost  every  aspect  of  com- 
munity life.  Yonr  organization,  however,  is  a 
medical  auxiliary,  and  it  is  in  the  field  of  health 
and  medical  care  that  you  and  your  physician- 
husbands  will  be  held  accountable.  There  is 
much  to  be  done  in  this  field.  Better,  then, 
to  mend  our  own  fences,  and  to  build  strong 
new  ones,  than  to  assume  other  problems.  This 
must  not  be  interpreted  to  mean  that,  as  indi- 
viduals, you  should  not  be  active  in  other  or- 
ganizations. On  the  contrary,  it  is  vitally  im- 
portant that  physicians  and  their  wives  be  work- 
ing citizens  of  their  community.  The  above 
advice  applies  only  to  projects  adopted  offi- 
cially by  your  Auxiliary. 

The  medical  profession  is  one  of  the  staunchest 
supporters  of  individual  liberty.  It  follows  that 
we  must  also  be  the  first  to  accept  individual 
responsibility.  It  is  our  clear  responsibility  to 
do  a good  job  in  providing  medical  and  health 
services  for  the  American  people. 

As  Auxiliary  members,  ask  yourselves  these 
questions  about  your  community:  Do  our  citi- 
zens know  the  basic  rules  for  maintaining  good 
health?  If  not,  how  can  we  help  to  educate 
them?  Does  our  community  have  enough  mod- 
ern hospital  beds?  If  not,  how  can  we  obtain 
them?  Do  our  schools  have  a good  health  pro- 
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gram  for  the  children?  How  can  we  make  it 
better?  Is  our  community  responding  as  it 
should  to  appeals  for  blood?  If  not,  how  can 
our  Auxiliary  encourage  an  increased  number 
of  donors?  The  questions  could  go  on  and 
on.  Why  not  take  inventory  of  your  com- 
munity’s health  and  then  adopt  projects  to  fill 
unmet  needs? 

Socialists  always  ignore  the  many  positive 
achievements  of  our  way  of  life.  They  put  the 
emphasis  on  the  inequalities,  the  failures.  The 
fewer  chinks  we  have  in  our  armor,  the  harder 
it  will  be  for  them  to  hit  home  with  their  propa- 
ganda that  “only  the  federal  government  can 


do  the  job  successfully.”  I challenge  you,  as 
Auxiliary  members,  to  busy  yourselves  filling  the 
chinks.  To  put  it  positively,  I challenge  you 
to  do  all  you  can  to  better  America’s  already 
outstanding  health  record,  to  the  end  that  your 
children  and  mine  will  not  only  be  healthy, 
but  will  also  be  free. 

WHAT  - ME  VOTE? 

They  have  such  refined  and  delicate  palates 
That  they  can  discover  no  one  worthy  of 
their  ballots 

And  then  when  someone  terrible  gets  elected 
They  say— “There,  that’s  what  I expected!” 

Ogden  Nash 


PROFESSIONAL  X-RAY  AND  CLINICAL  LABORATORY 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 
CLINICAL  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

TISSUE  PATHOLOGY  BY  QUALIFIED  PATHOLOGIST 

R.  Lee  Foster,  M.D.,  Director  John  W.  Kennedy,  M.D.,  Radiologist 

W.  W.  Watkins,  M.D.,  Consultant  Radiologist 
Diplomates  of  American  Board  of  Radiology 


Our  members  are  dairymen  whose  busi- 
ness is  supplying  good  milk  for 

milk  and  milk  products. 

We  are  aware  of  the  importance  of  good 
milk  to  good  health  and  of  our  obligation 
to  supply  a product  which  will  merit  your 
confidence. 

ARIZONA  MILK  PRODUCERS 

422  Heard  Building  Phone  ALpine  3-0893 


FOR  RENT 

Dignified  Quarters  For  Doctor 
Peerless  Location 
Brand  New  Building 
Ample  Parking  Space 

• • • 

L.  L.  STEWARD,  BROKER 

Phoenix,  Arizona 

1414  E.  McDowell  Road— Phone  ALpine  4-1636 


M/  Sgt, 

Hubert  L. Lee, usa 
Medal  of  Honor 


Four  TIMES  Sergeant  Lee’s 
platoon  had  taken,  then  lost,  the  hill 
near  Ip-o-ri.  On  the  fifth  try,  the  ser- 
geant, though  hurt,  was  leading.  A 
Red  grenade  hit  him,  seriously  wound- 


ing both  legs.  Refusing  assistance,  he 
advanced  by  crawling,  rising  to  his 
knees  to  fire.  He  caught  a rifle  bullet  in 


Peace  is  for  the  strong! 


the  back.  Still  he  wouldn’t  be  stopped. 
Finally,  with  12  survivors  of  his  pla- 
toon, he  took  the  hill,  then  let  the 
stretcher-bearers  carry  him  away.  To- 
day Sergeant  Hubert  Lee  says: 

“In  thirteen  years  of  soldiering,  I’ve 
seen  brave  enemies  defeated— because 
things  had  collapsed  back  home.  1 hat’s 
why  I can  appreciate  what  a good 
thing  it  is  when  people  like  you  buy 
United  States  Defense  Bonds. 

“I’m  told  that  you,  and  millions  of 
others,  own  a total  solid  investment  of 
50  billion  dollars  in  our  country’s 


For  peace  and  prosperity 


Defense  Bonds.  That’s  good!  TF 
strength!  A man  can  face  a hill  v: 
he  knows  that  people  like  you  are  k f 
ing  our  homeland  strong.” 

★ ★ ★ 

Now  E Bonds  earn  more!  1)  All  Ser  1 

Bonds  bought  after  May  1,  1952  averagi? 
interest,  compounded  semiannually!  It 
est  now  starts  after  6 months  and  is  Hie 
in  the  early  years.  2)  All  maturing  E B 1 
automatically  go  on  earning  after  matt 
— and  at  the  new  higher  interest!  T(J 
start  investing  in  better-paying  Url 
States  Series  E Defense  Bonds  through 
Payroll  Savings  Plan  where  you  work! 


with  U.  S.  Defense  Bor 


The  U.S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication 
in  cooperation  with  the  Advertising  Council  and  the  Magazine  Publishers  of  America . 
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Medical  Arts  Bldg. 
543  E.  McDowell  Rd. 


PHOENIX.  ARIZONA 


Telephone 
ALpine  8-1601 


'Dfaytttetic 

A Complete  Analytical  and  Laboratory  Service  To  The  Medical  Profession  of  Arizona 


Protein  Bound  Iodine 
Blood  Cholinesterase 
17-Ketosteroids 
Corticosteroids 
Phophatases 

Vitamin  Determinations 

Blood  Volume 

Blood  pH  Values 

Electrolytes 

Toxicology 

Autopsies 

Papanicolaou  Stains 
Liver  Function  Tests 
Porphyrins 


Streptolysin  Titres 
Rh  Antibody  Titres 
Quantitative  Serology 
Heterophile  Titres 
Autogenous  Vaccines 
Hematology 
Bacteriology 
Parasitology 
Gastric  Analysis 
Friedman  Tests 
Frog  Pregnancy  Tests 
Mycology 

Enzyme  Chemistry 
Spectroscopic  Analysis 


Radiography 

Pelvimetry 

Electrocardiography 

Basal  Metabolism 

Vital  Capacity 

Salpingograms 

Cholecystograms 

Bronchograms 

Gall  Bladder  Series 

G.I.  Series 

Pyelograms 

Myelograms 

Cystograms 

Electrometric  Analysis 


Maurice  Rosenthal,  M.D. 
Diplomate,  American 
Board  of  Pathology 


Radiology  by  a Qualified 
Radiologist 


George  Scharf,  M.D. 
Diplomate,  American 
Board  of  Pathology 


SANATORIUM  DIRECTORY 


BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics. 

• Excellent  Food. 

• Television. 

LA  SIESTA  LODGE 

A clean  and  comfortable  Rest  Home 
1032  E.  Camelback  Rd.  — Phoenix,  Arizona 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 

Telephone  AM  6-7473 

LOMA  LINDA  REST  HOME 

THIS  SPACE  FOR  SALE 

Miss  lone  Wilson,  Director 

FOR  INFORMATION  AND  RATES 

• A Clean  and  Comfortable  Home 

write  to 

For 

• Convalescents  and  Aged. 

• Home-cooked  food. 

• Private  and  Semi-Private  Rooms. 

ARIZONA  MEDICINE 

• Excellent  Care. 

426  Heard  Bldg. 

Telephone  BR  2-2095 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

2316  S.  22nd  Ave.  — Phoenix,  Arizona 
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SANATORIUM  DIRECTORY 


LIVERMORE  SANITARIUM 


.ifiUte 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  ( for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 


Information  and  circulars  upon  request. 

Address:  O.  B.  JENSEN,  M.D. 
Superintendent  and  Medical  Director 
Livermore,  California 
Telephone  313 


CITY  OFFICES: 


San  Francisco 

450  Sutter  Street 
GArfield  1-5040 


Oakland 

1624  Franklin  Street 
GLencourt  1-5988 


SANATORIUM  DIRECTORY 


Treatment  for  Alcoholism 

HILLCREST  SANATORIUM 

as  prescribed  by  Family  or  Panel  Doctor 

HYGEIA  SANITORIUM 

Cheerful  Private  Rooms 
Excellent  Food 

2534  Beverly  Boulevard  — Los  Angeles,  California 

Homelike  Atmosphere 
Reasonable  Rates 

Phone  DUnkirk  8-8178 

North  3rd  and  Adams  Phone  4-1562 

Recognized  by  the  American  Medical  Association 

Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

FOR  INFORMATION  AND  RATES 

write  to 

write  to 

ARIZONA  MEDICINE 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

426  Heard  Bldg. 

Phone  ALpine  2-4884 

Phone  ALpine  2-4884 

PHOENIX.  ARIZONA 

PHOENIX,  ARIZONA 
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You're  the  Doctor  — 
Catalina  is  the  sanatorium 


If  you*  desire  any  information  about  Cata- 
lina, your  collect  call  or  wire  will  be  graci- 
ously accepted,  and  your  questions  answered. 


LOCATION: 

5055  N.  34th  ST.,  AT  EAST  CAMELBACK  ROAD 


MAILING  ADDRESS: 
ROUTE  NO.  2,  BOX  1499 
PHOENIX,  ARIZONA 

PRIVATE  TELEPHONE: 
AMHERST  6-7238 


CABLE  ADDRESS: 

CATALINA.  PHOENIX,  ARIZONA 


ARIZONA’S  FINEST  SANATORIUM 
FOR  NON-CONTAGIOUS  DISORDERS 


*M.D.’s  only 
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SANATORIUM  DIRECTORY— (Cont'd.) 


ALCOHOLISM 

There  is,  today,  a rapidly  increasing,  nation-wide 
awareness  of  alcoholism  as  a disease,  as  a major  health 
problem  and  as  a responsibility  of  the  medical  pro- 
fession. 

Physicians  throughout  the  country  are  recognizing 
the  need  of  special  facilities  for  the  proper  care  and 
treatment  of  the  victims  of  this  disease. 

In  THE  FRANKLIN  Phoenix  has  a modern  center 
for  care  and  treatment  of  acute  and  chronic  cases 
of  alcoholism. 


MARQUARD  REST  HOME 

General  Care  Aged  and  Convalescence 
Personalized  Diets  — 24  Hour  Nursing  Service 
Loving  Care  To  the  Senile  Aged 

Reasonable  Rates 

Phone  AMherst  6-4712  — 126  E.  Bethany  Home  Road 
Phoenix,  Arizona 


EVELYN  DODD  REST  HOME 

(Under  new  Management— Mr.  & Mrs.  W.  M.  Davey) 


All  treatment  at  THE  FRANKLIN  is  under  the 
supervision  of  a licensed  physician.  Patients  may 
retain  their  own  physicians  or  may  be  attended  by  a 
staff  physician  of  THE  FRANKLIN. 

Nursing  care  is  continuous,  24  hours  a day,  under 
supervision  of  a registered  nurse;  with  a staff  of  un- 
derstanding, experienced  people. 


^Jlie  ^ranhlin 


• 24  Hour  Nursing  Care 

• Home  Cooking  and  Baking 

• Convalescent 

• Quiet— Home  Like 

1608  E.  Meadowbrook  Ave.  Phone  AMherst  5-4185 
Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 


ALCOHOLIC  PROBLEMS  - EXCLUSIVELY 
367  N.  21st  Ave.,  Just  Above  Van  Buren 
Telephone  ALpine  3-4751 
Phoenix,  Arizon  i 


ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 


MEDICAL  STAFF 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Director 
CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.,  Associate  Director 
ETHEL  FANSON,  M.D.  CARLOS  F.  SACASA,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HERBERT  A.  DUNCAN,  M.D. 
KENNETH  P.  NASH,  M.D. 


PASADENA,  CALIFORNIA 


ITARIUM 
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SANATORIUM  DIRECTORY— (Cont'd) 


GLENDALE  NURSING  HOME 

Arizona’s  newest,  modern  nursing  home  for 
the  convalescence  and  recuperation  of  non-con- 
tagious conditions.  Designed  and  built  espe- 
cially for  this  type  patient. 

• 24  Hour  Nursing  Care 

• Special  diets.  Quiet. 

Located:  Lat.  16%  North  of  E.  Glendale  Ave. 
Glendale  — Phone  Glendale  7064 
Margaret  C.  Bonnie,  R.N. 


DESERT  REST  HOME 

(Convalescent) 

Ray  and  Ruth  Eckel 
Proprietors 

409  E.  Townley  Avenue  Phone  AM  6-2049 

Phoenix,  Arizona 


HIGHLAND  MANOR 

THIS  SPACE  FOR  SALE 

(Mr.  & Mrs.  Marley  Karns) 

FOR  INFORMATION  AND  RATES 

• Convalescent. 

write  to 

• Personalized  Diets. 

• 24  Hour  Nursing  Care. 

ARIZONA  MEDICINE 

• Located  in  a Quiet  Zone. 

426  Heard  Bldg. 

1411  E.  Highland  Ave.  Phoenix,  Arizona 

Phone  ALpine  2-4884 

Telephone  AM  5-2552 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 

OCOTILLO  CONVALESCENT  HOME 

FOR  INFORMATION  AND  RATES 

write  to 

• Convalescent  Cases 

• Quiet  & Restful 

ARIZONA  MEDICINE 

• 24  Hour  Nursing 

• Best  of  Food 

426  Heard  Bldg. 

• Diets 

Phone  ALpine  2-4884 

3434  E.  McDowell  Road  — Phone  BRidge  5-0462 

PHOENIX,  ARIZONA 

Phoenix,  Arizona  ; 

SCHER  REST  HOME 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

Ambulatory  and  Semi-Mental  Patients 

write  to 

24  Hour  Nursing  Service 

ARIZONA  MEDICINE 

Quiet  and  Home-Like 

426  Heard  Bldg. 
Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

2919  East  Granada  Rd.  — Phoenix,  Arizona 
Phone  BRidge  5-5516 

MATERNITY  DIRECTORY 


Stork's  Nest  Maternity  Lodge 

THIS  SPACE  FOR  SALE 

(Licensed  and  Certified.  A-l  Rating) 

FOR  INFORMATION  AND  RATES 

• Complete  service  for  mother  and  infant. 

• New.  Recently  opened  to  the  public. 

write  to 

• 24  hour  service.  Quiet  and  homelike. 

• Completely  equipped  to  give  safe  delivery  of 

ARIZONA  MEDICINE 

babies. 

426  Heard  Bldg. 

• Trained  staff.  Inspection  invited. 

• Private  and  semi-private  rooms. 

Phone  ALpine  2-4884 

North  Central  Ave.  near  Northern 

PHOENIX,  ARIZONA 

Phone  471  — Glendale,  Arizona 
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WAYLAND’S 

☆ 


Wayland's  Prescription  Pharmacy 
13  E.  Monroe  Street 
Phone  ALpine  4-4171 
PHOENIX.  ARIZONA 

☆ 

FREE  DELIVERY 


28  Registered  Pharmacists 


Tucson 


Casa  Grande 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 

THE  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 


CREIGHTON  PHARMACY 

Telephone  BR  5-2441 
2345  E.  McDowell  Rd.  — Phoenix,  Arizona 
CHARLES  E.  BILL  M.  GERTRUDE  BILL 


COLLINS  DRUG  STORE 

(Prescriptions) 

115  W.  Van  Buren  Tolleson 

Telephone  ALpine  4-2353 


FAIRMONT  PHARMACY 

Telephone  BRidge  5-1331 
3231  E.  McDowell  Rd.  Phoenix 


JOHNS  DRUG  CO. 

“PRESCRIPTIONS” 

3444  E.  Van  Buren  — Phone  BR  5-1161 
Phoenix,  Arizona 
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DRUGGIST  DIRECTORY 


Open  9:00  A.M.-11:00  P.M.  Call  ALpine  2-1123 

We  Deliver 

BLUE  CROSS  PHARMACY 

PRESCRIPTION  SPECIALISTS 
1924  East  Van  Buren 

Surgical  Appliances  — Private  Fitting  Room 

FELSHER  PRESCRIPTION 
PHARMACY 

Sick  Room  Supplies  — Vitamins 
650  N.  First  Avenue  — Phone  ALpine  3-2070 
Phoenix,  Arizona 

FOURTH  AVENUE  PHARMACY 

J.  W.  Holloway,  Prop. 

Free  Delivery  Service  Within  Radius  of  8 Miles. 
Try  Us  and  See 

Cor.  E.  6th  St.  and  4th  Ave.  — Phone  4-1182 
Tucson,  Arizona 

AL'S  DRUG  STORE 

PHONE  AMherst  5-5552 
7th  Avenue  and  Camelback  Road 
Phoenix,  Arizona 

Open  8 A.M.  to  11  P.M.  Daily  & Sunday 

Broadway  Village  Drug  Store 

PHONE  5-2631 

Broadway  at  Country  Club  Road 
(Free  Delivery) 

TUCSON  ' ARIZONA 

NATIONAL  PHARMACY 

Prescriptions 

Phone  2-2412  340  Ajo  Way 

Tucson,  Arizona 

MONTE  BLISS 
Frontier  Village  Drug  Store 

“Your  Reliable  Neighborhood  Prescription  Pharmacy” 
1700  N.  Maple  Blvd.  Phone  5-5252 

Tucson,  Arizona 

ROHRER-BLOOM  DRUG  CO. 

(Walgreen  Agency) 
PRESCRIPTIONS  PHARMACISTS 
Phone  40 

Gurley  and  Montezuma 
Prescott,  Arizona 

SUNNYSLOPE  PHARMACY 

‘Ralph’s’ 

REXALL  DRUGS 
8946  N.  7th  St.  — Sunnyslope 
Telephone  AMherst  6-8363 
Sunset  Pharmacy  — 1609  E.  Indian  School  Rd. 

STONE  AND  3RD  PHARMACY 

749  N.  Stone  — Phone  3-6041 

ENCANTO  PARK  DRUG  CO. 

3352  E.  Speedway  — Phone  5-3102 
Tucson,  Arizona 

FLORES  & SON 

(FARMACIA  FLORES) 

“Your  Nyal  Service  Drug  Store” 

W.  Congress  and  Meyer  Sts.  Phone  3-3362 

Tucson,  Arizona 

MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 

WOOD'S  PHARMACY 

Prescription  Pharmacists 
100  Washington  Street 
Peoria,  Arizona 

ENSMINGER  PHARMACY 

RELIABLE  PRESCRIPTIONS 
121  North  Cortez 

Phone  188  Prescott,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 

“Service  you  will  like” 

Corner  Speedway  and  Park  Avenue 
Phone  2-8865  Tucson,  Arizona 

PULLINS 

Prescriptions 
400  E.  Glendale 
Phone  Glendale  9848 
Glendale,  Arizona 
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CAMPBELL  DRUG  CO. 

1007  N.  7th  St.  — Phone  AL  3-1992 
Phoenix 

“See  our  separate  Liquor  Dept.” 


CAPITAL  DRUG  STORE 

“Prescriptions” 

1646  W.  Jefferson  Phoenix 

Phone  AL  4-1616 


ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  ALpine  3-3470 
PHOENIX,  ARIZONA 


EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phone  4587 
Mesa,  Arizona 


McDOWELL 

PRESCRIPTION  CENTER 

Professional  Prescription  Service 
Phones  ALpine  8-3694  — ALpine  8-3695 
312  W.  McDowell  Rd.  Phoenix,  Arizona 


LAIRD  & DINES 

The  REXALL  Store 

Reliable  Prescription  Service 
Tempe  422  Mill  Ave.  6c  5th 

Tempe,  Arizona 


Where  Your  Doctor  Speaks  and  Your  Druggist  Serves 

SIMON'S  DRUGS 

Prescriptions  • Hospital  Supplies  • Sick  Room 
Supplies  • Pharmaceuticals  • Baby  Needs 
Trusses  • Crutches  • Abdominal  Supports 

2829  W.  Van  Buren— Phones  AL  3-8411  - AL  8-2106 
Phoenix,  Arizona 

Ample  Parking  Space  — City-wide  Free  Delivery 


Physicians  and  Surgeons  Pharmacy 

PRESCRIPTIONS 

753  E.  McDowell  Road  — Phone  ALpine  4-8434 
Phoenix,  Arizona 


MacALPINE 

DRUG  CO. 

A complete  line  of  . . . 

PHOTOGRAPHIC  SUPPLIES 
COSMETICS 
LIQUOR  AND 
PRESCRIPTION  DEPT. 

Prompt  FREE  delivery 

2303  NortK  7th  St.,. 
PHOENIX,  ARIZONA 

phones:  ALpine  4-2606 

or  ALpine  2-1573 

3fC.  THE  REXALL  STORE 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  ro 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 
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DOCTORS'  DIRECTORY 


DOCTORS  DIRECTORY  ESTABLISHED 
1920 

ALpine  3-4189 

Emergency  calls  given  special  attention  We  will 
locate  your  doctor  before  or  after  office  hours. 
BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 
1541  East  Roosevelt 
Phoenix,  Arizona 


DOCTOR'S  CENTRAL  DIRECTORY 

Minnie  C.  Benson  R.N.,  Manager 
24  Hour  Service 
Phone  5-1551  - E.  Hedrick  Dr. 

Tucson,  Arizona 
Established  In  1932 


Telephone  Answering  Message  Service 


PHYSICIANS'  BUREAU 

PHONE  AMherst  6-1291 
347  E.  Maricopa  Phoenix,  Arizona 


GENERAL 

Message  and  Reminder  Service 

ALpine  8-2521 

24  Hour  Confidential  Service  — Bonded 
128  N.  1st  Ave.  — Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

AMBULANCE  SERVICE  DIRECTORY 

X-RAY  COMPANY 

ARIZONA’S  FINEST 

GENERAL  ELECTRIC  CO. 

Charter 

X-RAY  DEPARTMENT 

And  Ambulance  Service 

FOR  SALE:  Used  Profex  25  MA  R & F Unit, 

Phone  BRidge  5-5302  — Day  or  Night 

Examining  Table  Type,  Excellent  Condition. 
General  Electric  X-Ray  — 821  W.  Adams,  Phoenix, 

ARIZONA  AIRMOTIVE 

Arizona  For  Information  call  AL  4-0181 

Phoenix  Sky  Harbor 

and  Ask  For  Mr.  M.  A.  Schoeder. 

MEDICAL  BOOKS 

NURSES'  DIRECTORY 

ROBERTA  DAVEY  HALL 

DISTRICT  NO.  1 

MEDICAL  BOOKS 

ARIZONA  STATE  NURSES  ASS'N 

Of  All  Publishers 

MRS.  MARJORIE  E.  KASUN,  R.N., 

PROMPT  HANDLING  OF  ALL  ORDERS 

Registrar 

To  order:  Telephone  AMherst  5-1062 
40  East  Rose  Lane 

Nurses'  Professional  Registry 

Phoenix,  Arizona 

711  East  Monroe  Phoenix  Ph.  ALpine  4-4151 
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NEUROLOGY  and  PSYCHIATRY 


OTTO  L.  BENDHEIM,  M.D. 

NEUROLOGY  and  PSYCHIATRY 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 


ROBERT  L.  BEAL,  M.D. 

NEUROLOGY,  PSYCHIATRY  AND 
ELECTROENCEP1 1 ALOGR  APHY 

753  E.  McDowell  Rd.  — Phone  ALpine  8-2241 
Phoenix,  Arizona 


MILTON  H.  ERICKSON,  M.D. 

PSYCHOTHERAPY  AND  PSYCHIATRY 
Certified  by  American  Board  of 
Psychiatry  and  Neurology 

32  West  Cypress  Street  Phone  ALpine  2-4254 

Phoenix,  Arizona 


NEUROLOGICAL  SURGERY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 


Plastic  and  Reconstructive  Surgery 


HOWARD  C.  LAWRENCE,  M.D. 

Diplomate  of  the 
American  Board  of  Plastic  Surgery 

709  Professional  Building 
15  E.  Monroe  Street  Phone  ALpine  8-4101 
Phoenix,  Arizona 


ANESTHESIOLOGY 


LOUISE  BEWERSDORF,  M.D. 
F.  A.  C.  A. 

ANESTHESIOLOGY 
208  West  Glenrosa 

Phone  AMherst  5-4471  — ALpine  3-5101 
Phoenix,  Arizona 


UROLOGY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX.  ARIZONA 


W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

E.  R.  UPDEGRAFF,  M.D. 

1010  N.  Country  Club  Road 
Telephone  5-2609  Tucson.  Arizona 


PAUL  L.  SINGER,  M.D.,  F.  A.  C.  S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 

PHOENIX.  ARIZONA 


DONALD  B.  LEWIS,  M.D. 

UROLOGY 

Certified  by  the  American  Board  of  Urology 

123  So.  Stone  Ave.  Phone  2-7081 

Tucson.  Arizona 
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UROLOGY— (Conf'd.)  INTERNAL  MEDICINE 


ROBERT  H.  CUMMINGS,  M.D. 

J.  REICHERT,  M.D. 

Diplomate  of  the 

General  Practice 

American  Board  of  Urology 

CARDIO  VASCULAR  DISEASES 

808  Professional  Building 

ELECTROCARDIOGRAPHY 

15  East  Monroe  Phone  ALpine  4-3577 

303  W.  McDowell  Rd.  — Office  Phone  ALpine  4-7028 

Phoenix.  Arizona 

Phoenix.  Arizona 

ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 
1118  Professional  Building 
Phone  ALpine  4-1078 
Phoenix,  Arizona 


JESSE  D.  HAMER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suit  910  Phoenix 

15  E.  Monroe  St.  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 


KENT  H.  THAYER,  M.D. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 
Diplomate  of  the 

American  Board  of  Internal  Medicine 

ROBERT  H.  STEVENS,  M.D. 

INTERNAL  MEDICINE  ALLERGY 

1313  N.  Second  St.  Phone  ALpine  4-8841 

Phoenix,  Arizona 


FRANK  J.  MILLOY,  M.D. 
F.  A.  C.  P. 

INTERNAL  MEDICINE 

611  Professional  Building 
Phone  ALpine  4-2171 
Phoenix,  Arizona 


ROBERT  E.  RIDER,  M.D. 

INTERNAL  MEDICINE 
ELECTROCARDIOGRAPHY 

Del  Sol  Hotel  Bldg.  Phone  3-3721 

Yuma,  Arizona 


JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 

GASTROENTEROLOGY,  GASTROSCOPY 
800  North  First  Avenue  Phone:  ALpine  4-7245 
PHOENIX,  ARIZONA 


DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 

1850  N.  Laurel  Avenue  — Phone  ALpine  4-7970 
Phoenix,  Arizona 
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ORTHOPEDIC  SURGERY 


GEORGE  L.  DIXON,  M.D. 
PHILIP  G.  DERICKSON,  M.D. 

ORTHOPAEDIC  SURGERY 

Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  5-1533 
TUCSON,  ARIZONA 


GEO.  A.  WILLIAMSON,  M.D., 
F.A.C.S. 

LEO  L.  TUVESON,  M.D. 

ORTHOPAEDIC  SURGERY 

800  North  First  Ave.  Telephone  ALpine  2-2375 
PHOENIX,  ARIZONA 


ROBERT  E.  HASTINGS,  M.D., 
F.A.C.S. 


Diplomate  American  Board  of  Orthopaedic 
Surgery 


ROBERT  W.  WEBER.  M.D. 

ORTHOPAEDIC  SURGERY 
1014  N.  Country  Club 
TUCSON,  ARIZONA 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 


HOSPITAL 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

CHILDREN'S  DISEASES 


H.  B.  LEHMBERG,  M.D. 

J.  T.  O'NEIL,  M.D. 

Casa  Grande  Clinic  Phone  4495 

Casa  Grande,  Arizona 


WM.  F.  SCHOFFMAN,  M.D. 
CECILIA  H.  SHEMBAB,  M.D. 
JOHN  R.  KEEFREY,  M.D. 

DOCTORS  BUILDING 

316  W.  McDowell  Rd.  — Telephone  ALpine  4-7287 
Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 


CLINIC 


NELSON  CLINIC 
D.  E.  NELSON,  M.D. 
C.  J.  BOZZI,  M.D. 

503  Fifth  Avenue 
SAFFORD,  ARIZONA 


SUN  VALLEY  CLINIC 

34  North  Macdonald 
MESA.  ARIZONA 
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PROCTOLOGY 

ALLERGY 

WALLACE  M.  MEYER,  M.D. 

E.  A.  GATTERDAM,  M.D. 

PROCTOLOGY 

ALLERGY 

903  Professional  Bldg. 

Phone  ALpine  2-2822  — ALpine  3-4189 
Phoenix.  Arizona 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M.  to  5 P.  M. 
Phoenix,  Arizona 

MALIGNANT  DISEASE 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

JAMES  M.  OVENS,  M.  D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Allied  Diseases 
608  Professional  Bldg.  Phone  ALpine  4-1973 

Phoenix,  Arizona 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

KENNETH  C.  BAKER,  M.D. 

DERMATOLOGY 

Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona  i 

PATHOLOGICAL 

LABORATORIES 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

Professional  X-ray  and  Clinical 
Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 

Phone  ALpine  3-4105  ! 

R.  LEE  FOSTER,  M.D.,  Director 

G.  0.  HARTMAN,  M.D. 

MEDICAL  CENTER  LABORATORY 

PATHOLOGICAL  LABORATORY 

1313  N.  Second  St. 

20  E.  Ochoa  St.  Phone:  3-4861 

Phoenix,  Arizona 

TUCSON,  ARIZONA 

W.  Warner  Watkins,  M.D.,  Director 
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EYE,  EAR,  NOSE  and  THROAT 


DUNCAN  G.  GRAHAM,  M.D. 

BERNARD  L.  MELTON,  M.D. 

F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  and  THROAT 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Otolaryngology 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 

114  West  Pepper  Street 

Certified  by  International  College  of  Surgeons 

Mesa,  Arizona 

605  Professional  Bldg.  Phone  ALpine  3-8209 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 


SURGERY 


DELBERT  L.  SECRIST,  M.D., 
F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 


EDWARD  L.  KETTENBACH,  M.D. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  5-2605 

Tucson,  Arizona 


JOHN  J.  McLOONE,  M.D. 

Diplomate  American  Board  of  Otolarynogology 

OTORHINOLARYNGOLOGY 

BRONCHOESOPHAGOLOGY 

316  W.  McDowell  Rd.  — Phone  ALpine  2-1865 
Phoenix,  Arizona 


H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 

W.  R.  MANNING,  M.D.,  F.A.C.S. 

DONALD  A.  POLSON,  M.D. 

SURGERY 

GENERAL  SURGERY 

Diplomate  American  Board  of  Surgery 

Certified  by  the  American  Board  of  Surgerv 

800  North  First  Avenue 
Phone  ALpine  4-7245 

620  North  Country  Club  Road  Phone  5-2687 

Tucson,  Arizona 

Phoenix,  Arizona 

GENERAL  PRACTICE 


JAMES  E.  O'HARE,  M.  D. 

M.  G.  FRONSKE,  M.  D. 

Diplomate  American  Board  of  Surgery 

GENERAL  PRACTICE 

PRACTICE  LIMITED  TO  THORACIC  SURGERY 

Phones: 

Office  99:  Residence  155 

1613  N.  Tucson  Blvd.  Phone  4-1151 

10  N.  Leroux  St. 

Tucson.  Arizona 

Flagstaff.  Arizona 
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CHEST  DISEASES  AND  SURGERY 

OBSTETRICS  and  GYNECOLOGY 

GEORGE  A.  BOONE,  M.D. 

HARRY  J.  FELCH,  M.D. 

Physician  and  Surgeon  ! 

DISEASES  AND  SURGERY  OF  THE  CHEST 
1608  N.  Norton  Telephone  6-2429 

TUCSON,  ARIZONA 

Residence  Office 

325  W.  Granada  703  Professional  Bldg. 

Phoenix.  Arizona  15  E.  Monroe  Street 

Residence  ALpine  3-1151  Office  ALpine  3-1151 

RADIOLOGY 

GOSS  - DUFFY  LABORATORY 

W.  WARNER  WATKINS,  M.D. 

F.A.C.P.,  F.A.C.R. 

X-RAY  AND  CLINICAL  DIAGNOSIS 

(Diplomate  in  Radiology) 

Diagnostic  Roentgenology,  X-Ray  and  Radium 

316  West  McDowell  Road 

Therapy 

Phoenix,  Arizona 

Medical  Center  Laboratory 

1313  N.  Second  St.,  Phoenix,  Arizona 

DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

MARCY  L.  SUSSMAN,  M.D., 

Diplomates  of 

F.A.C.R. 

American  Board  of  Radiology 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  ROENTGENOLOGY 

801  North  Second  Ave. 

23  East  Ochoa 

Telephone  ALpine  3-4179 
Phoenix,  Arizona 

Tucson 

R.  LEE  FOSTER,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  ALpine  3-4105  Phoenix,  Arizona 


DOUGLAS  D.  GAIN,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Certified  in 

X-RAY  THERAPY  AND  DIAGNOSIS 
RADIUM  THERAPY 

MEMORIAL  HOSPITAL 
Phoenix,  Arizona 

1200  South  Fifth  Avenue  — Ph.  ALpine  8-7531 


JOHN  W.  KENNEDY,  M.D. 

THIS  SPACE  FOR  SALE 

Diplomate  of  American  Board  of  Radiology 

FOR  INFORMATION  AND  RATES 

Diagnostic  Roentgenology 

write  to 

X-ray  and  Radium  Therapy 

Professional  X-ray  and  Clinical  Laboratory 

ARIZONA  MEDICINE 

Successor  to 

426  Heard  Bldg. 

Pathological  Laboratory 

507  Professional  Bldg. 

Phone  ALpine  2-4884 

Phone  ALpine  3-4105  Phoenix,  Arizona 

PHOENIX,  ARIZONA 
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THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.D.,  F.A.C.S.  ALVIN  L.  SWENSON,  M.D. 

RAY  FIFE,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.D. 

1313  North  Second  Street  Phone  ALpine  8-1586 

Phoenix,  Arizona 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  govemmentallv  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.D. 

Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 
Phoenix,  Arizona 

RALPH  H.  FULLER.  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN,  M.D. 

20  East  Ochoa  Street 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

Tucson  Medical  Center 
Tucson.  Arizona 


MAURICE  ROSENTHAL.  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

LOREL  A.  STAPLEY.  M.D. 

425  N.  4th  Street 
Phoenix,  Arizona 

O.  O.  WILLIAMS.  M.D. 

425  North  Fourth  Street 
Phoenix,  Arizona 

HAROLD  WOOD,  M.D. 

1130  N.  Central  Ave. 

Phoenix,  Arizona 


RADIOLOGY 


TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG.  M.D.  JAMES  H.  WEST.  M.D.,  F.A.C.R. 

Diplomates  of  American  Board  of  Radiology 


RADIUM 

721  North  4th  Ave. 


AND  X-RAY 


THERAPY 

TUCSON,  ARIZONA 


U.  C.  MEDICAL  LIBRARY 

OEC  3 .1352 

San  i-rancisco,  22 

Convenient 
as  the 
Comer 
Drug  Store 


No  other  nationally 
distributed 

pharmaceutical  products 
may  be  obtained  as 
quickly  and  as  easily  as 
those  bearing  the  Lilly 
label.  Not  only  is  there  a 
representative  assortment 
of  Lilly  products  in 
nearly  every  retail 
pharmacy,  but  there  are 
also  more  than  two 
hundred  selected  drug 
wholesalers  who  feature 
complete  Lilly  stocks. 
Your  pharmacist  need 
only  call  the  near-by 
wholesaler  to  replenish 
his  stock  or  to  secure  new 
items.  Depend  on  your 
pharmacist  to  serve  you. 
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one  of 
the  most 
familiar  sights 
' in 


ADRENALIN* 


ADRENALIN  (epinephrine,  Parke-Davis)  is  available  as: 

ADRENALIN  CHLORIDE  SOLUTION  1:1000 
ADRENALIN  CHLORIDE  SOLUTION  1:100 

ADRENALIN  IN  OIL  1:500 

And  in  a variety  of  other  forms  to 

meet  medical  and  surgical  requirements. 


Introduced  to  the  medical 
profession  by  the  Parke-Davis 
Research  Laboratories  in  1901, 
ADRENALINS  notable  versatility  has 
made  it  one  of  the  most  widely  used 
drugs  in  clinical  practice.  ADRENALIN 
is  a standby  for  relieving  asthmatic 
paroxysms,  for  treatment  of  protein  shock 
angioneurotic  edema,  cardiac  arrest, 
and  other  medical  or  surgical 
emergencies.  Among  its  many  other 
important  uses  are:  control  of 
hemorrhage;  prolongation  of  local 
anesthesia  by  delaying  absorption; 
relaxation  of  uterine  musculature; 
and  reduction  of  intraocular 
pressure,  vascular  congestion 
and  conjunctival  edema. 


$ 

ui 


C A Af 


Ft) 


DETROIT.  MICHIGAN 


2 


Arizona  Medicine 


November,  1952 


Meat 


• • • 


and  its  Wide  Clinical  Applicability 


That  meat  is  an  important  component  of 
the  high  protein  diet1  employed  in  the  treat- 
ment of  many  pathologic  states  is  evident 
from  the  following  dietary  suggestions  that 
have  been  recommended  by  some  authorities 
in  the  field  of  nutrition: 

Protein  of  good  quality  and  in  adequate 
amounts  is  the  most  effective  dietary  agent 
for  protecting  the  liver  from  damage  and  for 
promoting  its  repair.2  In  the  long-term 
management  of  chronic  liver  disease,  a sug- 
gested diet  includes  at  least  4 ounces  of 
lean  lamb,  veal,  or  beef  in  both  the  noon  and 
evening  meals.3 

Among  the  nutritional  needs  of  patients 
with  chronic  ulcerative  colitis  is  protein.4 5 * *  For 
such  patients  a recommended  diet  includes 
4 ounces  of  tender  meat  with  luncheon  and 
with  dinner.5a 

In  diabetes  mellitus,  maintenance  of  pro- 
tein reserves  is  important  for  supporting 
well-being  and  vigor,  for  maintaining  resist- 
ance to  infection,  and,  in  conjunction  with 
good  general  management,  for  minimizing 
many  of  the  degenerative  changes  commonly 
seen  in  this  condition.6,7  One  ounce  ofbacon 
at  breakfast  and  214  ounces  of  cooked  meat 

1.  Lewis,  H.  B.:  Proteins  in  Nutrition,  in  Handbook  of 
Nutrition,  American  Medical  Association,  ed.  2,  Phila- 
delphia, The  Blakiston  Company,  1951,  p.  1. 

2.  Patek,  A.  J.,  Jr.:  Evaluation  of  Dietary  Factors  in  Treat- 
ment of  Laennecs  Cirrhosis  of  Liver,  J.  Mt.  Sinai  Hosp. 
74/1  (May-June)  1947. 

3.  Portis,  S.  A.,  and  Weinberg,  S. : Recent  Advances  in  the 
Medical  Treatment  of  Cirrhosis  of  the  Liver,  J.A.M.A. 
249-1265  (Aug.  2)  1952. 

4.  Welch,  C.  S. ; Adams,  M.,  and  Wakefield,  E.  G.:  Metabolic 
Studies  on  Chronic  Ulcerative  Colitis,  J.  Clin.  Investigation 
76/161  (Jan.)  1937. 

5.  (a)  Mayo  Clinic  Diet  Manual,  Philadelphia,  W.  B. 

Saunders  Company,  1949,  p.  89. 

Tb)  Ibid.,  p.  133. 


at  each  of  the  other  two  meals  are  valuable 
in  a diabetic  diet.5b 

A program  of  treatment8  found  useful  in 
atherosclerosis  of  the  coronary  vessels  in- 
cludes an  adequate  diet  low  in  fat  (20-25  Gm. 
daily)  and  normal  or  moderately  high  in 
protein  (60-100  Gm.  daily),  in  conjunction 
with  lipotropic  agents.  A sample  menu  of 
this  diet  lists  2 ounces  of  lean  meat  at 
both  the  noon  and  evening  meals. 

Underweight  or  average  weight  patients 
with  persistent  low  blood  sugar  levels  are 
benefited  by  a high  protein  diet  providing 
meat  two  or  three  times  a day.9  In  over- 
weight patients  of  this  type,  lean  meat  is 
served  at  luncheon  and  at  dinner. 

During  convalescence  from  infectious  dis- 
ease, the  importance  of  "high  protein-high 
calorie”  diets  including  generous  servings  of 
meat  deserves  emphasis.10  For  this  purpose, 
a suggested  typical  daily  menu  schedule 
which  results  in  weight  gain,  improved  vigor, 
and  a restored  sense  of  well-being  furnishes 
Vi  ounce  of  bacon  at  breakfast  and  3 ounces 
of  meat  at  each  of  the  other  meals.  Supple- 
mentary feedings  may  include  additional 
amounts  of  meat. 

6.  MosenthaJ,  H.  O. : Management  of  Diabetes  Mellitus,  An 
Analysis  of  Present-Day  Methods  of  Treatment,  Ann.  Int. 
Med.  29: 79  (July)  1948. 

7.  McLester,  J.  S. : Nutrition  and  Diet  in  Health  and  Disease, 
ed.  5,  Philadelphia,  W.  B.  Saunders  Company,  1949,  p.  364. 

8.  Morrison,  L.  M.:  Arteriosclerosis:  Recent  Advances  in  the 
Dietary  and  Medical  Treatment,  J.A.M.A.  245/1232 
(Apr.  21)  1951. 

9.  Low  Blood  Sugar  Level;  Queriesand  Minor  Notes,  J.A.M.A. 
249/1358  (*Aug.  2)  1952. 

10.  Goodman,  J.  I.,  and  Garvin,  R.  O. : Results  of  High 
Calorie  Feeding,  Gastroenterology  6/537  (June)  1946. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 
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Lo  increase  and  accelerate  the 
appearance  of  remissions 

“Gold  salts,  if  administered  during  the  first  year  of  rheumatoid 
arthritis,  increase  and  accelerate  the  appearance  of  remis- 
sions.”* A remission  rate  of  66  per  cent  was  recently  noted  in 
a group  of  gold-treated  patients  with  rheumatoid  arthritis  of  12 
months  or  less  duration.  Similar  patients  treated  without  gold 
showed  a remission  rate  of  only  24.1  per  cent.  On  the  average, 
remissions  appeared  10  months  sooner  in  the  gold-treated  cases. 

SOLGANAL- 

( aurothioglucose) 

*Adams,  C.  H.,  and  Cecil,  R.  L.:  Ann.  Int.  Med.  55:163,  1950. 
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ACCIDENT  HOSPITAL  SICKNESS 

INSURANCE 

For  Physicians,  Surgeons,  Dentists  Exclusively 


> PREMIUMS 

COME  FROM 


/ PHYSICIANS  \ 
SURGEONS 
V DENTISTS  J 


claims'^ 


$5,000  accidental  death  Quarterly  $8.00 

$25  weekly  indemnity,  accident  and  sickness 


$10,000  accidental  death  Quarterly  $16.00 

$50  weekly  indemnity,  accident  and  sickness 


$15,000  accidental  death  Quarterly  $24.00 

$75  weekly  indemnity,  accident  and  sickness 


$20,000  accidental  death  Quarterly  $32.00 

$100  weekly  indemnity,  accident  and  sickness 


COST  HAS  NEVER  EXCEEDED  AMOUNTS  SHOWN 
ALSO  HOSPITAL  INSURANCE 


Single 

Double 

Triple 

Quadruple 

60  days  in  Hospital 

10.00  per  day 

15.00  per  day 

20.00  per  day 

30  days  of  Nurse  at  Home  

10.00  per  day 

15.00  per  day 

20.00  per  dav 

Laboratory  Fees  in  Hospital  

5.00 

10.00 

15.00 

20.00 

Operating  Room  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Anesthetic  in  Hospital  

10.00 

20.00 

30.00 

40.00 

X-Ray  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Medicines  in  Hospital 

10.00 

20.00 

30.00 

40.00 

Ambulance  to  or  from  Hospital  

10.00 

20.00 

30.00 

40.00 

COSTS  (Quarterly) 

Adult  ■ 

5.00 

7.50 

10.00 

Child  to  age  19 

1.50 

3.00 

4.50 

6.00 

Child  over  age  19  

2.50 

5.00 

7. .50 

10.00 

$4,000,000.00  PHYSICIANS  CASUALTY  ASSOCIATION  $18,900,000.00 

INVESTED  ASSETS  PHYSICIANS  HEALTH  ASSOCIATION  PAID  FOR  CLAIMS 


50  years  under  the  same  management 

400  First  National  Bank  Building  Omaha  2,  Nebraska 

$200,000.00  deposited  with  State  of  Nebraska  for  protection  of  our  members 


SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES. 

• 

PHOENIX  TUCSON  EL  PASO 


9,  No.  11 
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M 

l prompt  and 

prolonged 

decongestion 

in  COLDS 
...SINUSITIS 


Nco-Synephrine  hydrochloride,  through  immediate  and  prolonged 
decongestive  action,  not  only  restores  nasal  patency,  but  also 
helps  to  reestablish  and  protect  the  physiologic  defense  mechanisms 
of  the  nasal  cavity:  sinus  drainage  and  aeration. 

Neo-Synephrine  hydrochloride  is  notable  for  its  relative  freedom 
from  sting  and  for  virtual  absence  of  compensatory  congestion. 
Furthermore,  it  does  not  usually  produce  systemic  side  effects  such 
as  nervous  excitation,  cardiac  reaction  or  insomnia. 

The  decongestive  action  of  Neo-Synephrine  hydrochloride  is  undi- 
minished by  repeated  use  — insuring  relief  throughout  the  dura- 
tion of  the  illness. 

M%  solution  (plain  and  aromatic),  1 oz.  bottles 
Vi  and  1%  solutions  (when  stronger  vasoconstrictive  action  is 
needed),  1 oz.  bottles 
Vf/o  water  soluble  jelly,  % oz.  tubes 


Neo -Synephrine 

HYDROCHLORIDE 

INC. 


Synephrine.  trademark  rea.  U.  S.  & Canada,  brand  of  phenylephrine 


8 


Arizona  Medicine 


November,  1952 


pack  after 
pack! 


Vol  9,  No.  11 


Arizona  Medicine 


9 


Retention  Relieved 
Pharmacodynamically 


Urecholine®  is  highly  effective  in  the  prevention  and 
control  of  bladder  dysfunction  including  postoperative  urinary 
retention.  It  increases  muscular  tone  of  the  bladder  and 
produces  a contraction  sufficiently  strong  to  initiate  micturition 
and  empty  the  bladder.  Encouraging  results  also  have  been 
reported  following  the  use  of  Urecholine  in  gastric  retention, 
abdominal  distention,  and  megacolon. 

Reprint  of  recent  clinical  report  available  on  request 


URECHOLINE®  Chloride 

(Bethanechol  Chloride  Merck) 


council  ?« 


ACCEPTED 


Research  and  Production 

for  the  Nation’s  Health 


MERCK  & CO..  Inc. 

Alantifacturing  Chemists 


RAHWAY 


NEW  J E R S » / 


In  Canada:  MERCK  & CO.  Li  m ited  - Montrea  I 


© Merck  & Co.,  lac. 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 


10 


Arizona  Medicine 


November,  1952 


Take  a PHILIP  MORRIS  and  any  other  cigarette 

1.  Light  up  either  one  first.  l ake  a puff  — get  a good  mouthful  of  smoke 
— and  s-l-o-w-l-y  let  the  smoke  come  directly  through  your  nose. 

2.  Now,  do  exactly  the  same  thing  with  the  other  cigarette. 

lou  will  notice  a distinct  difference  between 

PHILIP  MORRIS  and  any  other  leading  brand. 

Philip  Morris 

Philip  Morris  & Co.  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 


Doctor, 
be  your  own 
judge . . . 
try  this 
simple  test 


With  so  many  claims 
made  in  cigarette  adver- 
tising, you.  Doctor,  no 
doubt  prefer  to  judge  for 
yourself.  So  won’t  you 
make  this  simple  test? 


5210 
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Estrogenic  Substances  (water-soluble) 


also  known  as  Conjugated  Estrogens  (equine) 


AYERST,  McKENNA  & HARRISON  Limited 
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A First  Federal  Savings 
book  is  a safe,  sure  way 
to  invest  in  the  future. 

You  are  invited  to  open 
your  INSURED  account 
soon! 


FIRST  FEDERAL 


AVINGSwa 


.C4M- 


Q/faui. 


JOSEPH  G.  RICE.  PRESIDENT 


30  West  Adams  • Phoenix 

Orange  at  4th  • Yuma 

3311  N.  Central  • Phoenix 

(Free  parking  at  N.  Central) 


l/^ainbow  'l/Uater 


A constantly  reliable  bottled  water  . . . 
Pure  . . . Fresh  . . . Naturally  Soft 
Untreated  . . . Sterilized  Equipment 
Delivered.  Also  Distilled  Water. 

* 

PHONE  2-4645 

☆ 

RAINBOW  WATER  CO. 


332  East  Seventh 


Tucson 


DYE  MEDICAL  & OXYGEN 
SUPPLY  COMPANY 

OFFERS 

The  Newest  in  Oxygen  Therapy  Equipment 

Exclusive  Distributors  for  MSA  Pneophore 

Exclusive  Distributors  for  Expendo 
Plastic  Mask  & Cannula 

Distributors  of  Medicinal  Gases  to 
Hospitals 

Quality,  Promptness  and  Efficiency 
combined  with  the  lowest  prices  to 
Doctors  and  patients  in  Phoenix 

24  HOUR  SERVICE 

3332  W.  McDowell  Road 
Phoenix.  Arizona 

ALpine  8-5341,  ALpine  8-5342, 
ALpine  8-5343 

"Every  Need  For  the  Sick  Room" 


WHEN  AN  ORTHOPEDIC 
MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proven 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 
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THE 

EK-2 

Free 

Trial  

Offer 

Doctor  . . . we  are  so  enthusiastic  about  the  performance 
of  the  Burdick  EK-2  Direct-Recording  Electrocardio- 
graph that  we  would  like  to  have  you  try  one. 

Just  mail  the  coupon  below,  or  phone  us,  and  we  will 
arrange  to  place  an  EK-2  Electrocardiograph  in  your 
office  for  15  day  free  trial.  No  obligation  whatever. 


STANDARD  SURGICAL  SUPPLY 

710  NORTH  FIRST  STREET  P H O E N I X • A R I Z O N A 

BRANCH:  809  E.  BROADWAY  - TUCSON,  ARIZONA 

Please  arrange  for  a 15  day  free  trial  of  your  Electrocardio- 
graph at  our  mutual  convenience.  I understand  this  involves 
no  obligation  whatsoever. 

Dr 

Street  

City  Zone State 
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clinical  tests  show 


S-M-A 


is  the  only 

infant  feeding  formula  that 


• establishes  a jrredominantly  .gram-positive 
flora' — similaVj:o  the  flora  of  the  lower  intes- 
tine of  the  breast-fed  baby.1 


5 
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J.B.:  A Study  of  Infantile  Diaper  Rash. 
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produces  a stool  with  a pH  “practically  iden- 
tical” with  that  of  the.infant  fed  human  milk. 
Stools  of  babies  fed  other  formulas  are  dis- 
tinctly more  alkaline  (6.2  to  6.7).1 


S-M-A 


means: 


Better  absorption  of  minerals,  especially  calcium. 

Lower  incidence  of  constipation.  Formation 
of  calcium  soaps  is  inhibited ; acid  produced 
by  fermentation  stimulates  peristalsis. 

Lessened  susceptibility  to  diarrhea.  Lactobacilli 
inhibit  overgrowth  of  ‘colon’  group  bacilli. 

A stool  typical  of  the  breast-fed  infant — having  a 
“buttermilk-like”,  rather  than  putrefactive  odor. 

Vitamins  more  readily  available,  especially 
vitamin  Bn.  Growth  of  putrefactive  organisms 
which  reduce  amounts  of  vitamins  available2 
is  inhibited. 

Minimal  danger  of  perianal  dermatitis  and 
diaper  rash  in  the  new-born.3 


® 
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One  of  the  largest  suppliers  of  medical  and  hospital  equipment,  instruments, 
supplies,  and  pharmaceuticals.  We  invite  you  to  come  in  and  see  our  large, 
up-to-date  display. 

Over  70,000  Square  Feet  on  5 Levels  in  One  Building 

• BETTER  SERVICE — for  the  medical  and  hospital  profession  from  one  of 
the  largest  and  most  complete  stocks  in  the  country. 

• YOUR  ONLY  COMPLETE  SOURCE— everything  under  one  roof. 

• LARGEST  DISPLAY  FLOOR — over  6000  square  feet  of  display  floor, 
featuring  thousands  of  medical  and  hospital  needs. 

• NUMEROUS  MODEL  ROOMS — featuring  various  types  of  doctors  of- 
fices, patient’s  rooms,  operating  rooms,  delivery  rooms,  etc. 

FOR  FAST  AND  EFFICIENT  SERVICE  TRY 


PHYSICIANS  AND  HOSPITALS  SUPPLY  CO.,  Inc. 

MINNEAPOLIS  MINNESOTA 
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new  uniform  oral  dosage 


The  new,  uniform  oral  dose  for  adults  is  1-3  grams.  This 
may  be  repeated  3-5  times  per  day. 

The  first  dose  prescribed  should  be  at  the  lower  end  of 
the  recommended  dosage  range  (an  occasional  patient  may 
complain  of  side  effects  when  large  doses  are  given  at  the 
start  of  Tolserol  therapy).  Subsequent  doses  maybe  adjusted 
to  the  needs  of  the  individual  patient.  Whenever  possible, 
Tolserol  should  be  given  after  meals.  When  Tolserol  is 
given  between  meals,  it  is  desirable  that  the  patient  first 
drink  i/g  glass  of  milk  or  fruit  juice. 


Tablets,  0.5  Gm.  and  0.25  Gm.,  bottles  of  100;  Capsules,  0.25  Gm., 
bottles  of  100;  Elixir,  0.1  Gm.  per  cc.,  pint  bottles;  Intravenous 
Solution,  20  mg.  per  cc.,  50  cc.  and  100  cc.  ampuls. 


'TOLSEROL*  TREG. 


U.  S.  PAT.  OFF.)  IS  A TRADEMARK  OF  E.  R.  SQUIBB  & SONS 
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H.  P.  S.  tt/ 


. . . . yet  as  delicious 
as  any  milk  beverage 


H.  P.  S.  Sixty  is 
supplied  in  1 lb. 
and  4 lb.  tins. 


A mixture  of  milk  protein  concentrate,  soy  protein, 
whole  egg  powder,  powdered  sugar,  and  flavoring, 


H.  P.  S.  Sixty  provides 

Protein 60% 

Fat 1.5% 

Carbohydrate 27% 


This  high  protein  dietary  supplement  is  outstanding 
in  palatability.  Its  biologically  complete  proteins  are 
intact,  hence  it  is  not  burdened  by  objectionable  taste 
or  odor. 

H.P.S.  Sixty  provides  3.6  calories  per  gram,  102  cal- 
ories per  ounce. 

Prepared  with  water  according  to  directions  (6  oz. 
water,  Wz  oz.  H.P.S.  Sixty),  three  daily  servings  (three  6 
oz.  glasses)  provide  77  Gm.  of  protein;  prepared  with 
skim  milk,  three  glasses  provide  96  Gm.  of  protein;  with 
whole  milk,  95  Gm.  of  protein. 

Valuable  for  use  when  the  protein  intake  must  be  in- 
creased by  the  oral  route  and  when  whole  protein  can  be 
utilized,  as  in  undernutrition,  peptic  ulcer,  hepatitis, 
chronic  diarrheal  states,  pregnancy  and  lactation,  and 
following  burns  and  other  conditions  which  raise  the 
protein  need. 

SMITH-DORSEY,  LINCOLN,  NEBRASKA 
A Division  of  THE  WANDER  COMPANY 
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Always  ready 
to  abort 

i 

i 

the  V 

\ 

Bronchospasm 


easy  to  carry. . . 
in  pocket  or  purse 


W TH  THIS  quick-acting  bronchodilating  powder, 
it  is  now  possible  for  many  chronic  asthmatics  to  lead 
useful,  happy  lives.  When  the  asthmatic  feels  a bron- 
chospasm impending  he  can  merely  take  three  or  four 
inhalations  of  Norisodrine  Sulfate  Powder  and  the 
attack  usually  subsides  at  once. 

The  patient  carries  this  therapy  with  him.  He  uses 
the  Aerohalor,  Abbott's  handy,  smoke-it-like-a-pipe 
powder  inhaler.  No  need  to  leave  the  job,  no  injections 
no  cumbersome  equipment. 

Clinical  investigators12’1 2 3  have  found  Norisodrine 
effective  against  both  mild  and  severe  asthma.  The  drug 
is  a sympathomimetic  amine  with  a marked  broncho- 
dilating effect  and  relatively  low  toxicity.  With  proper 
administration,  side-effects  are  few  and  usually  minor. 

Before  prescribing  this  potent  drug,  however,  the 
physician  should  familiarize  himself  with  administra- 
tion, dosage  and  precautions.  Professional  literature 
may  be  obtained  by  writing  Abbott  s~\  fW)  j . 
Laboratories,  North  Chicago,  Illinois.  VAAJVJTtLC 


1.  Kaufman,  R.,  and  Farmer,  L.  (1951),  Norisodrine  by  Aerohalor 
in  Asthma,  Ann.  Allergy,  9-89,  January-February. 

2.  Swartz,  H.  (1950),  Norisodrine  Sulphate  (25  Per  Cent)  Dust 
Inhalation  in  Severe  Asthma,  Ann.  Allergy,  8:488,  July-August. 

3.  Krasno,  L.,  Grossman,  M.,  and  Ivy,  A.  (1949),  The  Inhalation 
of  l-(3\4'-Dihydroxyphenyl)-2-Isopropylaminoethanol  (Noriso- 
drine Sulfate  Dust),  J.  Allergy,  20:111,  March. 


Norisodrine* 

SULFATE  POWDER 

(ISOPROPYLARTERENOL  SULFATE.  ABBOTT) 

for  use  with  the  AEROHALOR® 
Abbott's  Powder  Inhaler 
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Is  there  a sympathomimetic  agent 
that  will  give  relief  from  asthma  without 
causing  vasopressor  and  psychomotor 
stimulation? 

Orthoxine  Hydrochloride  provides 
bronchodilatation  with  minimal  vaso- 
pressor and  psychomotor  stimulation.  By 
modifying  the  configuration  of  a sym- 
pathomimetic amine  molecule,  the  action 
of  Orthoxine  has  been  centered  mainly 
upon  bronchodilatation,  thereby  mini- 
mizing side-effects  arising  from  vasopres-- 
sor  or  psychomotor-stimulating  activity. 


HYDROCHLORIDE 
BRAND  OF  M ETHOXY  PHENAMINE 


Bottles  of  100  and  500  tablets. 

Orthoxine  Hydrochloride  (100  mg.)  tablets 
contain  Oeta-{orf/io-methoxyphenyl)-isopro- 
pyl-methylamine  hydrochloride,  a broncho- 
dilator  and  antispasmodic. 

For  Adults:  V2  to  1 tablet  (50  to  100  tng.) 

For  Children:  half  the  dose 
For  Both:  Repeat  every  3 to  / hours  as  re- 
quired 

Trademark,  Reg.  U.  S.  Pat.  Off. 


Medicine  . . . Produced  with  care . . . Designed  for  health 


THE  UPJOHN  COMPANY,  KALAMAZOO,  MICHIGAN 


CARCINOMA  OF  THE  PANCREAS 

E.  Payne  Palmer,  M.  D.,  F.A.C.S. 
Phoenix,  Arizona 


Carcinoma  Of  The  Pancreas  is  a disease  that 
is  too  frequently  overlooked.  The  most  im- 
portant thing  that  the  clinician  can  do  is  to  keep 
carcinoma  of  the  pancreas  in  mind  when  exam- 
ining the  upper  abdomen.  Malignant  tumors 
of  the  pancreas  are  practically  always  carcinoma. 
Among  carcinoma  in  general,  that  of  the  pan- 
creas is  not  infrequent,  forming  from  1.5  to  2 
percent  of  all  carcinomas.  The  tumor  is  or- 
dinarily of  the  scirrhous  type,  but  there  also 
occurs  the  medullary,  which  is  larger  and  softer. 
The  growth  may  arise  either  from  the  cylindrical 
cells  lining  the  ducts  or  from  the  cells  of  the 
accini.  Rarely  myxomatous  degeneration  has 
been  found,  resulting  in  a very  soft  tumor. 

Most  often  an  early  diagnosis  must  be  made 
by  a consideration  of  the  physical  and  psycho- 
logical symptoms.  In  every  case  a history  of 
mild  digestive  distress  extends  over  an  appre- 
ciable period  of  time  prior  to  the  inaugural 
symptoms.  An  impaired  appetite  is,  as  one 
would  expect,  a common  complaint.  Weight 
loss  is  almost  invariably  present  and  is  notable 
for  its  degree  and  rapidity. 

Pain  is  described  by  about  three  out  of  four 
patients.  It  occurs  more  often  when  the  body 
or  tail  is  involved.  It  most  often  is  situated 
in  the  upper  abdomen  and  frequently  radiates 
into  the  back.  It  is  characteristic  for  pain  to 
be  exaggerated  at  night,  or  when  the  patient  is 
recumbent;  frequently  the  patient  sits  or  stands 
in  a stooped  position. 

Pain  is  quite  often  severe  and  persistent.  It 
is  dull,  pressing,  burning,  aching  or  boring  and 

Read  before  the  61st  Annual  Meeting  of  the  Arizona  Medical 
\ssociation,  Phoenix,  May  1,  1952. 


is  unrelated  to  the  digestive  cycle.  When  one 
finds  an  epigastric  pain  for  which  the  patient 
takes  aspirin,  one  should  think  very  carefully 
about  carcinoma  of  the  pancreas. 

The  resulting  jaundice  is  relatively  painless,  is 
of  gradual  onset,  but  once  established  does  not 
yield,  rather  deepens  steadily.  In  exceptional 
cases,  it  may  set  up  suddenly.  It  usually  ap- 
pears within  a few  weeks  or  months  from  the 
date  of  the  onset  of  symptoms.  In  the  presence 
of  jaundice,  a distended  gallbladder  which  is 
palpable  through  the  abdominal  wall  is  indica- 
tive that  the  obstructive  jaundice  is  due  to  car- 
cinoma of  the  head  of  the  pancreas.  The  dis- 
tension of  the  gallbladder  was  long  ago  observed 
by  Courvoisier  to  be  so  common  that  he  felt 
justified  in  formulating  his  well  known  law,  the 
substance  of  which  is  that  in  the  presence  of 
chronic  jaundice,  if  the  gallbladder  is  distended, 
the  cause  of  the  obstruction  is  a tumor  either 
in  the  common  duct  or  in  the  pancreatic  head, 
whereas  in  case  of  obstruction  of  the  common 
duct  by  stone,  the  gallbladder  will  usually  be 
found  contracted.  It  is  now  generally  accepted 
that  Courvoisiers  law  holds  good  in  about  eighty 
percent  of  the  cases. 

Anemia  is  generally  only  mild  in  degree  in 
carcinoma  of  the  pancreas.  Some  patients  with 
carcinoma  of  the  pancreas  present  an  interesting 
group  of  mental  symptoms  consisting  principally 
of  anxiety,  obstinate  insomnia,  crying  spells,  and 
an  overwhelming  fear  of  impending  disaster. 
Multiple  venous  thrombosis  appear  to  occur 
more  often  in  carcinoma  of  the  pancreas  than  in 
carcinoma  of  other  organs.  Diarrhea  has  been 
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noted  as  a frequent  symptom,  but  is  often  pre- 
ceded by  a period  of  constipation.  Some  pa- 
tients are  plagued  by  a frequent  but  fruitless 
desire  to  go  to  stool.  The  stools,  as  a rule, 
contain  no  bile,  but  the  urine  is  deeply  bile 
stained.  Exclusion  of  bile  from  the  duodenum 
may  be  demonstrated  by  the  examination  of  the 
duodenal  contents.  In  the  more  advanced  stages 
of  the  disease,  blood  may  be  noted  in  the  stool 
or  in  the  gastric  contents,  particularly  if  ulcera- 
tion into  the  stomach  or  bowel  has  occurred. 
Edema  of  the  legs  may  come  on  owing  to  ob- 
struction of  the  inferior  vena  cova,  to  cardiac 
weakness  or  even  to  pure  inanition;  and  ascites 
is  found  in  a few  cases  where  the  portal  vein 
becomes  obstructed.  The  internal  secretion  is 
not  usually  interfered  with,  inasmuch  as  there 
is  nearly  always  a sufficient  portion  of  the  pan- 
creas left  un involved  by  the  disease  to  carry  on 
sugar  metabolism.  Nevertheless,  the  carbohy- 
drate metabolism  of  the  patient  should  be  check- 
ed. Marble  has  called  attention  to  the  rather 
high  incidence  of  carcinoma  of  the  pancreas 
in  diabetes.  The  disease  affects  older  people 
predominantly  and  is  four  times  more  common 
in  males  than  in  females. 

A palpable  tumor  can  be  felt  in  about  one- 
third  of  the  cases.  The  tumor  grows  commonly 
forward  above  the  lesser  curvature  of  the  stom- 
ach, as  well  as  through  the  pancreas  itself.  On 
account  of  transmitted  pulsation  from  the  un- 
derlying aorta,  aneurism  may  be  suspected.  Ex- 
pansile pulsation,  however,  is  absent  and  the 
differential  diagnosis  is  not  often  difficult.  En- 
largement of  the  liver  is  a common  finding 
when  jaundice  is  present.  It  is  due  to  retained 
bile  and  not  to  metastasis.  Metastasis  appears 
early  and  involves  the  neighboring  lymph  nodes 
and  the  liver,  but  it  is  also  common  for  it  to 
spread  by  contiguity  through  the  peritoneal 
cavity  and  into  neighboring  organs.  The  patient 
frequently  dies  before  the  metastatic  growth 
reaches  any  appreciable  size,  so  that  at  opera- 
tion the  liver  may  seem  to  be  free  though  in 
reality  is  studded  with  small  deposits.  When 
the  tumor  is  situated  in  the  head,  the  chief  dif- 
ficulty lies  in  the  differentiation  from  chronic 
pancreatitis.  Pain  is  common  to  both,  but  in 
the  case  of  chronic  pancreatitis,  a careful  his- 
tory will  often  elicit  the  symptoms  of  an  acute 
or  subacute  attack,  suggestive  of  pancreatitis, 
while  in  the  case  of  carcinoma  such  a history 
is  rare.  Jaundice  is  common  to  both,  but  is 


apt  to  be  deeper  in  the  case  of  carcinoma  of  the 
pancreas.  In  chronic  pacreatitis  there  is  a fre- 
quent coincidence  of  gall  stones,  and  there  may 
have  been  a history  of  gall  stone  attacks,  or  of  a 
previous  intermittent  jaundice,  suggesting  gall 
stones.  On  the  other  hand,  in  carcinoma  of  the 
pancreas  the  jaundice  is  nearly  always  progres- 
sive and  persistent  without  remission,  and  stones 
are  rarely  found.  For  this  reason  also,  if  stones 
are  present  in  coincidence  with  chronic  pancrea- 
titis, the  gall  bladder  will  not  usually  be  dilated, 
although  indeed  that  is  still  possible. 

One  of  the  most  valuable  means  of  recogniz- 
ing carcinoma  of  the  pancreas  is  roentgenolo- 
gical examination  of  the  upper  gastrointestinal 
tract  by  means  of  the  barium  meal.  The  x-ray 
changes  which  may  be  observed  depend  upon 
encroachment  by  the  carcinoma  of  the  pancreas 
usually  on  the  stomach  and  duodenum.  This 
means  that  the  study  is  apt  to  be  negative 
during  the  very  early  stage  when  the  diagnosis 
is  most  important,  for  then  the  carcinoma  has 
not  yet  attained  sufficient  size  to  produce  com- 
pression or  infiltrative  changes  in  the  adjacent 
viscera.  It  is  likewise  true  that  the  roentgeno- 
togic  alterations  are  not  pathognomic  of  carcin- 
oma of  the  pancreas.  Nevertheless,  almost  half 
of  the  patients  examined  roentgenologicallv  at 
the  Graduate  Hospital  and  at  the  University  of 
Chicago,  presented  signs  suspicious  of  a tumor 
in  and  about  the  head  of  the  pancreas.  A widen- 
ing of  the  duodenal  arch,  a slowing  of  the  duo- 
denal flow,  and  a defect  in  any  part  of  the 
duodenum  have  been  pointed  out  by  roent- 
genologists as  indicative  of  a tumor  of  the 
head  of  the  pancreas.  X-ray  examinations  may 
be  helpful  by  suggesting  the  presence  of  a 
tumor  by  such  findings,  as  enlargement  of  the 
duodenal  loop,  indentation  of  the  gastric  or  duo- 
denal wall  or  the  actual  duodenal  obstruction 
and  mucosal  irregularity.  In  a few  cases,  ac- 
tual obstruction  of  the  gut,  usually  the  second 
portion  of  the  duodenum,  is  caused  by  pressure 
of  the  growth. 

Carcinoma  of  the  pancreas  is  a rapidly  fatal 
disease.  Counting  from  the  onset  of  symptoms, 
the  duration  of  life  has  been  estimated  by  vari- 
ous authors  as  from  four  to  seven  months;  but 
there  are  instances  on  record  of  prolongation  of 
life  through  operation  up  to  four  years,  so  that 
operation  to  relieve  itching  and  jaundice  by  a 
short  circuiting  is  always  justifiable. 

Because  of  the  difficulties  in  establishing  a 
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diagnosis,  the  discovery  of  an  operable  carcin- 
oma of  the  head  of  the  pancreas  is  a rare 
accident,  and  consequently  surgical  treatment  of 
this  condition  is  essentially  palliative.  Explora- 
tion is  justifiable  and  should  be  urged  for  two 
reasons.  There  is  always  the  case  in  which 
the  obstruction  is  due  to  a chronic  pancreatitis 
and  on  opening  the  abdomen  the  pancreas  will 
usually  be  firm  to  palpation  and  enlarged 
throughout;  it  is  frequently  impossible  for  the 
surgeon  to  say  whether  the  mass  that  he  feels  is 
inflammatory  or  carcinomatous,  unless  obvious 
metastases  are  present  in  the  lymph  nodes  along 
the  upper  border  of  the  pancreas  and  the  liver. 
Resection  of  the  duodenum  and  head  of  the 
pancreas  for  carcinoma  as  done  by  Whipple, 
Parsons,  and  Mullins  had  better  be  done  by 
these  men  who  perform  the  operation  occa- 
sionally, rather  than  by  the  surgeon  who  operates 
such  cases  once  or  twice  during  his  career. 


CONCLUSION 

Carcinoma  of  the  pancreas  is  not  infrequent. 
It  begins  with  a mild  digestive  distress  extend- 
ing over  an  appreciable  period  and  commonly 
develops  with  severe  pain  accompanied  by  pain- 
less jaundice.  According  to  the  laws  of  Cour- 
voisier,  the  gallbladder  is  distended  and  a tumor 
is  indicated  in  eighty  percent  of  all  cases.  The 
tumor  grows  commonly  forward  above  the  lesser 
curvature  of  the  stomach.  It  is  frequently  mis- 
taken for  chronic  pancrititus.  Roentgenological 
examination  is  one  of  the  most  valuable  means 
of  recognizing  carcinoma  of  the  pancreas. 

Carcinoma  of  the  pancreas  is  a rapidly  fatal 
disease.  The  duration  of  life  has  been  estimated 
by  various  authorities  as  from  four  to  seven 
months.  The  surgical  treatment  of  this  condi- 
tion is  essentially  palliative.  The  technical  dif- 
ficulties and  the  danger  of  a radical  operation 
are  obviously  very  great. 


THE  DETECTION  AND  CORRECTION  OF  HEARING  LOSS 
IN  THE  YOUNGER  CHILD 

John  S.  Mikell,  M.D. 

Tucson,  Arizona 


This  paper  is  being  presented  so  that  physi- 
cians may  better  appreciate  the  magnitude  of  the 
problem  of  a hearing  loss  in  the  younger  child. 

The  detection  of  a hearing  difficulty  in  the 
younger  child  depends  upon  us,  who  are  re- 
sponsible for  the  child’s  welfare,  and  ultimately 
for  its  physical  and  mental  development  through- 
out life.  An  unaided  hearing  loss  will  cause 
a delayed  development  in  children  with  a nor- 
mal mental  capacity  and  may  likely  result  in 
progressive  mental  degeneration.  The  earlier 
a hearing  loss  can  be  detected  the  better  the 
opportunity  of  preventing  such  a calamity. 

A mother  brought  her  five-year  old  daughter 
into  the  office  and  made  this  statement,  “I  al- 
most hate  this  child!  She  has  been  expelled 
from  three  nursery  schools.  She  is  disobedient, 
belligerent,  irresponsible,  untidy,  resentful,  and 
throws  tantrum  after  tantrum.” 

On  a routine  ear,  nose,  and  throat  examina- 
tion, including  an  audiometric  study  and  the 
use  of  the  nasopharyngoscope,  it  was  found  that 
this  child  had  a marked  hearing  loss.  This,  I 
felt,  was  due  to  infected  hyperplastic  lymphoid 
tissue  encroaching  upon  the  eustachian  tube 

Read  before  the  Arizona  Medical  Association  at  its  meeting 
in  Tucson  in  April,  1951. 


orifices.  This  tissue  receded  following  the  ap- 
plication of  radium  to  the  nasopharynx,  and  the 
child’s  hearing  was  restored  to  nonnal.  All 
of  the  behavior  problems  resulting  from  the 
personality  changes  were  corrected,  and  the 
youngster  was  restored  to  a happy,  healthy, 
normal  childhood— she  just  simply  blossomed 
out.  One  of  the  most  gratifying  features  of  this 
case  was  the  dramatic  change  in  the  mother- 
child  relationship. 

Audiograms  of  this  child  parallel  her  mental 
and  physical  development.  The  first  audiogram, 
at  the  age  of  five  years,  when  she  presented  a 
severe  behavior  problem,  showed  a 40%  hear- 
ing loss. 
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Another  audiogram,  taken  three  years  follow- 
ing irradiation  to  the  nasopharynx,  shows  that 
her  hearing  had  been  restored  to  normal.  All 
abnormal  personality  traits  had  vanished. 
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The  Digest  of  Neurology  and  Psychiatry  esti- 
mates that  there  are  3,000,000  American  children 
with  hearing  loss  due  to  middle-ear  defects, 
which  may  lead  to  varying  degrees  of  deafness 
in  later  life.  There  are  also  many  other  chil- 
dren who  are  handicapped  by  a hearing  loss 
caused  by  other  than  middle-ear  disease. 

There  are  several  causes  of  a hearing  loss 
in  the  younger  child.  The  first  is  the  result  of 
eighth  nerve  damage.  This  may  be  from  birth 
injury,  malformation,  or  from  the  mother  having 
suffered  a virus  infection  at  from  six  weeks  to 
three  months  of  pregnancy.  A very  high  per- 
centage of  children  born  of  mothers  following 
such  an  infection  (especially  Rubella)  are  born 
either  deaf  or  blind.  Some  authorities  place 
this  percentage  as  high  as  70%.  Immunization, 
when  possible,  of  all  pregnant  women  who  have 
been  exposed  to  any  such  infection  in  the  first 
trimester  might  modify  the  severity  of  the  dis- 
ease, thereby  reducing  the  number  of  children 
having  a congenital  type  of  deafness. 

Immunization  should  also  be  considered  in  all 
pre-school  children  who  have  been  exposed  to 
virus  infections  so  that  the  severity  of  the  in- 
fection may  be  modified.  A severe  virus  infec- 
t'on  may  cause  an  irreversible  nerve  deafness 
which  would  result  in  the  cessation  of  word  for- 
mation following  apparently  normal  speech  de- 
velopment. 

Second,  there  is  the  conductive  type  of  hear- 
ing loss.  This  type  of  deafness  is  caused  by 
middle-ear  disease  usually  resulting  from  mal- 
function of  the  eustachian  tubes.  Much  can  be 


done  toward  correcting  this  type  of  hearing 
loss. 

There  is  also  a mixed  type,  which  is  both 
nerve  and  conductive  in  nature.  When  the 
conductive  type  is  superimposed  upon  the  nerve 
type  of  deafness,  it  is  important  to  eliminate  the 
causes  of  the  conductive  type,  which  will  raise 
the  hearing  to  the  level  of  the  loss  resulting 
from  the  nerve  damage. 

One  should  suspect  a hearing  loss  in  a child 
if  there  is  a lack  of  response,  excessive  shyness, 
belligerence,  defiance,  or  unnatural  speech.  You 
should  inquire  if  the  child  is  backward  in  its 
training.  Those  children  showing  any  of  these 
changes,  in  the  presence  of  a non-symptomatic 
serous  type  of  otitis  media,  allergic  rhinitis, 
sinusitis,  or  hypertrophied  tonsils  or  adenoids, 
should  be  sent  for  an  otological  examination.  All 
children  with  repeated  attacks  of  otitis  media 
should  be  suspected  of  having  a hearing  loss. 

The  routine  tests  in  the  general  practitioner’s 
office  are  quite  simple.  A watch  can  be  used. 
The  physician’s  voice  can  be  varied  in  volume 
and  pitch  while  talking  with  the  child  and  the 
child’s  expression  watched  closely  to  determine 
if  conversation  is  being  registered.  Better  still 
is  the  use  of  tuning  forks.  If  there  is  any  indi- 
cation whatsoever  that  the  child’s  hearing  is  im- 
paired, this  child  should  be  referred  to  an  otolo- 
gist. The  Society  for  Crippled  Children  has  a 
nationwide  program  for  testing  all  younger 
children  in  the  schools.  Many  state  universi- 
ties, including  the  University  of  Arizona,  have 
established  courses  in  hearing  and  speech  de- 
fects. When  one  of  these  organizations  sends  a 
child  to  you  with  a suspected  hearing  loss  and 
you  cannot  determine  the  exact  amount  of 
hearing  acuity,  an  otologist  should  be  consulted. 

The  otologist  has  many  methods  of  deter- 
mining a hearing  loss  in  the  pre-school  child. 
These  tests  involve  the  use  of  whistles,  bells, 
and  various  other  types  of  sound-producing  in- 
struments. The  standard  audiometer  is  of 
course  used.  This  cannot  be  accurate  in  the 
majority  of  children  under  five  years  of  age  due 
to  the  fact  that  the  test  depends  upon  the 
child’s  voluntary  response. 

However,  there  has  been  developed  by  Doc- 
tors Hardy  and  Bordley  at  the  Johns  Hopkins 
Hospital  Hearing  and  Speech  Center  a method 
of  determining  the  exact  hearing  acuity  of  these 
younger  children.  This  test  involves  the  use 
of  the  sympathetic  nervous  system  and  is  in  no 
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way  dependent  upon  the  child’s  voluntary  re- 
sponse. The  reactions  are  involuntary  and  un- 
controllable by  the  child. 

Electrodes  are  attached  to  one  hand  so  that  a 
mild  irritating  shock  can  be  given  to  the  patient. 
Earphones  which  are  connected  to  a pure  tone 
audiometer  are  attached  to  either  ear.  An 
audiometer  is  an  instrument  which  is  calibrated 
to  show  the  intensity  and  frequency  of  the 
various  pure  tones. 

Another  set  of  electrodes  is  attached  to  the 
other  hand  and  connected  with  the  recording 
device.  The  intensity  of  any  definite  sound  is 
increased  until  it  is  shown  by  the  detecting 
device  that  the  patient  has  heard  the  sound. 
He  is  allowed  to  hear  this  sound  again,  and  after 
a three-second  interval  is  given  a mild  irritating 
electrical  shock.  This  tone-shock  procedure  is 
repeated  until  the  child  associates  the  sound 
with  the  shock. 

After  the  child  has  been  thus  conditioned,  the 
sound  is  delivered  but  the  shock  is  not  ad- 
ministered. The  anticipation  or  expectation  of 
the  shock  causes  changes  in  the  sweat  glands. 
These  changes  are  picked  up  through  the  skin 
resistance  electrodes,  amplified,  and  recorded 
through  a group  of  instruments,  shown  in  cut 
No.  3.  The  lowest  intensity  of  sound  that 
causes  the  change  in  the  skin  resistance,  as  re- 
corded through  these  instruments,  determines 
the  child’s  hearing  acuity. 


The  accuracy  of  this  objective  type  of  audio- 
metry is  illustrated  by  the  following  audiograms, 
which  were  made  by  Professor  Harry  Stewart, 
Associate  Professor  of  Electrical  Engineering  at 


the  University  of  Arizona,  Don  Peterson,  Senior 
student  in  Electrical  Engineering,  John  S.  Mik- 
ell,  M.D.,  and  Garnett  J.  Burns,  R.N. 
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This  method  of  testing  is  valuable  in  deter- 
mining if  a child  should  be  admitted  to  the  State 
School  for  the  Deaf,  or  for  the  Mentally  Defec- 
tive. Many  children  with  normal  mentality  have 
developed  into  human  vegetables  because  of 
lack  of  detection  and  correction  of  such  hearing 
loss.  It  has  been  shown  that  a child  having 
as  little  as  20%  hearing  acuity  may  be  given 
the  proper  hearing  aid,  and  with  specialized 
training  can  lead  a normal  life.  It  is  advisable 
to  put  such  an  aid  on  children  as  soon  as  the 
defect  is  noted,  even  three  years  of  age  or 
younger.  This  is  done  so  that  the  child  can 
be  taught  at  an  early  age  and  thus  be  given 
the  opportunity  to  develop  normally.  Instruc- 
tion in  lip-reading  should  be  given  in  conjunc- 
tion with  the  hearing  aid. 

If  there  is  a total  hearing  loss,  the  child  should 
be  sent  to  an  institution  caring  for  such  chil- 
dren or  receive  competent  supervised  home 


26 


Arizona  Medicine 


November,  1952 


training,  as  offered  by  the  Tracy  Clinic  in  Los 
Angeles.  I want  to  emphasize  that  a child 
should  never  be  considered  as  “born  deaf”  until 
proven  so,  and  that  no  child  should  EVER  be 
admitted  to  a school  for  deaf  or  mentally  defec- 
tive without  a thorough  and  exhaustive  exam- 
ination by  a competent  otologist. 

I wish  to  again  stress  the  importance  of  the 
early  detection  of  the  insidious  type  of  prog- 
ressive hearing  loss.  If  the  hearing  loss  is  the 
result  of  malfunction  of  the  eustachian  tube  (con- 
ductive type)  much  can  be  done.  The  tonsils 
and  adenoids  should  be  removed  as  the  first 
procedure.  Any  existing  allergic  condition  should 
be  given  the  strictest  attention.  Sinusitis,  if 
present,  should  be  treated  vigorously.  The  use 
of  radium  to  the  nasopharynx  has  given  dramatic 
results. 


This  cut  is  a reproduction  of  photographs 
taken  through  a nasopharyngoscope.  The  pic- 
ture on  the  right  demonstrates  a normal  eus- 
tachian tube  orifice.  The  one  on  the  left  shows 
hyperplastic  lymphoid  tissue  encroaching  upon 
the  eustachian  tube  orifice.  The  application  of 
small  amounts  of  radium  causes  recession  of  this 
tissue,  which  permits  normal  function  of  the 
eustachian  tube  and  proper  ventilation  of  the 
middle  ear.  The  results  obtained  following  ir- 
radiation are  quite  spectacular,  as  shown  by  the 
following  cases  selected  from  my  files. 

My  most  immediate  interest  lies  in  the  wel- 
fare of  the  children  of  Arizona.  A comparative 
study  was  made  to  convincingly  demonstrate 
to  the  medical  profession  the  importance  of 
proper  observation,  examination,  and  care  of 
school  children.  This  comparison  was  made 
between  a group  of  privileged  children,  who  had 
had  adequate  medical  care,  and  a group  of 
underprivileged  children  who  had  not  received 
adequate  medical  observation.  This  study  re- 
vealed the  following  facts: 

Among  the  privileged  school  children,  there 
were  29  representing  an  average  class  of  eight- 


year  old  students.  There  were  no  borderline 
cases,  nor  were  there  any  handicapped  by  a 
hearing  loss. 
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In  a similar  group  from  the  underprivileged 
class,  who  for  various  reasons  had  not  received 
adequate  medical  care,  34.5%  were  borderline 
cases  and  28.6%  were  definitely  handicapped  by 
a hearing  loss. 

Examination  of  the  children  in  the  Arizona 
Children’s  Home  showed  12.4%  were  borderline 
cases  and  41.6%  had  a hearing  loss  which  would 
definitely  retard  normal  development. 

A personal  survey  of  the  hearing  acuity  of 
the  boys  at  the  Fort  Grant  School  for  Juvenile 
Delinquents  revealed  that  21.2%  of  these  boys 
were  also  handicapped  by  a hearing  loss.  Is  it 
not  shocking  to  realize  that  10  (21%)  of  47  boys 
committed  to  this  institution  have  a physical 
handicap  which  may  have  caused  personality 
changes  responsible  for  their  misconduct? 

In  a group  of  44  underprivileged  school  chil- 
dren repeating  grades  4 (9.3%)  were  borderline 
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and  13  (30%)  were  handicapped  by  a hearing 
loss.  The  average  cost  of  a child  repeating  a 
grade  in  the  Tucson  Elementary  Schools  is 
$248.00.  This  means  a total  cost  of  $3,224.00  to 
taxpayers  for  children  repeating  grades  in  only 
two  schools  in  Pima  County. 

Many  of  the  cases  listed  as  borderline  will 
likely  become  definitely  handicapped.  Early 
detection  and  correction  of  borderline  cases  will 
prevent  this  from  occurring. 

In  conclusion,  may  I once  again  stress  the 
importance  of  the  detection  of  a hearing  loss 
at  an  early  age.  A specialized  educational  pro- 
gram is  available  for  children  with  a nerve  or 
congenital  type  of  deafness.  Special  legisla- 
tion should  be  put  into  effect  to  require  a thor- 
ough otological  study  before  a child  can  be 
admitted  to  an  institution  for  the  deaf  or  men- 
tally defective.  An  accurate  method  of  deter- 
mining the  hearing  acuity  in  the  younger  child 
has  been  perfected  and  is  in  operation  in  this 
community. 


All  contributing  factors  in  the  conductive  type 
of  hearing  loss  should  be  eliminated  in  an  effort 
to  raise  the  hearing  to  the  highest  possible  level. 
If  improvement  cannot  be  obtained,  removal 
of  these  contributing  factors  will  tend  to  retard 
the  progressive  deafness.  The  correction  of  a 
hearing  loss  in  a young  child  will  also  correct 
disastrous  personality  changes  before  they  be- 
come irreversible.  Children  with  normal  mental 
capacity  must  not  be  allowed  to  degenerate  be- 
cause of  undetected  and  unaided  hearing  loss. 
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THE  THERAPY  OF  CARCINOMA  OF  THE  THYROID  GLAND 

James  M.  Ovens,  M.D.,  F.A.C.S.,  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Phoenix,  Arizona 


INTRODUCTION 

This  paper  does  not  represent  any  new  or 
original  clinical  or  laboratory  research,  but  rather 
represents  a brief  summary  of  the  proper  man- 
ner of  treating  carcinoma  of  the  thyroid  gland. 
A considerable  amount  of  this  data  represents 
the  methods  in  use  today  in  leading  medical 
centers  treating  this  disease.  For  illustrative 
purposes  several  graphs  have  been  used  from 
articles  written  by  other  men  with  due  credit 
being  given  to  them. 

No  mention  is  being  made  of  the  various 
methods  used  in  the  diagnosis  of  carcinoma  of 
the  thyroid  gland,  either  clinically  or  with  labor- 
atory aid.  The  diagnosis  may  be  unsuspected, 
suspected  or  proved  as  the  case  under  illus- 
tration may  point  out.  A very  few  words  con- 
cerning the  pathology  of  carcinoma  of  the  thy- 
roid gland  are  absolutely  necessary.  No  spe- 
cial mention  will  be  made  of  the  pathology  of 
the  thyroid  gland.  References  will  be  made  to 
various  forms  of  carcinoma  of  the  thyroid  which 
may  exist  however,  and  to  transitions  from  one 
form  to  another  which  may  take  place.  Methods 
of  causing  transitions  from  one  form  of  carcin- 
oma of  the  thyroid  to  another  form  will  also 
be  mentioned. 

At  the  risk  of  a gross  over  simplification,  but 
nevertheless  for  the  sake  of  brevity  and  clarity, 
the  only  special  mention  that  will  be  made  re- 
garding the  pathology  of  carcinoma  of  the 
thyroid  gland  is  this:  the  degree  of  uptake  of 
radioactive  iodine  in  either  a primary  or  metas- 
tatic site  is  directly  proportional  to  the  amount 
of  differentiation  which  that  carcinoma  may 
show.  This  is  to  say,  the  greater  the  degree  of 
alveolar  or  follicular  formation  with  resultant 
colloid  deposition,  the  greater  the  uptake  and 
storage  of  radioactive  iodine.  Primary  or  metas- 
tatic growths  which  are  undifferentiated,  that 
is  papillary,  solid,  etc.,  do  not  contain  colloid 
and  hence  do  not  concentrate  radioactive  io- 
dine. ( 1 ) 

Carcinoma  of  the  thyroid,  although  spoken 
of  under  one  heading,  cancer,  may  represent 
itself  and  follow  a certain  clinical  course  in  one 
age  group  and  in  one  histo-pathological  form 
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of  the  disease.  This  type  at  times  may  only 
distantly  resemble  the  course  taken  by  carcinoma 
of  the  thyroid  in  another  age  group  or  histo- 
pathological  form.  The  same  pathological  forms 
of  carcinoma  of  the  thyroid  in  persons  of  dif- 
ferent age  groups  may  hehave  in  unlike  ways.(2) 
It  is  for  this  reason  that  the  treatment  of  car- 
cinoma of  the  thyroid  as  it  may  present  itself 
in  various  clinical  forms  is  to  be  discussed.  Each 
clinical  form  will  be  the  subject  of  a brief 
discussion. 

PROPHYLAXIS 

Before  entering  into  any  discussion  of  the 
active  treatment  of  any  form  of  carcinoma  of 
the  thyroid,  more  than  a few  words  should  be 
devoted  to  the  prophylactic  treatment  of  car- 
cinoma of  this  gland.  It  is  naturally  easier,  un- 
der certain  conditions,  to  prevent  carcinoma 
than  to  cure  the  disease  when  situated  in  this 
location.  I wish  to  call  particular  attention  to 
one  precancerous  condition  which  may  exist  in 
the  thyroid  gland.  This  condition  may  be  easily 
and  effectively  treated  before  the  transformation 
into  cancer  has  taken  place.  This  pre-malignant 
condition  which  may  exist  is  the  thyroid  aden- 
oma. In  order  of  their  malignant  potentialities 
we  find  these  forms: 

1.  Solitary  non-toxic  adenoma. 

2.  Multiple  non-toxic  adenomata. 

3.  Solitary  toxic  adenoma. 

4.  Multiple  toxic  adenomata. 

The  exact  incidence  of  carcinoma  of  the  thy- 
roid is  difficult  to  ascertain.  The  incidence  of 
carcinoma  arising  in  nodular  goiter  for  all  prac- 
tical purposes  is  available  only  on  surgically 
removed  goiters.  The  number  of  patients  dying 
with  nodular  goiter  having  malignant  transfor- 
mation cannot  be  accurately  evaluated.  This  is 
because  removal  and  evaluation  of  the  thyroid 
gland  is  not  routinely  done  by  most  pathologists. 
The  percentage  of  malignant  change  in  non- 
toxic nodular  goiter,  however,  is  greater  than 
is  generally  realized. 

One  outstanding  factor  predisposing  to  the 
development  of  carcinoma  of  the  thyroid  gland 
is  the  solitary,  non-toxic  adenoma.  Depending 
upon  which  statistics  one  uses,  the  condition  is 
actually  or  potentially  malignant  in  fifteen  to 
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twenty-five  percent  of  solitary,  non-toxic,  adeno- 
mata. 

Multiple  non-toxic  nodular  goiter  also  under- 
goes carcinomatous  changes,  although  not  so 
frequently  as  the  solitary  variety.  Figure  1 shows 
the  incidence  of  carcinoma  in  nodular  goiter, 
both  solitary  and  multiple  found  at  the  Illinois 
Research  Hospital  from  1936  to  1948.(3)  From 
these  figures  it  is  seen  that  it  is  imperative  that 
all  of  these  pre-malignant  adenomata  of  the 
thyroid  gland,  particularly  the  solitary  variety, 
be  removed  as  early  as  possible. 

Richards,  McCoullough,  and  Crile,  in  a paper 
read  at  the  annual  meeting  of  tthe  American 
Goiter  Association,  in  March  of  1950,  entitled 
“Radio-active  Iodine  in  the  Treatment  of  Hyper- 
thyroidism of  Nodular  Goiters”  state  that  they 
never  treat  solitary  adenomata  wih  radio-active 
iodine.  They  say  they  do  not  do  this  because 
of  the  malignant  potentiality  of  this  condition. 
All  solitary  adenomata,  particularly  the  non- 
toxic variety,  should  be  removed  before  a malig- 
nant transformation  has  taken  place.  The  re- 
moval of  all  solitary  non-toxic  adenomata,  of  it- 
self, will  cause  a marked  reduction  in  the  inci- 
dence of  thyroid  cancer. 

CARCINOMA  LIMITED  TO  THE 
THYROID  GLAND 

A relatively  optimistic  prognosis  may  be  anti- 
cipated in  a carcinoma  of  the  thyroid  which  is 
limited  to  one  lobe.  This  is  particularly  so  if 
the  carcinoma  is  a papillary  type  of  growth,  or 
in  which  the  carcinoma  is  a solitary  malignant 
adenoma  with  the  tumor  still  localized  within 
the  adenoma.  This  is  the  earliest  form  in  which 
carcinoma  of  the  thyroid  gland  can  hope  to  be 
detected  clinically  and  grossly.  The  treatment 
of  this  condition  is  total  removal  of  the  lobe 
of  the  thyroid  on  the  involved  side  together 
with  the  isthmus  of  the  thyroid  gland.  Adequate 
visualization  of  the  dissection  with  a complete 
view  of  the  recurrent  laryngeal  nerve,  is  neces- 
sary if  one  is  to  avoid  damage  to  these  impor- 
tant structures. 

It  is  because  of  the  possibility  of  carcinoma 
being  present,  that  total  removal  of  one  lobe  of 
the  thyroid  gland  when  the  pathology  involves 
only  one  lobe,  is  preferrable  to  subtotal  re- 
moval leaving  the  posterior  portion  of  the  lobe 
intact.  It  is  true  that  it  may  be  technically 
easier  to  do  a subtotal  lobectomy,  than  to  do  a 
total  removal  of  one  lobe.  It  is  only  by  removal 
of  the  entire  lobe,  however,  that  one  precludes 


recurrence  within  the  lobe,  or  the  omission  of 
removal  of  all  multicentrically  originating  car- 
cinomata, of  the  thyroid  lobe.  It  has  been 
pointed  out  by  Black(4)  that  at  the  Mayo  Clinic 
in  thirty-six  cases  in  which  subtotal  lobectomy 
was  performed  for  papillary  carcinoma,  there 
was  recurrence  in  the  residual  thyroid  in  four 
per  cent  of  these  cases.  In  twenty-three  cases  in 
which  total  lobectomy  was  performed  there  were 
no  recurrences. 

We  may  mention  in  this  category  the  unsus- 
pected carcinoma  of  the  thyroid  gland  still 
within  the  confines  of  the  capsule.  In  this  case 
we  take  those  cases  in  which  thyroidectomy  was 
done  for  some  other  cause  besides  carcinoma 
of  the  thyroid,  as  for  example:  solitary  or  mul- 
tiple adenomata,  either  of  these  being  toxic  or 
non-toxic;  Graves’  disease,  Riedel’s  struma  or 
Hashimoto’s  struma.  The  tissue  removed  is  sub- 
mitted to  the  pathologist  for  pathologic  exam- 
ination at  the  time  of  operation,  and  the  report 
is  returned  that  carcinoma  of  the  thyroid  is  pre- 
sent. It  is  important  to  know  whether  or  not 
this  is  papillary,  alveolar  and  follicular,  or  a 
solid  type  of  carcinoma.  However,  it  is  even 
more  important  to  know  that  one  has  removed 
the  entire  lobe  on  the  involved  side.  For  this 
reason,  again,  I wish  to  state  that  whenever 
possible,  total  lobectomy  is  the  treatment  of 
choice,  particularly  when  adenomatous  goiter 
involves  one  lobe  of  the  thyroid  gland. 

When  a multicentrically  originating  carcinoma 
of  the  thydoid  gland  is  found  at  the  primary 
operation,  total  thyroidectomy  is  the  operation 
of  choice,  due  care  being  taken  to  preserve  as 
much  of  the  parathyroid  tissue  as  possible.  This 
operation  may  produce  myxoedema,  but  the  pa- 
tient can  then  be  carried  on  thyroid  extract  and 
proceed  to  do  very  well  while  on  this  medica- 
tion. 

One  thing  is  certain,  and  that  is  that  at  the 
present  time  the  method  of  treatment  which 
offers  the  greatest  possible  chance  of  cure  is 
surgical  removal  beyond  the  extent  of  the  tumor. 
This  places  a grave  responsibility  upon  the  first 
person  operating  upon  a patient  in  which  a car- 
cinoma of  the  thyroid  is  present  or  suspected. 
The  initial  operator  should  be  able  to  recognize 
the  pathology  of  the  disease.  Pre-operatively, 
he  should  be  able  to  plan  a surgical  attack  with 
a mind  toward  the  treatment  of  cancer.  This 
means  complete  surgical  removal,  wide  of  the 
tumor,  in  all  places,  and  not  once  encroaching 
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upon  the  tumor  or  breaking  into  the  capsule  ol 
a malignant  adenoma. 

LATERAL  ABERRANT  THYROID 

Lateral  aberrant  thyroid,  or  so-called  benign 
metastasizing  adenoma  of  the  thyroid  gland,  is 
mentioned  separately  only  to  stress  one  impor- 
tant point.  That  important  point  is  that  for  all 
clinical  purposes,  no  such  thing  as  a lateral  aber- 
rant thyroid  exists.  The  so-called  lateral  aber- 
rant thyroid  is  a non-existing  entity.  This  con- 
dition always  represents  an  extremely  slow  grow- 
ing metastatic  carcinoma  of  the  thyroid  gland. 
The  primary  carcinoma  may  be  clinically  unde- 
tectable. The  so-called  lateral  aberrant  thyroid 
is  a very  slowly  growing  metastatic  carcinoma 
from  an  extremely  small  primary  growth  arising 
in  the  lobe  of  the  thyroid  on  the  same  side  of 
the  neck. 

Carcinoma  originating  in  an  adenoma  of  the 
thyroid  is  usually  papillary  and  may  grow  slowly 
and  metastasize  to  the  nodes  of  the  neck  very 
gradually.  On  the  other  hand,  primary  carcin- 
oma arising  in  the  thyroid  gland  itself,  rather 
than  in  an  adenoma,  is  usually  of  the  alveolar 
type  and  spreads  more  rapidly  by  the  blood 
stream  to  the  lungs.  When  the  so-called  lateral 
aberrant  thyroid  carcinoma  is  present  the  condi- 
tion would  be  treated  as  what  it  really  is.  It  is 
carcinoma  arising  in  the  lobe  of  the  thyroid 
with  metastasis  to  the  adjacent  cervical  nodes. 
This  condition  is  treated  best  by  the  total  re- 
moval of  the  isthmus  and  corresponding  lobe  of 
the  thyroid,  together  with  an  incontinuity  radical 
neck  dissection  on  the  involved  side. 

CARCINOMA  OF  THE  THYROID  IN 
CHILDREN 

Carcinoma  of  the  thyroid  gland  in  children 
occupies  a separate  chapter  in  the  treatment 
of  this  disease.  B.  K.  Duffy,  M.D.,  in  addressing 
the  American  Goiter  Association  on  March  10, 
1950,  pointed  out  the  predominance  of  the 
papillary  form  of  the  disease  in  children. (5) 

The  initial  complaint  in  this  age  group  is 
usually  a painless  swelling  occurring  beneath 
the  sternomastoid  muscle  on  one  side  of  the 
neck.  The  swelling  represents  a metastatic  form 
of  papillary  carcinoma  of  the  thyroid. 

Next  in  frequency  in  children  is  found  the 
alveolar  and  follicular  type.  There  is  a greater 
affinity  for  this  type  of  carcinoma  of  the  thyroid 
in  a child  to  take  up  radio-active  iodine  than 
there  is  for  a similar  microscopic  type  of  car- 


cinoma in  an  adult  to  take  up  the  radio-active 
isotope. 

The  solid  type  of  carcinoma  simplex,  occupy 
a relatively  small  percentage  of  cases  of  car- 
cinoma of  the  thyroid  gland  in  children. 

The  solid  type  of  carcinoma  which  has  the 
most  undifferentiation,  or  dedifferentiation  as  one 
may  wish  to  say,  has  the  poorest  prognosis,  while 
the  papillary  type  has  the  best  prognosis.  The 
alveolar  and  follicular  type  lies  between  the 
solid  and  papillary  type  as  far  as  prognosis  is 
concerned. 

The  children  most  commonly  affected  are  be- 
tween the  ages  of  nine  and  fifteen.  The  dis- 
ease is  relatively  rare  below  the  age  of  six  and 
is  not  common  between  the  ages  of  sixteen  and 
twenty-one.  It  is  found  in  females  twice  as 
often  as  in  males. 

Realizing  the  extremely  grave  prognosis  of 
such  a condition,  the  primary  treatment  con- 
sists of  total  thyroidectomy  with  radical  neck 
dissection  of  the  side  in  which  metastatic  nodes 
are  present.  The  dissection  would  be  an  in- 
continuity type  of  dissection  including  the  pri- 
mary growth  and  the  structures  included  in  the 
neck  dissection.  Surgery  should  usually  be  pre- 
ceeded  by  radio-active  iodine  tracer  studies. 

CARCINOMA  OF  THE  THYROID  WITH 
INVOLVEMENT  OF  CONTIGUOUS 
STRUCTURES  BY  DIRECT  SPREAD 

In  view  of  recent  enthusiasm  over  the  use  of 
radio-active  iodine  in  the  treatment  of  car- 
cinoma of  the  thyroid,  a great  many  workers 
today  have  lost  sight  of  previously  mentioned 
facts.  The  most  effective  treatment  of  carcinoma 
of  this  organ  is  by  wide  and  complete  removal 
of  the  tumor.  Today  this  is  the  only  method 
by  which  one  can  be  sure  of  a complete  cure. 
Should  a carcinoma  of  the  thyroid  infiltrate 
through  and  beyond  the  capsule  of  the  thyroid 
gland  and  into  any  adjacent  structure,  this  struc- 
ture should  be  removed  with  the  thyroid  in  a 
block  dissection.  If  the  infiltration  through  the 
capsule  of  the  gland  takes  place  anteriorly  into 
the  ribbon  muscles  causing  fixation  of  these  to 
the  thyroid,  they  should  be  removed  in  a block 
dissection.  Should  a carcinoma  of  the  thyroid 
involve  the  thyroid  cartilage  of  the  larynx  or 
the  rings  of  the  trachea,  the  larynx,  or  involved 
trachea  together  with  the  larynx,  should  be 
removed  along  with  total  thyroidectomy  and 
radical  neck  dissection,  if  the  latter  is  necessary. 
If  the  involvement  has  extended  into  the  eso- 
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phagus,  this  structure  should  also  be  removed. 

The  operator  should  be  trained  and  equipped 
to  handle  adequately  the  removal  of  whatever 
contiguous  structures  are  involved  in  the  car- 
cinoma. It  is  only  by  this  complete  surgery 
that  the  disease  is  to  be  eradicated.  Carcinoma 
of  the  thyroid  gland  residual  in  the  larynx, 
trachea,  or  esophagus  produces  death  just  as 
surely  as  residual  or  metastatic  carcinoma  else- 
where. Indeed  the  terminal  stage  of  the  dis- 
ease in  these  locales  can  be  one  of  the  worst. 
Rather  than  leaving  the  carcinoma  to  be  treated 
by  radio-active  iodine  therapy,  x-ray  or  radium, 
the  entire  area  of  carcinoma  should  be  removed 
surgically  whenever  possible.  This  should  be 
done  even  though  laryngectomy,  cervical  eso- 
phagectomy, or  laryngo-esophagectomy  together 
with  thyriodectomy  and  radical  neck  dissection 
is  necessary. 

CARCINOMA  OF  THE  THYROID  WITH 
METASTASIS  LIMITED  TO  THE 
CERVICAL  LYMPH  NODES 

This  type  of  carcinoma  is  usually  of  the 
papillary  type.  This  histological  type  of  car- 
cinoma of  the  thyroid  has  a marked  tendency 
toward  metastasis  to  the  cervical  lymph  nodes 
without  evidence  of  further  distant  metastasis 
for  prolonged  periods  of  time.  If  papillary,  this 
lesion  usually  remains  localized  in  the  thyroid 
itself  for  a period  of  many  months  or  years  be- 
fore metastasizing  to  the  cervical  nodes.  This 
has  been  previously  mentioned  under  the  head- 
ing of  so-called  lateral  aberrant  thyroid  or  be- 
nign metastasizing  adenoma.  It  is  to  be  de- 
veloped more  fully  at  this  point. 

When  originating  in  an  upper  pole  of  the 
thyroid,  metastases  are  usually  found  in  the 
upper  deep  cervical  nodes,  even  as  high  as  the 
node  immediately  beneath  the  mastoid  process. 
Lesions  arising  more  deeply  within  the  lobe 
spread  chiefly  to  the  lower  cervical  nodes  as 
well  as  the  nodes  in  the  tracheoesophageal 
groove  and  also  to  the  pretracheal  nodes  extend- 
ing into  the  mediastinum.  Lesions  arising  in  the 
isthmus  of  the  gland  may  spread  to  the  nodes 
on  either  side  of  the  neck,  however,  their  main 
spread  is  inferiorly  and  into  the  retrosternal 
nodes  of  the  mediastinum. 

The  preferred  treatment  for  this  type  of  car- 
cinoma is  total  removal  of  the  isthmus  and  lobe 
on  the  affected  side  together  with  an  in-continu- 
ity radical  neck  dissection.  This  dissection  in- 
cludes removal  of  the  ribbon  muscles,  isthmus. 


lobe  of  the  thyroid,  stenomastoid  muscle,  inter- 
nal jugular  vein,  external  jugular  vein,  all  of  the 
lymphatic  drainage  structures  from  the  clavicle 
to  the  mastoid  process  and  from  the  midline  of 
the  neck  to  the  anterior  border  of  the  trapezius 
muscle,  and  all  structures  between  the  platysma 
muscles  and  the  muscles  supporting  the  skeletal 
framework  of  the  neck.  The  spinal  accessory 
nerves  are  usually  left  intact.  The  phrenic  nerve, 
the  vagus  nerve,  the  sympathetic  nerve  trunk, 
the  recurrent  laryngeal  nerve,  and  the  carotid 
artery  are  left.  Usually  the  parathyroid  glands 
are  left  on  the  uninvolved  side.  Dissection  of 
the  digastric  and  submental  triangles  for  this 
condition  is  practically  never  needed.  From 
such  a radical  neck  dissection  there  is  minimal 
deformity  produced  and  it  is  not  evident  to  any 
great  extent. 

If  radio-active  iodine  therapy  is  available  and 
if  isotope  therapy  is  contemplated,  tracer  doses 
of  radio-active  iodine  should  be  given  before 
surgery  and  radio-autographs  carried  out  along 
with  the  routine  microscopic  examination  of 
tissue  removed. 

CARCINOMA  OF  THE  THYROID  WITH 
DISTANT  METASTASIS 

Carcinoma  of  the  thyroid  gland  when  first 
seen  with  distant  metastasis,  or  which  subse- 
quently develops  distant  metastasis,  is  the  type 
of  thyroid  carcinoma  that  is  best  treated  by 
radio-active  iodine  therapy.  Radio-active  iodine, 
or  Ii3i,  is  the  unstable  or  radioactive  isotope 
which  possesses  a half-life  of  eight  days.  This  is 
to  say,  that  on  any  given  date,  only  one-half 
of  the  quantity  of  radio-active  iodine  will  re- 
main after  eight  days  have  passed.  The  re- 
mainder will  have  undergone  a nuclear  trans- 
formation. It  was  until  recently  prepared  by 
neutron  bombardment  of  tellurium  with  subse- 
quent chemical  separation  of  the  two  materials. 
Now,  however,  it  has  been  found  feasible  to 
separate  radio-active  iodine  from  other  uranium 
fission  products  as  by-products  of  pile  operation. 
Radio-active  iodine  thus  prepared  is  carrier 
free.  That  is,  there  is  no  admixture  with  stable 
iodine,  and  in  recent  months  it  has  become 
tellurium  free  also.  There  is,  however,  some 
contamination  of  another  radio-active  isotope, 
Iodine  I133.  This  isotope,  however,  has  a short 
half-life  of  twenty  two  hours  and  the  degree 
of  contamination  is  not  great,  particularly  after 
time  has  elapsed  in  transit. (7) 

The  therapeutic  effect  of  radio-active  iodine 
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Table  1.  Incidence  of  Carcinoma  in  Nodular  Goiter  (Including  Toxic.  Nontoxic  and  Carcin- 
oma) at  the  Illinois  Research  Hospital.  1936  - 1948. 


Type  of  goiter 

1936-1944 

1944-1948 

1936-1948 

No.  of 
cases 

Per  cent 
carcinoma 

No.  of 
cases 

Per  cent 
carcinoma 

No.  of 
cases 

Per  cent 
carcinoma 

Toxic  nodular 

330 

1.2 

48 

0 

378 

1.0 

Solitary 

(71) 

0.0 

(17) 

0 

(88) 

0.1 

Multinodular 

(259) 

1.6 

(31 

0 

(290) 

1.4 

Nontoxic  nodular 

192 

17.1 

93 

17.2 

285 

17.15 

Solitary 

(92) 

24.0 

(51) 

(25.5) 

(143) 

(24.4) 

Multinodular 

(100) 

(11.0) 

(42) 

( 7.1) 

(142) 

( 9.8) 

Total 

522 

7.2 

141 

11.3 

663 

8.0 

Fig.  I.  INCIDENCE  OF  CARCINOMA  IN  VARIOUS  TYPES  OF  NODULAR  GOITER. 


on  carcinoma  of  the  typroid  gland  is  directly 
proportional  to  the  degree  of  function  of  the 
primary  or  metastatic  tumor.  We  find  that  when- 
ever the  primary  or  metastatic  tumor  contains 
colloid,  a relatively  high  uptake  of  the  radio- 
active iodine  may  be  anticipated.  The  alveolar 
and  follicular  types  of  carcinoma  show,  there- 
fore, a much  larger  uptake  of  radio-active  iodine 
than  do  the  papillary  or  solid  types  of  tumors. 
Solid  forms  of  carcinomata,  and  sarcoma  in  par- 
ticular, exhibit  very  poor  radio-active  iodine  up- 
take. Metastatic  nodules  do  not  show  any  con- 


Fig. 2.— Effect  of  Thyroidectomy  on  Radioactive  Iodine  uptake 
of  Metastatic  Cancer. 

The  cross-hatched  columns  represent  the  “iodine  pickup”  by 
thyroid  tissue  in  the  neck.  The  stippled  columns  represent  the 
“iodine  pickup”  by  a metastasis  in  the  spine.  The  activity  is  re- 
corded as  counts  per  minute  divided  by  microcuries  administered. 


stant  affinity  for  radio-active  iodine.  It  is  be- 
lieved that  metastatic  nodules  alternate  in  the 
process  of  taking  up  the  radio-active  isotope. 

Usually  the  initial  uptake  of  radio-active  io- 
dine by  either  a primary  tumor  or  a metastatic 
tumor  is  poor  and  the  uptake  of  radio-active 
iodine  for  adequate  therapeutic  effect  must  be 
altered  by  one  of  several  means. 

As  long  as  the  normal  thyroid  gland  remains 
in  the  body  and  performs  its  function,  the  metas- 
tatic tumor  does  not  tend  to  function.  However, 
when  the  normal  thyroid  gland  is  removed,  the 


Measurements  over  the  thyroid  were  made  at  15  cm.  from  the 
skin;  those  over  metastasis  were  made  at  the  skin  surface.  On 
the  left  are  recorded  measurements  made  before  the  normal  thyroid 
was  destroyed.  Columns  on  the  right  show  the  observations  made 
on  the  pickup  of  iodine  administered  sixty  days  after  destroying 
the  normal  thyroid. 


EFFECT  OF  "THYROIDECTOMY" 
(WITH  I-I3I)  ON  COLLECTION  OF 
IODINE  BY  METASTATIC 
THYROID  CANCER 


M.A.  38  * 

THYROID 
(MEASURED  10  CM) 

TUMOR 

(MEASURED  SKIN  CONTACT) 


DAYS 


Vol.  9,  No.  11 


Arizona  Medicine 


33 


metastatic  nodules  tend  to  take  over  the  func- 
tion of  the  thyroid  gland.  So  we  see,  that  by 
doing  a radical  surgical  removal  of  the  primary 
thyroid  carcinoma  and  remaining  gland  together 
with  all  surgically  removable  metastatic  nodes 
in  the  neck,  although  no  curative  therapy  is 
accomplished,  the  uptake  in  the  metastatic 
nodules  of  the  radio-active  iodine  may  be  in- 
creased. (Figure  2). 

The  uptake  of  radio-active  iodine  in  metasta- 
tic nodules  may  be  increased  by  the  oral  admin- 
istration of  thiouracil.  The  administration  of 
thiouracil  produces  a pharmacological  thyriod- 
ectomy.  By  beginning  with  an  oral  dose  of  four 
hundred  milligrams  per  day  and  increasing  this 
gradually  to  a dosage  of  two  thousand  milli- 
grams per  day  for  approximately  six  weeks,  a 
change  in  the  uptake  of  the  metastatic  nodules 
may  be  found.  The  uptake  may  be  markedly 
increased.  Figure  3 demonstrates  the  increased 
uptake  in  metastatic  carcinoma  following  the 
use  of  thiouracil  to  increase  this  uptake. (6) 

The  third  method  used  in  increasing  the  up- 
take of  radio-active  iodine  in  metastatic  thyroid 


Fig.  3.— Effect  of  thiouracil  on  radioactive  iodine  uptake  of 
metastatic  cancer. 

The  cross-hatched  columns  represent  the  “pickup  of  radioactive 
iodine”  by  the  thyroid  and  3 metastases,  as  well  as  the  urinary 
excretion  of  radioactive  iodine  prior  to  treatment  wth  thyrotropic 
hormone.  The  stippled  columns  represent  the  per  cept  pickup  by 
thyroid  and  metastases  and  the  urinary  excretion  after  stopping 


cancer  is  by  the  use  of  thyrotropic  stimulating 
hormones  T.S.H.  This  hormone  is  given  in 
doses  of  thirty  units  daily  for  one  week  and 
after  forty-eight  to  seventy-two  hours  an  in- 
crease in  the  radio-active  iodine  uptake  by  the 
metastatic  tumor  may  be  anticipated.  In  a rela- 
tive manner  the  metastatic  lesions  are  stimulated 
to  function.  Figure  4 demonstrates  the  increased 
uptake  in  a metastatic  nodule  after  T.S.H.  ther- 
apy. (6) 

Should  all  of  these  methods  be  tried  and  the 
uptake  of  the  metastatic  tumor  be  minimal  very 
poor  results  with  radio-active  iodine  can  be 
anticipated.  However,  should  a reasonable  up- 
take result,  the  patient  can  be  carried  indefinitely 
on  radio-active  iodine  given  approximately  every 
two  weeks.  A great  many  observers  have  found 
a static  condition  of  metastatic  thyroid  carci- 
noma under  radio-active  iodine  therapy.  How- 
ever, eventually  all  cases  do  show  progressive 
spread,  even  while  taking  radio-active  iodine. 

If  there  is  an  excellent  initial  uptake  of  l13i, 
or  if  the  initial  uptake  is  poor  and  a good  re- 
sponse to  thyroidectomy,  thyrouracil,  or  thyro- 


treatment  with  thyroid-stimulating  hormone.  It  will  be  noted 
that  the  pickup  on  all  3 metastases  was  increased  after  such 
treatment  whereas  there  was  no  significant  change  in  the  thyroid’s 
av'dity  for  radioactive  iodine.  The  urinary  excretion  of  radio- 
iodine was  decreased  following  treatment  with  thyroid-stimulating 
hormone. 


BEFORE  THYROTROPIC  HORMONE 


J.  A. 
44<? 


48  HOURS  AFTER  THYROTROPIC  HORMONE 
(8  DAILY  DOSES  30  MGM.  ad.) 
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EFFECT  OF  THIOURACIL  * 
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Fig.  4.— Effect  of  thyrotropic  hormone  on  radioactive  iodine 
uptake. 

The  cross-hatched  columns  represent  observations  on  the  “pick- 
up of  radioiodine”  by  1 metastasis  and  the  urinary  excretion  of 


radioiodine  before  beginning  treatment  with  thiouracil.  The 
stippled  columns  represent  the  “pickup  of  1(131)”  by  the  same 
metastasis  and  the  urinary  excretion  of  1(131)  after  prolonged 
treatment  with  thiouracil. 


topic  stimulation  hormone  is  obtained,  and  the 
uptake  of  the  metastatic  nodules  is  increased,  a 
therapeutic  dose  may  then  be  given.  Further 
studies  are  then  done  to  ascertain  the  uptake 
of  such  a therapeutic  dose,  rate  of  excretion,  etc. 

Generally  speaking  the  uptake  of  a metastatic 
nodule  with  radio-active  iodine  is  decreased  by 
the  simultaneous  administration  of  x-ray  ther- 
apy or  radium  therapy  to  this  nodule. 

X-RAY  AND  RADIUM  IN  CARCINOMA 
OF  THE  THYROID 

Gamma-ray  therapy  with  radium  or  X-ray  may 
be  used  on  either  the  primary  or  metastatic 
tumor.  This  is  an  entire  subject  in  itself.  How- 
ever, several  things  are  worthy  of  mention  at 
this  time  regarding  these  therapeutic  agents. 

1.  While  using  x-ray  or  radium  therapy,  the 
uptake  of  I131  in  the  treated  area  is  diminished. 

2.  These  tumors  belong  to  the  so-called  radio- 
resistant group  of  tumors. 

3.  When  giving  x-ray  therapy,  it  should  be 
borne  in  mind  that  to  be  effective  a tumor  dose 
of  at  least  six  thousand  roentgens  is  needed  in 
six  weeks.  Due  care  should  be  taken  in  the 
selection  of  fields,  filters,  and  the  care  of  the 
skin  in  order  to  be  able  to  deliver  this  dosage. 


Many  time's  it  is  exceedingly  difficult. 

4.  When  interstitial  radium  needles  are  em- 
ployed, a tumor  dose  of  at  least  six  thousand 
gamma-roentgens  should  be  delivered  over  a 
period  of  approximately  one  week.  Low  inten- 
sity interstitial  needles  are  the  method  of  choice. 
SUMMARY 

1.  A clinical  classification  of  carcinoma  of  the 
thyroid  is  given  for  purposes  of  outlining  proper 
therapy. 

2.  The  importance  of  removing  all  non-toxic 
adenomata  of  the  thyroid  gland,  particularly  the 
solitary  non-toxic  adenoma,  before  malignant 
change  has  taken  place,  is  stressed. 

3.  The  responsibility  of  the  initial  operator  in 
the  final  outcome  of  the  condition  is  stressed. 

4.  The  indications  for  treatment  of  thyroid 
carcinoma  by  means  of  surgery  is  outlined. 

5.  The  treatment  of  carcinoma  of  the  thyroid 
gland  with  1 131  is  discussed. 

6.  The  use  of  x-ray  and  radium  in  the  treat- 
ment of  carcinoma  of  the  thyroid  is  mentioned. 
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MODERN  TREATMENT  OF  SOME  COMMON  SKIN  DISEASES 

Louis  G.  Jekel,  M.D. 

Phoenix,  Arizona 


The  best  treatment  of  a skin  disease  is  not  in 
all  cases  tthe  newest.  Certain  general  principles 
which  have  been  acceptable  for  many  years  are 
still  acceptable.  Some  ancient  methods  are 
still  as  good  as  any.  In  some  cases  there  may 
be  several  different  approaches  to  the  same 
problem,  one  as  good  as  another.  I shall  not 
burden  you  with  a lengthy  discussion  of  many 
different  forms  of  treatment  for  the  same  condi- 
tion. It  is  not  my  intention  to  review  the  litera- 
ture. I wish  merely  to  give  a concise  state- 
ment of  the  methods  I use,  methods  which  I 
have  found  best  suited  to  my  needs.  Other 
physicians  may  use  other  methods  which  to 
them  are  better  suited.  There  is  no  intent  on 
my  part  to  imply  that  the  methods  outlined  here 
are  the  only  acceptable  procedures. 

There  is  one  rule  handed  down  from  our 
dermatological  grandfathers  which  is  still  im- 
portant. I wish  to  emphasize  it  strongly.  It 
is  this:  DO  NOT  OVERTREAT.  Treat  the  skin 
gently.  Give  it  every  opportunity  to  employ  its 
own  powers  of  recovery.  This  rule  is  especially 
important  in  the  presence  of  acute  inflammation. 
Application  of  soothing  wet  dressings  is  most 
desirable  at  such  times.  A one  percent  aqueous 
solution  of  aluminum  acetate  is  excellent.  Oc- 
casionally an  individual  may  respond  better  to  a 
weak  solution  of  boric  acid  or  magnesium  sul- 
fate. A cool  solution  is  usually  better  for  an 
acute  dermatitis  than  a warm  one.  If  an  acute 
dermatitis  is  unaccompanied  by  weeping  and 
crusting,  it  is  often  desirable  to  follow  the  wet 
dressings  with  a lotion  containing  a powder  for 
its  cooling  effect.  Calamine  lotion  or  various 
types  of  zinc  oxide  lotions  suit  this  purpose  ad- 
mirably. Itching  is  usually  severe  in  these 
cases.  Phenol  or  liquor  carbonis  detergens  may 
be  added  for  their  anti-pruritic  properties.  If 
weeping  and  crusting  are  present  the  powdery 
lotion  should  not  be  used.  In  such  cases  one 
may  use  a hypoallergenic  cold  cream.  When 
the  inflammation  is  somewhat  less  acute  a paste 
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may  be  used.  A modification  of  the  ancient 
and  honorable  Lassar’s  Paste  is  excellent.  A 
subacute  or  chronic  dermatitis  may  be  treated 
with  a less  mild  or  even  a stimulating  agent. 

There  are  several  other  general  principles  I 
wish  to  mention.  Most  of  these  are  in  the  form 
of  “Do  Nots.”  Do  not  use  Whitfield  Ointment 
in  full  strength.  It  will  cause  irritation  in  num- 
erous cases,  and  when  used  in  a milder  form 
it  is  quite  effective  as  an  anti-fungal  agent.  Thus, 
instead  of  using  six  percent  salicylic  acid  and 
twelve  percent  benzoic  acid,  have  the  druggist 
mix  the  full  strength  ointment  with  an  equal 
part  of  petrolatum,  reducing  its  strength  by 
half.  Do  not  use  ammoniated  mercury  in  a 
strength  greater  than  five  percent  for  fear  of 
producing  sensitivity.  Do  not  use  sulfur  and 
mercury  in  the  same  area  at  the  same  time. 
Such  a mixture  will  produce  mercuric  sulfide  and 
leave  black  deposits  on  the  skin.  Finally,  avoid 
the  use  of  greases  in  hairy  parts,  especially  in 
the  groins  and  axillae.  Hair  follicles  in  these 
areas  become  irritated  by  greases  which  set  up 
inflammation  and  often  produce  abscesses. 

PYOGENIC  INFECTIONS 

Recent  years  have  provided  outstanding  ad- 
vances in  the  methods  of  treating  pyogenic  in- 
fections of  the  skin.  In  less  than  twenty  years 
we  have  seen  the  introduction  of  a long  line  of 
sulfonamide  drugs  and  antibiotic  preparations. 
Some  of  these  substances  are  useful  only  for 
external  application.  Some  can  be  used  either 
externally  or  internally.  Some  are  best  used 
only  internally.  Some  are  administered  by  in- 
jection. Some  are  given  by  mouth.  Some  may 
be  administered  either  way.  Some  are  more 
effective  germ-killers  than  others.  Some  have 
greater  sensitizing  potential  than  others.  Some 
are  more  dangerous  than  others.  Some  are 
more  expensive  than  others.  Obviously,  there- 
fore, in  view  of  these  many  variable  factors  in 
the  remedies,  and  the  equally  numerous  variable 
factors  inherent  in  the  patient,  one  cannot  be 
dogmatic  in  choosing  one  medication  for  any 
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and  all  cases  to  the  exclusion  of  all  others. 

Nevertheless,  there  are  certain  general  prin- 
ciples which  should  guide  us  in  our  choice  of 
a drug.  First  is  the  bactericidal  or  bacteriostatic 
effectiveness  of  the  medication.  This  factor  will, 
of  course,  be  determined  in  part  by  the  type 
of  micro-organism  encountered.  In  practice  we 
find  that  a number  of  the  preparations  are 
almost  equally  effective,  or  near  enough  so  that 
other  factors  may  be  permitted  to  determine 
the  choice  in  many  cases.  For  effectiveness, 
incidentally,  we  can  give  a high  grade  to  our 
old  friend  ammoniated  mercury  as  a topical 
agent  of  great  value  in  many  cases. 

Next  we  consider  the  sensitizing  potential  of 
the  product,  and  at  this  point  is  introduced  a 
general  principle  of  considerable  importance. 
As  a general  rule  it  is  unwise  to  use  any  agent 
topically  which  is  also  of  importance  as  an  in- 
ternal medication.  The  reason  is  that  the 
application  of  an  agent  on  the  skin  may  sensi- 
tize the  patient  to  that  product  so  that  later  it 
coidd  not  be  used  internally.  This  makes  it 
unwise  to  use  topically  any  sulfonamide  or  anti- 
biotic which  may  have  a wide  and  at  times 
urgent  use  internally.  The  degree  of  the  sen- 
sitizing potential  may  modify  one’s  actions  in 
special  cases.  In  this  regard  it  should  be  borne 
in  mind  that  penicillin  is  a more  active  sensi- 
tizer than  the  other  popular  anti-biotic  prod- 
ucts. For  topical  use  bacitracin  and  neomycin 
fulfill  the  requirements  better  than  other  agents. 
They  are  both  very  effective,  both  have  very 
low  sensitizing  potentials,  and  are  both  used 
but  very  little  internally. 

I therefore  can  state  that  I prefer  neomycin, 
bacitracin,  and  ammoniated  mercury  in  that 
order  for  the  topical  treatment  of  pyogenic  skin 
infections. 

Internal  medication  is  also  of  value  in  the 
treatment  of  pyogenic  skin  infections.  Penicillin, 
aureomycin,  and  terramycin  are  most  frequently 
used.  The  general  principles  governing  the 
uses  of  anti-biotics  will  guide  one  in  these 
cases. 

SUPERFICIAL  FUNGOUS  INFECTIONS 

Tinea  capitis.  In  Arizona  the  commonest 
form  of  ringworm  of  the  scalp  is  due  to  Micro- 
sporum  lanosum  (also  known  as  M.  canis  or  M. 
felineum.)  This  fungus  has  its  normal  habitat 
on  some  of  our  domestic  animals  such  as  dogs 
and  cats.  The  organism  does  not  thrive  on  the 
human  body,  and  for  that  reason  is  relatively 


easy  to  eradicate.  On  the  other  hand,  that 
form  of  ringworm  of  the  scalp  caused  by  M. 
audouini,  which  is  quite  infrequently  seen  here 
but  is  very  common  in  other  parts  of  the  coun- 
try, is  at  times  extraordinarily  difficult  to  cure. 
For  the  lanosum  type  of  infection,  treatment 
consists  of  manual  epilation  and  the  topical 
application  of  antifungal  agents.  I prefer  an 
ointment  containing  three  percent  salicylic  acid 
and  five  percent  ammoniated  mercury  in  a 
water-soluble  ointment  base.  If  the  patient  is 
unable  to  tolerate  ammoniated  mercury,  preci- 
pitated sulfur  is  substituted  for  it.  The  newer 
agents  containing  fattty  acids  have  not  been 
useful  in  my  hands.  The  hair  should  be  clipped 
very  short.  The  ointment  is  applied  thoroughly 
over  the  entire  scalp  at  bedtime,  and  is  washed 
off  completely  in  the  morning.  It  is  well  to 
advise  the  child’s  mother  that  the  treatment 
will  have  to  be  carried  out  for  at  least  six 
months,  or  perhaps  a year.  Roentgen  therapy 
is  not  necessary  in  cases  of  lanosum  infection, 
but  may  be  needed  with  the  audouini  type. 
The  child  may  be  permitted  to  attend  school 
as  soon  as  he  is  under  treatment. 

Tinea  eircinata.  Ringworm  of  the  body  may 
occur  in  adults  as  well  as  in  children.  The 
lesions  on  the  glabrous  skin  are  usually  easily 
eradicated  by  topical  application  of  antifungal 
agents.  A weak  Whitfield  ointment  is  very  effec- 
tive and  usually  well  tolerated  by  the  patient. 

Tinea  cruris  et  axillaris.  Certain  special  rules 
govern  the  treatment  of  the  skin  of  the  axillae 
and  groins.  As  stated  above,  it  is  unwise  to 
massage  greases  into  hairy  parts,  and  this  is 
especially  true  of  the  axillae  and  groins.  Hair 
follicle  abscesses  occur  frequently  as  a result 
of  oils  or  greases  being  applied.  Therefore  a 
lotion  is  used  in  the  treatment  of  tinea  axillaris 
et  cruris.  A pleasant  and  effective  lotion  con- 
tains five  per  cent  resorcin  in  50  per  cent  alcohol. 
It  is  mopped  on  the  affected  part  two  or  three 
times  a day.  The  eruption  is  usually  cured  in 
two  or  three  weeks.  Some  cases  are  recalcitrant. 
In  such,  superficial  roentgen  therapy  is  often 
applied. 

Tinea  pedis.  Fungous  infections  of  the  feet 
vary  greatly  in  their  manifestations.  For  the 
interdigital  variety  (the  so-called  “athlete’s 
foot”)  a half-strength  Whitfield  ointment  is 
very  satisfactory.  It  is  massaged  gently  into  the 
affected  skin  at  bedtime  and  washed  off  in  the 
morning.  Secondary  pyogenic  infection  is  not 


Vol.  9,  No.  11 


Arizona  Medicine 


37 


uncommon.  It  is  treated  in  the  manner  de- 
scribed above  for  such  conditions.  Often  a vesi- 
cular reaction  will  occur  on  the  soles  and  palms 
(“id”  reaction.)  The  larger  vesicles  are  opened 
by  cutting  through  them  with  a fine,  sharp- 
pointed  scissors.  An  exfoliating  shake-lotion  is 
applied  frequently.  A very  satisfactory  prep- 
aration is  a zinc  oxide  shake-lotion  containing 
one  percent  phenol,  three  percent  liquor  car- 
bonis  detergens,  and  five  percent  resorcin.  Su- 
perficial roentgen  therapy  is  most  useful  in 
many  of  these  cases.  Sometimes  the  infection 
becomes  quite  chronic  and  takes  on  hypertrophic 
characteristics.  In  such  cases  a modified  Whit- 
field ointment  or  a crude  coal  tar  ointment  is 
used  in  conjunction  with  superficial  roentgen 
therapy.  Asterol  is  a new  benzothiazole  deri- 
vative which  has  been  highly  recommended.  It, 
like  the  fatty  acid  preparations,  has  not,  in  my 
experience,  produced  outstanding  results. 

ACNE 

In  spite  of  the  fact  that  many  new  suggestions 
have  been  made  in  recent  years  concerning  the 
treatment  of  acne,  dermatologists  generally  agree 
that  none  of  them  can  supplant  the  conventional 
methods.  Much  has  been  written  about  the 
use  of  estrogenic  substances  in  such  cases.  Al- 
though these  agents  seem  to  help  somewhat 
in  a few  cases,  they  have  not  been  found  to  be 
consistently  dependable.  Most  dermatologists 
therefore  have  come  to  use  them  only  as  part 
of  the  treatment  in  only  some  of  the  patients. 
The  same  holds  for  the  use  of  some  of  the  anti- 
biotics which  have  been  recommended.  Some 
patients  seem  to  be  benefitted  somewhat  by 
these  agents,  such  as  the  cases  of  cystic  acne 
which  are  helped  by  terramycin,  but  most  are 
not.  In  general  the  agents  mentioned  above  may 
be  found  useful  in  acne  when  there  is  some 
other  indication  for  their  use.  The  same  may 
be  said  for  other  drugs  such  as  iron,  thyroid 
extract,  and  vitamin  preparations. 

Therefore  we  fall  back  on  the  conventional 
form  of  treatment.  First,  the  patient’s  general 
health  must  be  considered.  Anemia,  dental 
faults,  and  other  abnormalities  should  be  cor- 
rected. Health  habits  should  be  sensible.  Ade- 
quate rest  should  be  obtained.  Moderate  phy- 
sical exercise  is  desirable.  The  diet  should  be 
adequate,  but  with  the  restriction  of  certain 
foods  known  to  be  undesirable  for  these  pa- 
tients. Fat,  greasy  foods  are  forbidden.  Choco- 
late is  forbidden  because  it  is  known  to  be  spe- 


cifically irritating  to  the  pilosebaceous  apparatus. 
Iodine  is  likewise  irritating.  Therefore  the  pa- 
tient is  warned  against  iodized  salt  and  sea- 
foods, the  latter  being  very  rich  in  iodine.  Sweets 
as  such  are  not  forbidden,  although  they  should 
be  moderately  restricted.  Otherwise,  dietary 
restrictions  are  not  required. 

Local  treatment  is  very  important.  Of  the 
drugs  used  externally,  sulfur  is  the  best.  It  is 
well  used  in  the  form  of  Lotio  Alba,  handed 
down  to  us  from  previous  dermatological  gen- 
erations. Intraderm  Sulfur  Solution  (Wallace) 
penetrates  deeply  into  the  follicles  and  is  found 
to  be  helpful  in  many  cases.  Usually  it  is  ad- 
visable to  use  a lotion  rather  than  an  ointment 
for  the  topical  treatment  of  acne. 

Included  in  the  local  treatment  of  acne  is 
the  general  cleanliness  of  the  skin  and  the  empty- 
ing of  comedones  and  pustules.  Soap  and  water 
is  the  best  method  of  cleansing  the  skin.  A mild 
toilet  soap  is  best.  Medicated  soaps  are  both 
unnecessary  and  undesirable.  For  unusually 
oily  skins,  chemical  cleansing  may  be  desirable. 
Seba-Nil  (Texas  Pharmacal  Company)  is  a pro- 
duct found  to  be  useful  in  this  regard.  It  con- 
tains alcohol,  acetone,  and  a sorbitan  monolaur- 
ate  derivative.  A cotton  pledget  is  moistened 
with  this  solution  and  wiped  over  the  face 
thoroughly  once  or  twice  a day.  An  anti-sebor- 
rheic agent  such  as  salicylic  acid  or  resorcin 
may  be  added  to  the  Seba-Nil.  Mechanical  ex- 
pression of  the  contents  of  the  comedones  and 
pustules  can  and  should  be  done  by  the  physi- 
cian, a few  lesions  being  so  treated  at  each 
office  visit.  The  patient  should  be  discouraged 
from  carrying  out  this  procedure  at  home  for 
fear  of  damaging  the  tissues  and  thereby  pro- 
ducing unnecessary  scarring. 

Superficial  roentgen  therapy  still  is  the  one 
modality  at  our  command  which  stands  head 
and  shoulders  above  any  other  single  method  or 
combination  of  methods  in  the  treatment  of 
acne.  This  treatment  should  be  given  only  by 
a dermatologist  trained  and  experienced  in  its 
use.  A course  of  twelve  weekly  treatments  is 
given,  each  dose  amounting  to  50  or  75  roent- 
gens. This  amount  of  radiation  is  far  under 
the  average  tolerated  total.  In  fact,  more  such 
treatment  may  be  given  later  to  most  patients 
if  it  seems  to  be  desirable. 

Most  important  of  all,  I wish  to  impress  upon 
everyone  the  fact  that  acne  treatment  is  suc- 
cessful in  the  vast  majority  of  cases.  It  is  im- 
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portant  for  all  doctors  who  come  in  contact  with 
such  patients  to  urge  them  to  submit  to  treat- 
ment. These  young  people  need  help.  VVe  must 
try  to  prevent  dermal  scars.  We  must  also 
try  to  prevent  psychic  scars.  The  strain  on  the 
emotional  make-up  is  tremendous.  We  have  at 
our  disposal  good  methods  of  treatment.  Let  us 
never  tell  such  a patient  that  he  or  she  does 
not  need  treatment,  or  that  he  will  outgrow  his 
condition.  We  must  treat  these  young  people. 
We  must  prevent  scars. 

SCABIES 

The  treatment  of  scabies  has  improved  con- 
siderably in  the  last  few  years,  not  in  its  effec- 
tiveness, but  rather  in  the  fact  that  the  modern 
treatment  is  easier  and  more  pleasant  for  the 
patient  to  use.  The  oldfashioned  sulfur  treat- 
ment is  perfectly  effective,  but  it  has  been 
largely  abandoned  because  of  its  messiness. 
Benzyl  benzoate  has  proved  to  be  somewhat 
unsatisfactory  because  it  is  highly  irritating  to 
the  skin,  especially  in  the  presence  of  excoria- 
tions or  secondary  infection.  Also  it  requires 
the  very  careful  co-operation  of  an  intelligent 
patient  to  insure  its  greatest  effectiveness.  There- 
fore one  of  the  preparations  containing  the 
gamma  isomer  of  hexachlorocyclohexane  is  now 
considered  to  be  best.  Gamiso  Cream  and 
Kwell  Ointment  are  two  such  preparations.  The 
patient  is  instructed  to  bathe  and  then  apply 
the  ointment  over  the  entire  body  from  the 
neck  down.  In  infants  the  head  must  also  be 
treated,  for  in  them  the  infestation  may  involve 
all  surfaces.  The  ointment  is  kept  on  overnight 
and  washed  off  the  next  morning.  A second  ap- 
plication is  made  the  following  night  in  the 
same  manner  as  before.  On  the  morning  after 
the  second  application  the  patient  bathes  and 
puts  on  clean  clothes.  All  clothing  and  bed- 
clothing used  during  and  before  the  treatment 
must  be  boiled,  ironed  with  a hot  iron,  or  dry- 
cleaned  and  steam-pressed.  All  other  persons 
who  have  been  exposed  should  take  the  treat- 
ment at  the  same  time.  Children  should  be 
excluded  from  school  until  they  have  completed 
the  course  of  treatment. 

USE  OF  CORTISONE  AND 
CORTICOTROPIN 

Cortisone  and  ACTH  have  been  found  to  be 
useful  to  a limited  extent  in  a few  common 
skin  diseases.  Their  use  in  the  more  uncom- 
mon disorders  does  not  concern  us  here.  Psoria- 


sis is  one  of  the  commoner  conditions  in  which 
these  hormones  have  been  given  extensive  trial. 
The  results  have  been  disappointing,  although 
some  patients  show  a temporary  favorable  re- 
sponse. Atopic  dermatitis  (disseminated  neuro- 
dermatitis) is  a disease  in  which  the  hormones 
can  be  used  to  advantage  at  times.  The  severe 
exacerbations  of  the  disorder  can  be  helped. 
The  patient  can  be  helped  over  the  rough 
spots,  so  to  speak.  But  here  again  the  benefit 
is  only  temporary.  In  the  end  we  must  go  back 
to  the  conventional  forms  of  treatment.  Certain 
forms  of  urticaria  seem  to  be  cleared  up  entirely 
and  permanently  by  this  form  of  treatment.  I 
speak  especially  of  acute  urticaria,  and  most 
particularly  of  that  type  which  follows  the  ad- 
ministration of  penicillin.  The  results  at  times 
are  miraculous.  Within  six  to  twelve  hours, 
often,  the  patient  experiences  relief.  Usually 
two  or  three  days  of  such  treatment  is  sufficient 
to  give  complete  and  permanent  relief.  Eczema- 
toid  dermatitis  (or  nummular  eczema)  is  an- 
other common  trouble  which  at  times  shows  ex- 
cellent response  to  treatment  with  these  hor- 
mones. Many  times,  of  course,  a complete  cure 
is  impossible.  Nevertheless,  there  are  some 
cases  which,  after  a relatively  short  period  of 
such  treatment,  clear  up  completely  and  pre- 
sumably permanently.  Finally,  drug  reaction 
should  be  mentioned  as  a group  of  conditions 
which  at  times  respond  dramatically  to  the  use 
of  these  hormones. 

This  medication  can  be  carried  out  in  office 
practice.  The  cortisone  is  given  by  mouth. 
Usually  tthe  patient  is  ordered  to  take  one 
tablet  (25  milligrams)  three  or  four  times  a 
day.  Most  of  the  time  this  dosage  is  reduced 
after  two  or  three  days.  It  is  desirable  to  re- 
duce the  dosage  as  soon  as  possible  to  the  small- 
est maintenance  dose  which  will  be  effective. 
Sometimes  as  little  as  12.5  milligrams  once  or 
twice  a day  will  be  sufficient.  ACTH  is  avail- 
able now  in  such  form  as  to  be  usable  on  the 
ambulatory  patient.  Often,  in  office  procedure, 
an  injection  of  40  milligrams  of  ACTH  is  admin- 
istered at  once  to  start  the  treatment,  after 
which  cortisone  is  ordered  for  the  patient  to  take 
by  mouth  at  home.  Always,  it  should  be  re- 
membered, the  conventional  methods  of  topical 
therapy  are  employed  along  with  the  hormone 
treatment. 

QUOTANE  AND  SELSUN 

There  are  two  rather  new  preparations  which 


Vol  9,  No.  11 


Arizona  Medicine 


39 


I wish  to  mention  independently  and  in  a some- 
what isolated  manner. 

Quotane  is  a substance  with  a complicated 
chemical  structure  which  has  been  found  to  be 
helpful  in  the  relief  of  itching.  It  is  available 
in  ointment  and  lotion  form.  It  acts  as  a mild 
surface  anaesthetic.  It  has  a low  sensitizing 
potential.  It  is  therefore  useful  in  such  con- 
ditions as  contact  dermatitis,  neurodermatitis, 
pruritus  ani  et  vulvae,  and  many  others. 

Selsun  is  a shampoo  containing  selenium  sul- 
fide as  its  active  ingredient.  It  is  an  extremely 
valuable  anti-seborrheic  agent,  and  has  become 
the  drug  of  choice  in  the  treatment  of  all  forms 
of  seborrhea  capitis.  It  has  a low  sensitizing 
potential,  although  there  are  a few  patients  who 
are  unable  to  tolerate  it.  It  is  easy  and  pleasant 


to  use,  and  has  an  important  place  in  modern 
dermatological  therapy. 

CONCLUSION 

Time  has  been  short,  but  an  effort  has  been 
made  to  describe  treatment  which  has  proved 
to  be  successful  for  a number  of  skin  diseases 
which  are  rather  common,  and  which  might  be 
encountered  frequently  in  the  general  practice 
of  medicine.  Also,  certain  therapeutic  pitfalls 
have  been  pointed  out,  and  means  described  by 
which  they  might  be  avoided.  Practically  all  of 
the  methods  described  here  can  be  adequately 
carried  out  without  specialized  training  or  equip- 
ment, the  only  exception,  in  fact,  being  the  use 
of  superficial  roentgen  therapy.  These  modern 
methods  are,  in  certain  cases,  far  superior  to 
those  available  to  us  in  the  past. 


MASSACHUSETTS  GENERAL 
HOSPITAL  CASE  NO.  17431 


The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


Dr.  Even  M.  Gundersen*:  First  admission. 
This  patient  was  a thirty-two-year-old  married 
Canadian  who  entered  the  hospital  for  the  first 
time  on  September  26  last  year  complaining  of  a 
skin  eruption  of  four  months’  duration. 

Four  months  before  this  admission  he  sud- 
denly noticed  the  onset  of  a rash  over  his  fore- 
head. It  was  blotchy  and  purplish  but  did  not 
itch.  When  he  took  a bath  he  noticed  it  on  his 
chest  and  back  as  well.  From  the  onset  it  was 
quite  constant  until  admission  and  did  not 
change  in  any  significant  way.  Three  months 
before  admission  he  first  noticed  that  one  of  his 
postauricular  glands  was  beginning  to  swell. 
This  disappeared  spontaneously  after  a week. 
A week  after  that  however  several  glands  on  the 
left  side  of  his  neck  started  to  swell,  and  from 
that  time  he  noticed  enlargement  of  the  glands 
in  his  groins  also.  One  week  before  admission 
he  first  noticed  constitutional  symptoms  in  the 

^Recently  senior  interne  on  the  East  Medical  service. 


form  of  slight  weakness  and  fatigue  on  exertion. 
He  had  a few  night  sweats  as  well,  but  no  fever 
so  far  as  he  knew. 

He  was  seen  in  the  Outpatient  Department 
several  times,  in  the  Skin  Clinic  first,  and  was 
shown  at  the  New  England  Dermatological  As- 
sociation. It  was  felt  that  this  skin  condition 
was  mycosis  fungoides.  At  a visit  to  the  Male 
Medical  Clinic,  in  addition  to  the  enlarged 
glands  in  his  axillary,  cervical  and  inguinal  re- 
gions it  was  found  that  the  spleen  was  palpable 
one  centimeter  below  the  costal  margin  on  in- 
spiration. There  was  slight  dullness  at  the  right 
base  with  a few  crackling  rales.  Several  blood 
studies  were  undertaken  there.  On  three  occa- 
sions it  was  found  that  he  ran  a leukocytosis  of 
11,000  to  14,000.  His  smear  was  not  remark- 
able except  that  there  was  an  eosinophilia  of  4 
to  8 per  cent. 

His  past  history  is  essentially  negative  except 
for  pneumonia  sixteen  years  ago. 

On  admission  he  seemed  to  be  well  developed 
and  nourished  and  in  no  distress.  The  skin  of 
his  forehead,  chest  and  back  was  covered  with  a 
blotchy  flat  maculopapular  purplish  eruption, 
the  lesions  varying  in  size  from  the  size  of  a 
dime  to  that  of  a quarter.  There  were  pea- 
sized firm  non-tender  glands  in  the  cervical, 
axillary  and  inguinal  regions.  In  the  axillary 
and  inguinal  regions  the  glands  were  matted  to- 
gether. There  were  fine  consonating  rales  at 
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both  bases  in  the  back,  with  dullness  but  no 
change  in  fremitus  or  character  of  the  breath 
sounds.  The  spleen  was  palpable  two  centi- 
meters below  the  costal  margin  on  inspiration. 
The  rest  of  the  physical  examination  was  nega- 
tive. 

On  admission  the  white  cell  count  was  21,000. 
There  was  no  anemia,  but  the  smear  showed 
40  per  cent  polynuclears,  48  per  cent  lymphocy- 
tes, 4 per  cent  myelocytes  and  7 per  cent  eosino- 
philes. 

A biopsy  of  the  left  cervical  glands  was  done. 
He  was  discharged  eleven  days  after  entry. 

History  of  interval.  His  first  course  of  x-ray 
treatment  was  continued  after  discharge.  He 
had  three  treatments  per  week  for  a month,  then 
went  back  to  work  and  felt  fairly  well  except 
that  he  was  weaker  than  usual.  About  Thanks- 
giving time  on  awakening  one  morning  he  no- 
ticed marked  swelling  of  the  face.  His  eyes 
were  almost  closed.  He  reported  again  at  the 
Tumor  Clinic.  Another  course  of  x-ray  treat- 
ment was  started.  The  swelling  disappeared 
after  two  treatments.  He  was  able  to  continue 
his  work.  About  New  Year’s  time  however  he 
noted  swelling  of  the  genitalia.  He  had  another 
course  of  x-ray  treatment.  This  swelling  like- 
wise disappeared.  During  January  he  was  be- 
coming much  weaker.  That  was  one  month 
before  his  second  admission.  He  was  also 
dyspneic  on  exertion  and  had  to  give  up  his 
work.  During  the  course  of  x-ray  treatment  in 
January  he  noticed  that  he  was  becoming  very 
pale. 

Second  admission.  On  January  25  he  had  to 
be  readmitted  for  this  course  of  x-ray  treatment 
because  he  was  too  feeble  to  be  carried  on  as 
an  ambulatory  case. 

Physical  examination  was  essentially  as  it  had 
been  previously  except  for  marked  pallor.  He 
appeared  much  sicker  than  at  tthe  previous 
entry.  The  spleen  was  palpable.  The  glands 
were  about  as  before.  The  chest  signs  were  as 
before.  The  liver  was  thought  to  be  just  pal- 
pable on  inspiration. 

X-ray  treatment  was  continued.  The  anemia 
was  getting  very  alarming.  After  eight  days  of 
treatment  we  decided  to  transfuse  him.  On  that 
day  however  he  had  a fever  of  102°  by  mouth 
and  a rise  in  respirations  to  40.  He  then  showed 
definite  signs  in  the  right  chest,  chiefly  in  the 
upper  lobe,  signs  of  consolidation,  quite  ob- 
viously bronchopneumonia.  There  was  no  chill. 


and  the  picture  was  not  characteristic  of  lobar 
pneumonia.  This  infection  might  have  been 
picked  up  in  the  ward,  because  we  had  a few 
bad  respiratory  infections  at  that  time.  He  ran 
a febrile  course.  The  temperature  rose  to  104° 
and  was  100°  at  the  end.  The  respirations  were 
rapid  at  first.  They  finally  came  down  to  35 
at  the  end.  Six  days  before  he  died  he  had  a 
severe  pleuritic  pain  in  his  left  chest  posteriorly, 
and  from  that  time  definite  signs  of  consolida- 
tion at  the  left  base,  later  consolidation  at  both 
bases.  He  had  made  a very  poor  response  in 
white  blood  cells,  never  over  12,000.  His  initial 
count  was  8,000  at  the  second  admission.  On 
February  12  he  died. 

DR.  W.  WARNER  WATKINS: 

Summary  of  the  Case  History 

A 32  year  old  married  man  who,  sometime  in 
May  of  the  year  preceding  his  death,  first  no- 
ticed a skin  rash  on  his  forehead,  this  being 
blotchy  and  purplish,  but  did  not  itch.  Being 
spring  time  in  New  England,  he  discarded  his 
winter  flannels  and  took  a bath.  This  gave  him 
a chance  to  look  at  his  chest  and  back,  and 
there  he  found  the  same  sort  of  rash.  The  rash 
is  said  not  to  have  changed  significantly  during 
the  next  four  months,  but  maybe  he  didn’t 
bathe  again.  Three  months  after  first  noticing 
the  skin  rash,  a lymph  node  behind  one  ear 
enlarged  but  subsided  spontaneously.  However, 
nodes  in  the  neck  enlarged  and  then  the  glands 
in  the  groins  became  swollen. 

A week  before  admission,  he  felt  fatigue  and 
weakness  and  had  some  night  sweats  without 
fever.  In  the  Skin  Clinic  and  before  a Derma- 
tologist Association,  it  was  felt  the  condition  was 
mycosis  fungoides.  In  the  Male  Medical  Clinic 
he  was  found  to  have  enlarged  cervical,  axillary 
and  inguinal  nodes,  and  also  an  enlarged  spleen. 
There  was  slight  dullness  at  the  right  base  with 
a few  crackling  rales. 

(NOTE:  The  x-ray  machine  was  either  out 
of  commission  or  else  this  case  antedates  the 
discovery  of  x-rays,  since  there  was  a positive 
indication  for  investigation  of  the  chest  and 
lungs  by  x-rays,  at  this  point). 

Several  blood  studies  were  made,  but  no  de- 
tails about  the  findings  given,  except  note  of 
leucocytosis  of  from  11,000  to  14,000,  with  4 to 
8 per  cent  eosinophiles.  He  entered  the  hos- 
pital on  Sept.  26th,  having  lost  four  vital  months 
so  far  as  treatment  is  concerned. 

Physical  examination  showed  a well  developed 
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The  effect  of  100  mg.  of  Banthine  on  sigmoid  motility.  The  con- 
tractions did  not  return  during  the  experimental  period.1 


In  Intestinal  Hypermotility— Banthine® 

. has  a prolonged  inhibitory  effect  on  human 
gastrointestinal  motility. . . . 

The  duration  of  its  action  is  striking, ’n 


It  has  also  been  observed  that  definite  retardation  in  gastro- 
intestinal transit  time  in  individuals  with  hypermotility  was 
attributable  to  the  therapeutic  effect  of  Banthine.2 

BANTHINE®Bromide  (brand  of  methantheline  bromide)- 
a true  anticholinergic— is  available  for  oral  and  parenteral  use. 


1.  Kern,  F.,  Jr.;  Almy,  T.  P.,  and  Stolk,  N.  J. : Effects  of  Certain  Anti- 
spasmodic  Drugs  on  the  Intact  Human  Colon,  with  Special  Reference  to 
Banthine  ODiethylaminoethyl  Xanthene-9-Carboxylate  Methobromide), 
Am.  J.  Med.  77:67  (July)  1951. 

2 Lepore,  M.  J. ; Golden,  R„  and  Flood,  C.  A. : Oral  Banthine,  an  Effec- 
tive Depressor  of  Gastrointestinal  Motility,  Gastroenterology  77:551  (April) 
1951. 
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and  well  nourished  man,  in  no  distress.  The 
forehead,  chest  and  back  were  covered  by  a 
blotchy,  Hat,  macolo-papular  purplish  eruption, 
with  lesions  varying  in  size  from  a dime  to  a 
quarter.  There  were  pea-sized,  non-tender, 
nodes  in  cervical,  axillary  and  inguinal  regions, 
being  matted  together  in  the  latter  two  areas. 
Rales  at  both  bases  in  back.  Spleen  was  pal- 
pable, which  means  enlargement.  (X-ray  ma- 
chine still  not  working). 

Blood  count:  White  cells  21,000,  40%  polys, 
48%  lymphocytes,  4%  myelocytes,  7%  eosino- 
philes.  Biopsy  of  left  cervical  node  was  made 
and  this  doubtless  established  the  diagnosis,  and 
he  was  started  on  x-ray  treatment,  four  months 
late.  Only  details  of  this  treatment  are  that  it 
was  three  times  a week  for  a month.  No  dosage 
is  given,  nor  locations  of  fields  radiated,  whether 
the  enlarged  nodes  or  the  skin  lesions,  or  whole 
body  radiation.  He  improved  and  returned  to 
work,  though  feeling  weaker  than  usual. 

After  about  a month,  or  around  Thanksgiving, 
he  woke  one  morning  with  face  swollen  enough 
to  close  his  eyes,  doubtless  from  pressure  of 
cervical  nodes  on  veins  or  lymphatics  of  neck. 
Further  x-ray  treatments,  without  details,  ex- 
cept that  it  was  effective  in  reducing  this  swell- 
ing of  the  face.  He  went  along  about  another 
month,  and  then  the  inguinal  nodes  apparently 
enlarged,  as  the  genitalia  became  swollen,  and 
this  swelling  subsided  after  further  x-ray  treat- 
ment, no  doubt  to  the  inguinal  nodes. 

During  January  he  became  dyspneic  on  exer- 
tion, grew  much  weaker  and  had  to  give  up  his 
work.  Diagnostic  x-ray  machine  was  still  not 
working. 

On  Jan.  25th  he  re-entered  the  hospital  to 
continue  x-ray  treatment.  After  eight  days  of 
treatment,  and  while  they  were  contemplating 
blood  transfusions  for  the  profound  anemia 
which  had  developed,  bronchopneumonia  or 
some  other  type  of  lung  involvement  wrote 
“FINIS”  to  his  troubles  on  Feb.  12th. 

My  first  inclination,  on  reading  over  this  case 
history,  was  to  by-pass  the  normal  purpose  of 
these  discussions,  which  is  to  attempt  a diag- 
nosis, and  digress  into  a review  of  the  present 
status  of  the  treatment  of  the  lymphomas,  by  the 
three  methods  which  are  now  being  used  or 
which  are  under  research  investigation.  These 
are,  ( 1 ) the  application  of  x-rays  externally,  by 
several  technics,  including  whole  bodv  radia- 
tion; (2)  the  internal  irradiation  by  radioactive 


isotopes;  and  (3)  chemotherapy  with  nitrogen 
mustard,  TEM,  aminopterin,  ACTH,  and  other 
synthetic  chemicals.  However,  interesting  as  that 
woidd  be,  I have  resisted  that  temptation,  and 
will  follow  the  more  or  less  familiar  patttern  of 
our  weekly  discussions. 

This  patient  had  a disease  in  which  the  first 
visible  signs  were  on  the  skin  of  the  face  and 
trunk.  Two  groups  of  observers  diagnosed  the 
condition  as  mycosis  fungoides.  To  reject  the 
unanimous  opinion  of  eminent  New  England 
dermatologists  would  seem  to  be  a very  dis- 
respectful procedure.  However,  we  have  the 
advantage  of  knowing  what  the  course  subse- 
quent to  their  observation  was.  Also,  we  know 
Dr.  Judge  Phillips,  who  is  an  excellent  exemplar 
of  the  admonition,'— “When  the  Greeks  come 
bearing  gifts,  be  very  watchful  of  the  hand  con- 
cealed in  the  hip  pocket.  So,  it  would  be  very 
much  out  of  character  for  Judge  Phillips  to  pre- 
sent us  with  a case  carrying  a gratuitous  diag- 
nosis, unless  he  just  wants  a discussion  of  a 
very  interesting  condition.  I am  inclined  just  to 
smell  that  bait,— and  pass  on. 

A bird’s  eye  view  of  this  case  indicates  that  it 
belongs  to  that  group  of  diseases  which  Ander- 
son calls  “dermatopathic  lymphadenopathies,” 
which  covers  a lot  of  territory.  The  rapid  re- 
sponse to  x-ray  therapy  narrows  the  field  of 
possibilities  down  to  the  radiosensitive  lympho- 
mas of  malignant  type.  The  malignant  lympho- 
mas with  skin  manifestations  which  must  be  con- 
sidered are,— (1)  Mycosis  fungoides,  (2)  Hodg- 
kin’s Disease,  (3)  Lymphosarcoma  or  leuko- 
sarcomatosis,  (4)  the  Leukemias,  (5)  Lympho- 
cytoma  or  Spiegler-Fendt’s  sarcoidosis  of  the 
skin. 

In  the  differential  diagnosis,  the  choice  of  any 
of  these  must  needs  satisfy  four  criteria,— (a) 
the  skin  lesions,  (b)  the  lymph  node  and  splenic 
enlargements,  (c)  the  blood  findings,  and  (d) 
the  clinical  course  which  includes  the  response 
to  x-ray  treatments.  Proceeding  from  the  less 
likely  to  the  more  likely:  — 

Lymphocytoma,  or  Spiegler-Fendt  “sarcoid” 
of  the  skin,  is  mentioned  and  discarded  without 
discussion,  since  its  manifestations  do  not  fit  all 
the  criteria.  We  recognize  the  existence  of  such 
a disease,  because  it  is  just  the  sort  of  crazy 
case  which  a jocular  pediatrician  would  enjoy 
dropping  in  tthe  laps  of  a dermatologist,  an 
ophthalmologist  and  a radiologist,— and  watch 
them  squirm. 
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Leukosarcomatosis  or  Lymphoscarcomatosis, 
according  to  Anderson,  is  a condition  in  which 
there  is  more  or  less  localized  lymph  node  en- 
largement, associated  with  skin  infiltrations.  The 
skin  lesions  are  usually  nodular  rather  than  flat 
or  macular.  When  the  infiltration  spreads 
within  the  skin,  it  still  produces  lumpy  areas. 
Usually  the  lymph  nodes  enlarge  before  any  skin 
lesions  develop,  though  this  order  may  be  re- 
versed. There  is  no  characteristic  blood  pic- 
ture in  lymphosarcoma.  When  anemia  does  de- 
velop it  is  usually  normocytic,  but  eosinophiles 
and  monocytes  are  common. 

Leukemia,  whether  lymphatic  or  myelogenous, 
may  be  acute,  subacute  or  chronic.  The  time 
interval  would  put  our  case  in  the  subacute 
class,  and  in  that  group  the  type  is  frequently 
subleukemic  or  aleukemic,  with  blood  counts 
15,000  or  below,  and  with  a few  immature  cells 
in  the  blood  smears.  In  our  patient,  the  blood 
count  on  admission  showed  a leucocytosis  of 
21,000,  with  a decrease  in  the  polynuclears  and 
a relative  lymphocytosis.  At  that  time  there  was 
said  to  have  been  no  anemia  which  is  taken  to 
mean  the  red  count  and  hemoglobin  were  nor- 
mal. Shortly,  there  was  rapid  development  of 
anemia.  The  4%  myelocytes  and  7%  eosino- 
philes deserve  consideration.  Myelocytes  do  not 
normally  appear  in  the  blood  stream,  and  cer- 
tainly not  to  the  extent  of  4%.  When  present 
in  such  numbers,  it  becomes  necessary  to  ex- 
clude myelogenous  leukemia.  With  a blood 
count  and  cytology  which  are  suggestive  but 
not  conclusive,  a bone  marrow  study  is  indicated. 
The  clinicians  in  charge  apparently  were  satis- 
fied that  this  was  not  leukemia,  but  it  seems  to 
me  they  dismissed  this  possibility  without  suffi- 
cient consideration.  Skin  lesions  may  occur  in 
any  of  the  leukemias.  They  present  character- 
istic tumor-like  infiltrations  in  well  circumscribed 
areas  which  vary  much  in  size.  They  may  be 
located  beneath  the  skin  surface  with  reddish 
or  brown  discolorations  over  them.  They  may 
occur  in  plaque  formation.  The  most  common 
site  is  the  face,  but  lesions  may  develop  on  the 
trunk  or  extremities  also. 

Mycosis  fungoides,  or  granuloma  fungoides, 
must  not  be  discarded  just  because  we  suspect 
the  gratuity  of  the  diagnosis.  The  New  Eng- 
land dermatologists  may  even  have  been  right! 
This  condition  is  described  as  having  three  clin- 
ical stages,— the  premycotic,  the  infiltrative,  and 
the  fungoid.  There  is  much  interesting  varia- 


tion in  the  lesions  in  these  three  stages,  which 
time  does  not  permit  me  to  discuss  in  detail. 
In  the  infiltrative  stage,  there  are  firm,  slightly 
elevated,  bluish-red  plaques,  and  those  described 
as  shown  by  our  patient  would  be  consistent. 
The  fungoid  stage  follows  the  infiltrative  by 
several  months,  with  tumefactions  in  the  skin 
up  to  ten  cm.  or  more  in  diameter.  There  may 
be  lymph  node  enlargement,  and  visceral  in- 
vasion including  the  spleen.  There  is  usually 
severe  pruritus,  which  was  absent  in  our  pa- 
tient,—a fact  of  diagnostic  significance. 

In  Lymphogranulomatosis  or  Hodgkin’s  Dis- 
ease, as  it  well  known,  the  lymph  node  en- 
largements are  the  prominent  features  of  the 
condition,  but  skin  lesions  are  frequent  and 
sometimes  the  most  striking  manifestations  of 
the  disease.  Usually  the  skin  lesions  develop 
late  in  the  disease,  but  can  show  up  early,  and 
in  rare  cases  are  the  only  visible  evidences  of 
Hodgkin’s.  The  appearance  of  the  skin  lesions 
of  mycosis  fungoides  and  of  Hodgkin’s  are  very 
similar,  and  differentiation  by  clinical  evidence 
or  histologic  examination  of  involved  lymph 
nodes  is  required,— as  apparently  was  the  case 
with  our  patient. 

Any  diagnosis  chosen  in  this  case  must  be 
consistent  with  the  clinical  course,  the  salient 
points  in  which  were,— 

The  rapid  course  of  mine  months. 

The  appearance  of  a blotchy,  purplish  rash 
on  the  forehead,  and  then  on  the  chest  and 
back,  as  the  first  presenting  symptom. 

Lymph  node  enlargements,  first  post-auricular, 
then  cervical,  axillary  and  inguinal. 

Quick  response  of  lesions  to  radiotherapy, 
with  rapid  recurrence  also. 

Evidence  of  visceral  involvement,  especially 
splenic,  possibly  pulmonary,  with  weakness  and 
anemia. 

Leucocytosis  with  some  abnormal  cells  and  a 
relative  lymphocytosis. 

Terminal  lung  involvement,  diagnosed  bron- 
chopneumonia, but  thtis  could  have  been  in- 
vasion of  the  lungs  by  the  lymphoma.  X-ray 
examination  would  have  given  valuable  infor- 
mation. 

We  are,  therefore,  ready  to  check  the  field  of 
entrants  in  this  diagnostic  horse  race,  to  see 
whether  these  several  candidates  can  qualify,  or 
should  be  scratched. 

We  have  already  scratched  lymphocytoma  or 
Spiegler-Fendt’s  sarcoid. 
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New  aureomycin  minimal 
dosage  for  adults — four  250  mg. 


a low  cost  antibiotic  in  the  broad- spectrum  field  is 

AUREOMYCIN 


because 


Hydrochloride  Crystalline 


Low  dosage  of  aureomycin  has  very  frequently  been  reported  in 
the  literature  to  be  entirely  effective. 

Small  amounts  of  aureomycin  may  reduce  disability,  or  hospital 
stay,  to  a few  days. 

Early  use  of  aureomycin  may  forestall  those  failures  that  have  been 
reported  in  the  literature  following  penicillin  and  streptomycin. 

The  proven  range  of  clinical  usefulness  of  aureomycin  is  so  wide 
that,  when  clinical  diagnosis  is  established,  prolonged  and  costly 
laboratory  studies  are  largely  unnecessary. 


Capsules:  50  mg. — Vials  of  25  and  100. 

100  mg. — Vials  of  25  and  bottles  of  100. 

250  mg. — Vials  of  16  and  bottles  of  100. 

Ophthalmic  Solution:  Vials  of  25  mg.;  solution  prepared  by  adding  5 cc.  distilled  water. 


LEDERLE  LABORATORIES  DIVISION  AMERICAN  Gfiwamid company  30  Rockefeller  Plaza,  New  York  20,  N.  Y. 


46 


Arizona  Medicine 


November,  1952 


Lymphosarcomatosis:  The  tacts  that  this 

ought  not  to  begin  with  a skin  rash;  that  the 
lymph  nodes  should  be  larger  than  pea-sized; 
that  the  clinical  course  should  not  be  so  rapidly 
fatal  under  x-ray  treatment;  that  the  blood  pic- 
tture  is  atypical  for  lymphoscarcoma  unless 
there  is  bone  marrow  involvement,— make  this 
entrant  a long  shot  and  only  gamblers  who  like 
25  to  one  odds  would  bet  on  this  diagnosis. 

Leukemia  of  the  subleukemic  variety  cannot 
be  brushed  off  as  readily  as  was  apparently  done 
in  this  case.  It  can  start  with  a skin  rash, 
then  develop  enlarged  lymph  nodes  and  ter- 
minate by  visceral  involvement  of  spleen  and 
liver.  However,  the  skin  lesions  are  usually 
different  in  appearance  from  those  described. 
The  blood  picture  is  the  main  evidence  favoring 
this  diagnosis,  and  if  we  are  going  to  pay  any 
atttention  to  the  blood  counts,  we  will  need 
to  give  serious  consideration  to  subleukemic  leu- 
kemia. We  accept  this  entrant  at  ten  to  one 
odds. 

Mycosis  fungoides  was  the  favorite  in  the 
first  heat  of  this  race,  and  everybody  was  betting 
that  way.  However,  there  were  some  doubts, 
because  they  had  a cervical  biopsy  and  the  re- 
sults of  that  probably  changed  the  odds.  They 
started  x-ray  treatments  but  that  does  not  mean 
much,  since  that  is  the  appropriate  treatment 
in  any  of  the  lymphomas  under  consideration. 
The  lesions  of  mycosis  fungoides  are  even  more 
radiosensitive  than  those  of  Hodgkin’s  disease. 
Enlargement  of  the  lymph  nodes  is  not  usual 
with  mycosis  fungoides  and  is  the  main  argu- 
ment against  it.  However,  enlarged  nodes  and 
visceral  involvement  are  sometimes  found  in 
this  condition,  and  could  alter  the  blood  pic- 
ture. These  doubts  increase  the  odds  on  this 
entrant  to  about  four  to  one. 

Hodgkin’s  disease,  therefore,  takes  the  place 
of  favorite  in  this  race,  with  even  odds.  This 
case  closely  resembles  one  which  Dr.  Frissell 
and  I struggled  with  for  a year.  The  patient, 
a young  Phoenix  lawyer,  first  went  to  Dr.  Cruth- 
irds  with  a submaxillary  swelling,  which  the 
doctor  aspirated  and  submittted  material  for 
cytologic  study.  Abnormal  cells  were  found 
which  suggested  that  tthe  swelling  was  prob- 
ably a lymphogranuloma  or  Hodgkin’s.  Biopsy 
of  the  node  confirmed  this.  Only  a single  node 
was  palpable  at  that  time  and  this  disappeared 
after  x-radiation.  Cervical  nodes  on  the  oppo- 
site side  next  enlarged  and  about  tthe  same 


time  skin  lesions  began  to  appear,  first  on  the 
face  and  then  on  the  chest  and  back.  These 
were  fairly  well  circumscribed  brownish  plaques 
or  tumefactions.  These  would  promptly  dis- 
appear with  moderate  doses  of  x-ray,  but  new 
ones  began  to  develop  faster  than  we  could 
safely  treat  them.  Axillary  and  inguinal  nodes 
enlarged  and  subsided  under  x-ray  treatment. 
Patient  developed  anemia  with  a leukopenia. 
He  went  to  Mayo  Clinic,  where  diagnosis  was 
confirmed,  and  treatment  given  there  to  liver 
and  spleen,  on  account  of  jaundice  and  spleno- 
megaly. There  were  also  some  pulmonary  in- 
filtrations. He  was  given  some  nitrogen  mus- 
tard at  Mayo’s,  but  neither  this  nor  further 
radiation  halted  his  downhill  progress  and  fatal 
outcome.  In  our  patient  under  discussion,  the 
altered  blood  picture  would  probably  be  best 
explained,— if  Hodgkin’s  is  being  considered,— 
as  due  to  invasion  of  the  bone  marrow  by  the 
disease. 

These  entrants,  therefore,  line  up  at  the  post 
about  as  follows:— 

Favorite  and  first  choice  with  odds  even,— 
Hodgkin’s  disease,  with  skin  manifestations,  vis- 
ceral and  bone  marrow  invasion  and  possibly 
lung  involvement. 

Second  choice,— odds  four  to  one,— Mycosis 
fungoides. 

Third  choice,— odds  ten  to  one,  Subleukemic 
leukemia. 

Fourth  choice,— 25  to  one  long  shot,— Lympho- 
sarcomatosis. 

DR.  LOUIS  G.  JEKEL 

In  my  efforts  to  analyze  the  data  presented 
here  I wish  first  to  discuss  the  skin  lesions. 
These  are,  it  seems  to  me,  rather  non-specific. 
They  are  described  as  a “blotchy,  flat,  maculo- 
papular  eruption.”  I do  wish,  here  and  now,  to 
point  out  that  if  they  have  any  papular  element 
(and  they  are  said  to  be  maeulo-papular ) they 
cannot  he  flat,  for  a papule  is  a raised  lesion. 
It  is  seen,  therefore,  that  the  description  of  the 
skin  lesions  is  not  helpful  to  me.  I probably 
would  not  have  considered  mycosis  fungoides  at 
all  had  it  not  been  mentioned  in  the  protocol. 
Certainly  the  description  offered  here  is  not 
that  of  mycosis  fungoides.  One  might  think 
of  lupus  erythematosus  when  reading  the  des- 
scription  in  the  protocol.  However  the  course 
of  the  disease  in  general,  the  lymph  node  in- 
volvement, the  leucocytosis,  and  the  fact  that 
the  patient  received  x-ray  therapy  all  argue 
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against  lupus  erythematosus.  The  eruption  could 
be  that  of  one  of  the  lymphoma  group  of  Hodg- 
kin’s Disease,  leukemia,  lymphosarcoma,  etc. 
for  these  conditions  may  present  indefinite  and 
variable  rashes,  sometimes  as  specific  types  and 
sometimes  as  non-specific  toxic  rashes.  From 
these  facts  it  can  be  seen  that  the  diagnosis  of 
this  case  cannot  be  made  from  the  skin  lesions. 
As  a matter  of  fact  this  part  of  the  examination 
does  not  help  me  at  all.  And  why,  or  why, 
was  there  not  a biopsy  of  the  skin? 

Next  I wish  to  discuss  the  lymph  nodes.  The 
examination  of  these  does  not  help  me  either. 
The  diagnosis  was  made,  no  doubt,  by  the 
lymph  node  biopsy,  but  the  results  are  care- 
fully hidden.  I believe,  though,  that  the  lymph 
gland  enlargement  and  the  fact  that  a lymph 
gland  was  biopsied— and  the  result  hidden  from 
us— and  the  fact  that  tthe  patient  received  x-ray 
therapy  all  indicate  that  the  patient  suffered 
from  a lymphoma.  Leukemia  seems  to  be  ruled 
out  by  the  blood  picture,  so  we  must  consider 
Hodgkin’s  disease,  lymphosarcoma,  giant  fol- 
licle lymphoma,  reticulum-cell  sarcoma,  lym- 
phocytoma,  lymphoblastoma,  plasmocytoma,  and 
endothelioma.  Of  course,  any  physician  in 
charge  of  such  a patient  would  have  to  depend 
finally  on  the  microscopic  studies  of  the  lymph 
glands,  and  there  is  nothing  very  specific  about 
the  physical  examination  of  the  lymph  glands 
in  this  case. 

Now  let  us  consider  the  blood  picture.  Our 
patient  showed  a fairly  consistent  moderate 
leukocytosis  until  the  terminal  phases  of  the 
disease  when  a relative  leukopenia  appeared. 
However,  it  was  not  a leukemic  blood  picture 
at  any  time.  Eosinophils  were  slightly  elevated, 
at  one  time  being  7%.  Four  percent  myelocytes 
were  present  once.  These  findings  are  consis- 
tent with  Hodgkin’s  Disease.  However,  one 
time  there  were  48%  lymphocytes  with  only 
40%  polys.  This  is  not  the  picture  of  Hodg- 
kin’s Disease  which  usually  shows  a polymor- 
phonuclear leukocytosis.  In  general  therefore 
I think  we  can  say  that  the  blood  picture  is 
non-specific  with  whatever  leaning  there  may 
be  going  toward  Hodgskin’s  Disease. 

Now  let  us  look  at  the  patient.  His  age  of 
thirty-two  is  against  the  diagnosis  of  lympho- 
sarcoma, and  favors  Hodgkin’s  Disease.  The 
rapidly  progressing  downhill  course  definitely 
does  not  favor  the  diagnosis  of  giant  follicle 
lymphoma.  Yet,  even  when  looking  at  the  pa- 


tient as  a whole,  we  do  not  find  specific  factors 
which  will  definitely  give  the  diagnosis.  He 
had,  apparently,  some  pleural  effusion;  he  prob- 
ably died  finally  with  a terminal  bronchopneu- 
monia. It  is  too  bad  that  we  are  told  nothing 
about  the  chest  x-ray,  for  surely  one  was  made. 
Was  there  tuberculosis?  We  do  not  know,  but 
the  generalized  lymph  gland  enlargement  is  not 
like  that  of  tuberculous  lymphadenitis  which  is 
more  apt  to  be  localized.  Was  there  mediastinal 
involvement?  I’ll  bet  there  was. 

I believe  the  two  most  important  examina- 
tions that  were  made  on  this  patient  were  (1) 
the  lymph  gland  biopsy,  and  ( 2 ) the  x-ray 
of  the  chest.  The  results  of  these  tests  are 
withheld  from  us— for  obvious  reasons. 

Gentlemen,  you  can  see  that  I believe  it  is 
impossible  to  establish  the  diagnosis  of  this 
case  with  certainty  from  the  clinical  aspects 
as  given  in  the  protocol.  Let  me  mention  the 
conditions  I have  considered.  ( 1 ) Tuberculosis; 
we  have  no  chest  x-ray,  and  no  tuberculin  test, 
and  no  skin  biopsy.  (2)  Mycosis  fungoides: 
we  have  no  skin  biopsy.  (3)  Hodgkin’s  Disease. 
I read  too  much  and  got  myself  confused  by 
learning  that  some  authors  divide  Hodgkin’s 
Disease  into  three  separate  entities,  namely 
Hodgkin’s  Paragranuloma,  Hodgkin’s  Granu- 
loma, and  Hodgkin’s  Sarcoma  (Jackson  and  Par- 
ker: Hodgkins  Disease  and  Allied  Disorders, 
Oxford  University  Press,  New  York,  1947.)  I 
have  depended  largely  on  the  aforementioned 
monograph  in  studying  this  case  and  I wish 
now  to  quote  from  it:  “In  the  last  analysis,  the 
diagnosis  of  any  type  of  Hodgkin’s  Disease  must 
rest  on  a properly  executed  biopsy.”  (4)  Reti- 
culum-cell Sarcoma.  Again  I quote  from  Jack- 
son  and  Parker:  “It  is  doubtful  whether  a clin- 
ical diagnosis  of  reticulum-cell  sarcoma  can  be 
made  with  any  degree  of  certainty.”  (5)  Lym- 
phocytoma  and  lymphoblastoma.  Again  I quote 
from  the  same  source:  “.  . . if  a patient  has  . . . 
lymphadenopathy  but  an  essentially  normal 
blood  picture,  a biopsy  is  necessary  for  a cor- 
rect diagnosis.  One  cannot  otherwise  distinguish 
such  enlarged  lymph  nodes  from  those  involved 
by  Hodgkin’s  Disease,  giant  follicle  lymphoma- 
reticulum-cell  sarcoma,  or  tuberculosis,  nor,  for 
that  mattetr,  from  any  other  conditions.”  (6) 
Lymphosarcoma.  This  disease  in  a 32  year 
old  patient  would  be  a rarity.  (7)  Giant  fol- 
licle lymphoma.  Quoting  again  from  Jackson 
and  Parker:  “It  is  obvious,  therefore,  that  the 
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diagnosis  can  be  made  only  by  careful  histologi- 
cal examination  of  an  excised  lymph  node.” 
(8)  Plasmocytoma  — obviously  the  plasma  cell 
can  be  identified  only  on  microscopic  examina- 
tion. (9)  Endothelioma.  Quoting  again  (same 
source)  “endothelioma  should  be  tolerated 
neither  as  a clinical  nor  as  a biopsy  histological 
diagnosis;  only  a complete  autopsy  demonstra- 
tion of  the  absence  of  an  occult  primary  carci- 
noma justifies  the  adoption  of  this  diagnosis.” 
(10)  Next  to  consider  is  a leukemia.  The  blood 
picture  is  not  that  of  leukemia  although  one 
count  of  48%  lymphocytes  is  perhaps  suspi- 
cious of  the  lymphatic  type  of  leukemia.  We 
must  remember,  too,  that  a leukemia  may  accom- 
pany any  one  of  the  other  lymphomas.  (11)  Sar- 
coidosis must  be  mentioned.  It  is  not  a fatal 
disease  and  we  do  not  have  much  evidence 
here  to  support  that  diagnosis.  X-rays  of  the 
chest  and  bones  and  biopsy  of  the  skin  would 
help. 

Obviously,  gentlemen,  from  what  I have  said 
you  can  see  that  I do  not  put  any  faith  at  all  in 
a clinical  diagnosis  in  this  case.  But  we  are 
required  to  give  something.  Therefore  I offer 
as  my  diagnosis: 

1.  Hodgkin’s  Disease. 

2.  Bronchopneumonia— Terminal. 

CLINICAL  DISCUSSION 

Dr.  William  B.  Breed:  I came  on  service  just 

two  days  before  he  developed  his  respiratory 
infection.  It  was  perfectly  obvious  that  he  had 
developed  bronchopneumonia,  rather  diffuse. 
There  was  some  question  at  first  whether  it  was 
straight  lobar  pneumonia.  There  was  no  way 
of  determining  which  it  was.  We  felt  at  the 
time  that  he  probably  had  picked  up  this  epi- 
demic respiratory  infection  which  was  going 
about  the  ward. 

Dr.  Wyman  Richardson:  Was  that  after  he 

was  transfused? 

Dr.  Gundersen:  It  was  on  the  day  when  he 

was  transfused. 

Dr.  Richardson:  Before  or  after  the  trans- 

fusion? 

Dr.  Gundersen:  Shortly  after  it. 

Dr.  George  W.  Holmes:  The  interesting  thing 
from  the  x-ray  point  of  view  is  that  he  did  not 
show  any  of  the  characteristic  large  mediastinal 
masses  that  we  usually  see  in  lymphoblastoma, 
although  he  did  have  some  enlargement  of  the 
lulus  shadows. 

The  film  on  your  right  shows  some  evidence 


of  pleural  thickening,  but  that  was  quite  early 
in  the  disease.  There  is  enlargement  of  the 
hilus  glands  and  that  is  about  all. 

In  the  second  film,  which  is  taken  with  the 
patient  lying  on  his  back,  there  is  diffuse 
mottling  over  the  descending  bronchi  on  both 
sides  and  enlargement  of  both  hilus  shadows, 
but  that  is  not  characteristic  of  untreated  Hodg- 
kin’s disease  or  lymphoblastoma.  In  cases 
where  the  lungs  are  infiltrated  with  lympho- 
blastoma we  sometimes  get  this  picture.  As 
he  neared  the  end  he  developed  anemia.  I do 
not  think  this  is  different  from  the  usual  late 
cases.  They  do  not  respond  well. 

Dr.  Tracy  B.  Mallory:  On  the  whole  he  made 
very  little  response;  at  least  his  response  did  not 
last  any  considerable  time. 

Dr.  Holmes:  No;  it  was  a very  short  remission. 

We  looked  up  some  cases  with  temperature 
and  we  did  not  find  any  relation  between  tem- 
perature and  treatment.  Certainly  the  treat- 
men  did  not  affect  the  temperature  in  any  way. 
I think  a person  with  severe  anemia  does  not 
do  well.  I do  not  think  that  the  anemia  this 
patient  had  was  due  to  treatment;  it  was  prob- 
ably due  to  the  disease. 

Dr.  Francis  T.  Hunter:  This  man  showed  an 
interesting  type  of  lymphoblastoma  because  he 
did  not  look  like  the  usual  type  of  mycosis 
fungoides  that  we  see  with  areas  of  infiltration 
in  the  skin  clearing  in  the  center.  Secondly, 
here  is  a man  who  noted  the  first  symptoms  last 
June.  He  died  in  February.  Why  he  did  not 
behave  as  the  majority  of  these  patients  do,  I 
do  not  know.  Mycosis  fungoides  in  general 
may  go  for  years.  It  is  from  three  to  six  years 
before  deep  gland  involvement  appears.  Out  of 
ten  postmortem  cases  of  mycosis  fungiodes  eight 
had  generalized  enlargement  of  the  liver,  spleen, 
etc.  Of  the  other  two,  one  died  within  three 
years  of  septicemia  and  pneumonia  and  the 
other  turned  out  not  to  be  lymphoblastoma  but 
myeloblastoma.  I think  from  the  medical  point 
of  view  it  might  be  a good  thing  to  illustrate 
a few  of  the  skin  manifestations  of  this  disease. 
I have  collected  six  cases  from  the  Skin  service 
with  photographs  which  show  the  various  types 
of  skin  involvement. 

Dr.  Edward  D.  Churchill:  I notice  that  dur- 
ing the  course  of  this  terminal  infection  his 
white  cell  count  did  not  rise  above  11,000.  Was 
that  due  to  the  effects  of  x-ray? 

Dr.  Hunter:  No.  I should  have  expected 
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from  the  few  myelocytes  he  had  that  marrow 
was  involved. 

CLINICAL  DIAGNOSIS 
(From  Hospital  Record) 
Lymphoblastoma  (mycosis  fungoides). 
Bronchopneumonia. 

ANATOMIC  DIAGNOSIS 
Malignant  lymphoma. 

Lobar  pneumonia. 

PATHOLOGIC  DISCUSSION 
Dr.  Mallory:  At  autopsy  we  found  very  little 
evidence  of  the  skin  lesions  present.  It  is  quite 
surprising  how  a very  marked  skin  lesion  can 
apparently  disappear  entirely  postmortem.  So 
much  of  its  prominence  depends  on  local  con- 
gestion that  it  may  not  be  at  all  evident  at  the 
postmortem  table.  We  found  only  a slight  rem- 
nant of  the  macular  rash  on  the  forehead. 

Within  the  body  we  found  slight  but  very 
diffuse  enlargement  of  all  the  lymph  nodes.  The 
mesenteric  glands  were  all  three  or  four  milli- 
meters in  diamter,  definitely  a little  larger  than 
normal.  The  retroperitoneal  glands  were  a 
little  large.  The  bronchial  glands  were  not 
particularly  hypertrophied.  A very  unusual 
feature,  it  seemed  to  me,  was  a diffuse  indura- 
tion of  the  entire  mesentery  and  all  the  retro- 
peritoneal tissues.  Thy  were  white  and  very 
firm  and  did  not  appear  definitely  neoplastic. 
It  seemed  more  like  a chronic  inflammatory  pro- 
cess. The  sections  however  proved  that  it  was 
all  neoplastic  infiltration. 

The  liver  was  slightly  enlarged.  The  portal 
areas  were  prominent  and  showed  microscopic- 
ally marked  infiltration.  The  kidneys  were  not 
noticeable  in  gross,  but  microscopically  also 
showed  tumor  infiltration.  The  spleen  was 
moderately  enlarged,  230  grams. 

The  lungs  showed  a pneumonia,  lobar  in 
type,  in  the  upper  lobes  with  bilateral  collapse 
in  both  lower  lobes.  Again  we  could  find  no 
tumor  infiltration  in  the  lungs. 

The  blood  cultures  showed  a hemolytic  strep- 
tococcus, a finding  which  was  of  some  interest 
because  at  that  time  nearly  half  the  patients  in 
the  ward  in  which  this  man  was  had  sore  throats 
and  positive  hemolytic  streptococcus  cultures. 
It  apparently  was  not  a very  virulent  strain  of 
organism,  but  two  patients  who  died  that  week 
when  the  epidemic  was  present  showed  hemo- 
lytic streptococcus  septicemia.  They  were  both 
very  weak.  One  had  anemia;  the  other  was  a 
very  old  cardiac. 


The  question  comes  up  how  to  classify  this 
case.  Pathologists  and  dermatologists  have  had 
a long-standing  argument,  not  settled  yet,  as  to 
whether  or  not  mycosis  fungoides  is  a mani- 
festation of  lymphoblastoma.  The  majority  of 
pathologists  in  this  part  of  the  country  say  it  is 
a manifestation  of  lymphoma.  The  great  ma- 
jority of  dermatologists  say  no.  The  average 
case  of  mycosis  fungoides  is  very  difficult  to 
diagnose  histologically  from  cut  sections.  The 
cases  show  a rather  wide  variety  of  cells  and 
not  a straight-forward  picture  of  lymphoma. 
After  a great  deal  of  deliberation  we  generally 
decide  it  is  lymphoma,  and  usually  when  the 
cases  come  to  autopsy  we  find  diffuse  involve- 
ment of  most  of  the  organs  in  the  body  that 
confirms  our  opinion.  The  lymph  node  removed 
from  this  man  for  biopsy  showed  a perfectly 
typical  small  round  cell  lymphoma,  a very  well 
differentiated  type.  The  same  is  true  of  all  the 
various  areas  which  we  found  involved  at 
autopsy.  It  was  a perfectly  typical  involvement 
by  lymphoma  over  which  no  one  could  argue. 
The  terminal  distribution  suggests  the  distribu- 
tion we  find  in  leukemia,  although  there  was  at 
no  time  any  evidence  of  leukemia  in  the  blood 
stream.  It  is  not  typical  mycosis  fungoides.  I 
think  it  is  a different  type  of  lymphoma.  I 
will  show  you  the  sections  on  it,  though  the  his- 
tologic differentiation  of  these  lesions  depends 
on  pretty  minute  characters  of  the  cells  which 
I cannot  bring  out  with  the  projection  machine. 

Dr.  Holmes:  Was  there  any  involvement  of 

the  bone  marrow? 

Dr.  Mallory:  I think  there  unquestionably  was. 
It  looked  grossly  abnormal.  Unfortunately  the 
tissue  has  been  lost,  so  I have  no  histologic 
confirmation. 

Dr.  Holmes:  I think  you  have  explained 

why  he  did  not  get  well  under  x-ray  treatment, 
—because  it  was  so  widely  distributed.  It  was 
hopeless  at  the  start.  The  question  is  whether 
we  ought  to  radiate  cases  of  that  type  at  all. 
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REPORT  ON  HEALTH  NEEDS  OF  THE  NATION 


IT  IS  TIMELY  TO  OBSERVE  THAT  THE  PRESIDENT’S  COMMISSION 
ON  THE  HEALTH  NEEDS  OF  THE  NATION  IS  NOW  EMBARKING  ON 
ITS  BIGGEST  TASK:  THAT  OF  DRAFTING  AND  COMPILING  ITS  FINAL 
REPORT  AND  RECOMMENDATIONS  WHICH,  CHAIRMAN  PAUL  B. 
MAGNUSON  SAYS,  WILL  BE  READY  BETWEEN  DECEMBER  1 AND  15. 


AMA  REPORTS  THAT  THE  COMMISSION  SET  TO  WORK  ON  THE 
REPORT  AFTER  HEARING  TWO  DAYS  OF  TESTIMONY,  IN  WASH- 
INGTON, ON  THE  CONTROVERSIAL  PROBLEM  OF  FINANCING  MEDI- 
CAL CARE.  A COMPREHENSIVE  SUMMARY  OF  TESTIMONY  PRE- 
SENTED AT  THIS  MEETING  APPEARED  IN  THE  WASHINGTON  NEWS 
SECTION  OF  THE  AMA  JOURNAL,  OCTOBER  18  WHICH  YOU  SHOULD 
READ. 


THE  FIRST  REPORT  TO  BE  GIVEN  OUT  BY  THE  COMMISSION  WILL 
BE  A 100-PAGE  SUMMARY  ON  “THE  STATE  OF  THE  NATION’S  HEALTH.” 


THIS  SUMMARY  WILL  BE  QUICKLY  FOLLOWED  BY  PUBLICATION 
OF  THE  FOLLOWING  DOCUMENTS:  ABOUT  500  PAGES  COVERING 
THIS  NATION’S  HEALTH  STATUS,  NEEDS  AND  RESOURCES;  A STA- 
TISTICAL APPENDIX  ON  HEALTH  STATUS,  GIVING  TABLES  AND 
CHARTS;  A STATISTICAL  APPENDIX  ON  THE  FINANCING  OF  HEALTH 
SERVICES,  PERSONNEL,  EDUCATION  AND  RESEARCH,  AND  EX- 
CERPTS FROM  REGIONAL  PUBLIC  HEARINGS. 


MOST  OF  THE  WRITING  OF  THE  REPORT  WILL  BE  DONE  BY  THE 
COMMISSION’S  STAFF  IN  WASHINGTON.  THE  EDITING  AND  WHAT- 
EVER REWRITING  IS  NECESSARY  WILL  BE  DONE  BY  H.  B.  VAN 
WESEP,  WHO  HAS  BEEN  HEAD  OF  THE  OFFICE  OF  PUBLICATIONS 
OF  THE  ROCKEFELLER  FOUNDATION  IN  NEW  YORK  FOR  25  YEARS. 
HE  WILL  GO  OVER  THE  MATERIAL  AS  IT  IS  TURNED  OUT  BY  THE 
COMMISSION’S  STAFF  AND  PUT  IT  IN  FINAL  SHAPE  FOR  THE  PRINT- 
ER. 


Vol.  9,  No.  11 


Arizona  Medicine 


51 


ARIZONA  MEDICINE 

Journal  of 

ARIZONA  MEDICAL  ASSOCIATION,  INC. 


VOL.  9 NOVEMBER,  1952  NO.  11 

EDITORIAL  BOARD 

R.  Lee  Foster,  M.D Editor-in-Chief,  Phoenix 


Harold  W.  Kohl,  M.D Assistant  Editor,  Tucson 

ASSOCIATE  EDITORS 

William  H.  Cleveland,  M.D Phoenix 

Howard  D.  Cogswell,  M.D Tucson 

R.  Lee  Foster,  M.D Phoenix 

Louis  G.  Jekel,  M.D Phoenix 

William  H.  Oatway,  Jr.,  M.D Tucson 

Leslie  B.  Smith,  M.D Phoenix 

Arie  C.  Van  Ravenswaay,  M.D Tucson 

COMMITTEE  ON  PUBLISHING 

R.  Lee  Foster,  M.D.,  Chairman  Phoenix 

Carroll  C.  Creighton,  M.D Flagstaff 

Donald  E.  Nelson,  M.D Safford 

ADVERTISING  AND  SUBSCRIPTION  OFFICERS 

J.  N.  McMEEKIN,  Business  Manager,  426  Heard  Building 
Phoenix,  Arizona 

Eastern  Representative 
A.  J.  JACKSON,  Director 
State  Journal  Advertising  Bureau 
535  N.  Dearborn  St.,  Chicago  10,  Illinois 


CONTRIBUTORS 
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articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION.  (See  MEDICAL  WRITING  by  Morris  Fish- 
bein.) 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
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a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


EDITORIAL 

DIABETES  DETECTION  DRIVE 

The  week  of  November  16th  to  22nd  is  Na- 
tional Diabetes  Week.  It  is  sponsored  by  the 
American  Diabetes  Association.  Its  aim  is  to 
make  the  community  “diabetes  conscious”  and 
to  inform  the  population  of  the  problem  of  un- 
discovered diabetics  in  their  midst. 


The  American  Diabetes  Association  is  an  or- 
ganization composed  primarily  of  physicians  who 
are  deeply  concerned  with  the  diabetes  problem. 
The  association  has  promulgated  a continuous, 
year-round  Diabetes  Detection  Drive  directly 
sponsored  and  conducted  by  local  physicians 
through  their  medical  societies. 

Diabetes  is  a disease  which  presents  urgent 
problems  not  only  to  the  internists  and  general 
practitioners,  upon  whom  the  responsibility  for 
the  management  devolves,  but  also  to  the  spe- 
cialists in  many  other  fields.  It  may  be  cor- 
rectly defined  as  the  disease  of  complications 
since  so  many  other  ailments  find  the  diabetic  a 
particularly  easy  prey. 

The  magnitude  of  the  problem  is  increased 
twofold  by  the  fact  that  in  addition  to  the  ap- 
proximate million  known  diabetics  now  under 
treatment,  there  is  an  estimated  additional  mil- 
lion in  this  country  whose  illness  has  not  yet 
been  discovered  and,  consequently,  is  not  con- 
trolled. 

It  is  essentially  the  physician’s  function  and 
duty  to  discover  the  hidden  diabetic,  just  as  it 
is  his  task  to  supervise  the  treatment  of  those 
whose  disease  has  been  diagnosed. 

As  the  Diabetes  Detection  Drive  enters  its 
fifth  year,  greater  emphasis  is  being  placed  on 
the  health  education  aspect  of  the  program,  as  is 
evidenced  by  the  fact  that  the  function  of  the 
National  Committee  on  Detection  and  Educa- 
tion has  been  broadened  to  include  education 
as  well  as  discovery. 

COMMITTEE  ON  SCIENTIFIC 
PROGRAM,  19th  ANNUAL  MEETING 

The  Nineteenth  Annual  Meeting  of  the  Amer- 
ican College  of  Chest  Physicians  will  be  held  at 
the  Hotel  New  Yorker,  New  York  City,  May 
28-31,  1953. 

Physicians  who  wish  to  present  papers  at  the 
meeting  should  submit  titles  and  abstracts  to 
Dr.  Arthur  M.  Olsen,  Chairman,  Committee  on 
Scientific  Program,  American  College  of  Chest 
Physicians,  Mayo  Clinic,  Rochester,  Minnesota. 
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MAKE  RESERVATIONS  NOW 

FOR  THE 

FORTY-NINTH  ANNUAL  CONGRESS 

On 

MEDICAL  EDUCATION  AND  LICENSURE 

r 

Monday  and  Tuesday,  Feb.  9-10,  1953 

Red  Lacquer  Room 

Palmer  House 
Chicago 

The  Annual  Congress  on  Medical  Education  and  Licensure  is  con- 
ducted under  the  auspices  of  the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association  and  the  Federation  of  State 
Medical  Boards  of  the  United  States. 

In  addition,  the  following  open  meeting  will  be  held  at  the  Palmer 
House  immediately  preceding  the  Annual  Congress  on  Medical  Education 
and  Licensure: 

Sunday,  February  8 — 9:00  a.m.-12:30  p.m. 

Open  Meeting  of  the  Advisory  Board  for  Medical  Specialties 

It  is  important  to  refer  to  the  Annual  Congress  on  Medical  Education 
and  Licensure  when  writing  to  the  Palmer  House 
for  your  reservation 


IMPORTANT  NOTICE  TO  ALL 

PUBLIC  HEALTH  SERVICE  "RESERVISTS" 

SPECIAL  REGISTRATION  — P.  L.  779 

It  is  absolutely  essential  and  compulsory  by  law  that  all  individuals — 
Reservists,  “active”  or  “inactive”,  in  Public  Health  Service,  coming  under 
the  provisions  of  P.L.  779,  Special  Registration  (Medical,  Dental,  Veterin- 
arian and  allied  specialist  categories),  must  REGISTER  with  their  respec- 
tive local  Selective  Service  System  Board.  If  you  have  not  already  done 
so  — do  so  TODAY. 
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FLAVORED 

CHILDRENS  SIZE 

BAYER  ASPIRIN 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.  1450  Broadway,  New  York  18,  N.  Y. 
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RX,  DX,  AND  DRS. 

By  GUILLERMO  OSLER,  M.D. 


The  new  COMMITTEE  ON  TUBERCULOSIS, 
appointed  by  Governor  Pyle,  is  a good  result  of  a 
wise  idea.  . . . The  State  Tuberculosis  and  Health 
Association  is  responsible,  and  the  committee 
seems  to  be  a solid  one.  . . . The  problem  is  chang- 
ing, but  still  needs  a solution,  as  we  have  said  here 
several  times.  A fact-finding  group  should  have 
been  set  up  long  ago,  but  no  one  would  have  be- 
lieved them  in  past  years.  . . . Their  findings,  and 
a logical  plan  for  a solution  of  the  problem  will 
not  satisfy  everyone,  but  the  doctors,  the  rest- 
homes, the  merchants,  the  Board  of  Health,  the 
Legislature,  and  the  Governor  should  all  be  more 
receptive  than  ever  before. 


Did  you  know  that  you  may  have  any  one  of 
nine  specialty  journals  in  place  of  the  J.A.M.A.? 
. . . You  may  make  that  change,  and  have  a new 
and  adequate  life,  by  getting  your  general  medical 
news  from  ARIZONA  MEDICINE,  and  TIME 
Magazine,  and  your  specialty  news  from  one  of  the 
several  journals. 


One  of  the  awards  in  the  Mississippi  Valley 
Medical  Society  contest  went  to  Dr.  Lawrence 
Craven  of  Glendale,  Calif.  He  described  the  po- 
tential value  of  a drug  in  the  PREVENTION  OF 
CORONARY  TROMBOSIS.  The  synthetic,  non- 
exotic, ordinarily  analgesic  and  antipyretic  drug 
is  ASPIRIN.  . . . He  believes  that  it  works  like 
dicumarol  in  preventing  coagulation  in  the  vessels 
— a fact  demonstrated  10  years  ago  at  the  Wis- 
consin General  Hospital.  . . . His  evidence  is 
presumptive,  since  it  depends  on  the  absence  of 
attacks  during  a 7 year  period  in  1,465  patients 
(considered  to  be  likely  candidates  for  coronaries) 
who  were  treated  with  1 to  2 tablets  of  aspirin 
several  times  a day.  ...  It  has  also  seemed  to 
prevent  recurrences  in  a small  series  of  coronar- 
ies. . . . He  recommends  the  regular  use  of  aspirin 
by  those  between  45  and  65,  with  certain  charac- 
teristics, and  who  lead  a sedentary  life. 


The  ACTION  OF  ANTIBIOTICS  on  bacteria  has 
been  though!  to  be  an  interruption  of  metabolism. 
. . . The  International  Congress  of  Biochemistry 
(Paris,  July  1952)  heard  the  theory  that  penicillin 
and  broad  spectrum  antibiotics  inhibit  the  bacterial 
synthesis  of  protein  and  nucleic  acid.  Individual 
differences  exist,  however.  . . . Streptomycin  pro- 
duces an  effect  on  the  oxalacetate-pyruvate  reac- 
tion, and  the  effect  is  lost  when  the  bacteria  de- 
velop SM  resistance. 


The  huge  circulation  of  ‘This  Week’  Magazine, 
a Sunday  paper  supplement,  has  been  used  to  lay 


the  ghost  of  a story  about  Eisenhower’s  health. 
. . . It  is  an  article  called  “How  Healthy  Are 
They?”,  ostensibly  about  both  candidates,  as  told 
by  their  physicians.  Since  no  question  has  been 
raised  about  Adlai,  one  will  get  you  five  that  it  has 
to  do  with  Ike’s  blood  pressure.  ...  A question- 
and-answer  series  very  obviously  includes  infor- 
mation on  his  usual  range  of  pressures  (120  to  140 
systolic),  with  occasional  elevation  to  156/96.  Re- 
sponse to  exercise  was  normal.  . . . Both  candi- 
dates are  otherwise  normal,  tho  they  need  to 
restrict  their  diet. 


One  of  the  smaller  drug  manufacturers  on  the 
west  coast  speaks  of  the  SULPHUR  in  its  own 
compound  in  the  following  terms, — "a  pearl  of 
great  price  and  the  most  desirable  of  medicines". 
. . . Paracelsus  had  little  idea,  when  he  wrote  the 
words  in  1530,  that  they  would  be  used  to  sell  a 
brand  of  CALSULFHYDRYL  400  years  later. 

This  drug,  incidentally,  is  the  pet  of  Dr.  Archie 
Cruthirds  of  Phoenix.  He  made  TIME  Mag.  in 
October  1946  with  the  use  of  Hydrosulphosol  for 
eye  burns,  made  it  again  during  October  1952. 
The  present  case  is  a child  with  corneal  scars.  The 
present  drug  has  calcium  added  to  the  previous 
compound. 


The  public  prints  have  pretty  well  exhausted 
the  story  of  the  Tucson  scientist  who  helped  ‘solve’ 
a 1930  CHICAGO  KIDNAPPING  by  the  use  of 
DENTAL  CASTS.  ...  Dr.  Bertram  Kraus,  U.  of  A. 
anthropologist,  selected  the  casts  of  a Mary  Mc- 
Clelland from  those  of  39  women  as  the  only  ones 
which  were  compatible  with  those  of  the  Moroney 
family.  . . . The  story  was  a natural,  with  crime, 
science,  and  mystery  all  confused.  The  confusion 
persists,  since  the  McClelland  woman’s  life  history 
doesn’t  exactly  fit  the  kidnapping  dates. 


The  late  Alexander  Woolcott  used  to  end  his 
stories  with  a punch-line,  carefully  saved  for  that 
spot.  . . . This  month's  news  on  FLUORIDATION 
OF  PUBLIC  WATER-SUPPLIES  comes  from 
California.  It  says  that  two  cities  have  just  started 
to  add  fluorides.  Antioch,  a community  of  11,000 
people,  has  joined  the  modern  parade.  Antioch 
is  in  Eastern  Contra  Costa  County.  . . . Oh,  yes. 
There  was  another  city  up  north  which  has  also 
started  on  the  program.  A place  called  San  Fran- 
cisco. 


Who  would  be  silly  enough  to  use  VITAMIN 
B 12  only  for  pernicious  anemia?  It  has  recently 
been  reported  that, — 1.  Pain  in  13  cases  of  TRI- 
GEMINAL NEURALGIA  was  eliminated  by  1,000 
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COMMERCIAL  LIFE  INSURANCE  COMPANY 


"Arizona's  Own  Largest  Legal  Reserve  Life  Insurance  Company" 
105  West  Indian  School  Road  — Phone  AM  6-4435 
Phoenix,  Arizona 


Executive  Officers 

J.  Carl  Osborne,  President 
and  Chairman  of  the  Board 

Earl  J.  Furst 
Executive  Vice-President 
Leslie  W.  Osborne 
Secretary -Treasurer 
Wm  J.  Dickson 
Asst.  Treasurer 

Board  of  Directors 

J.  Carl  Osborne,  Chairman 

Earl  J.  Furst 

Millard  Humphrey 

Leslie  W.  Osborne 

A.  A.  Shepler 

Paul  M.  Roca 

Norman  L.  Williams,  M.D. 

Medical  Director 
Norman  L.  Williams,  M.D. 

Home  Office  General  Agent 
Fred  N.  Hobson 


Copy  of  Convention 
Examination 
Just  Completed 

By 

Indiana,  Arizona  and 
Tennessee  Insurance 


One  Hundred  Million 
Insurance  In  Force  by  1962 
Is  Growth  Goal 


Departments  Available 
On  Request  of 


One  hundred  million  of  life  insurance 
in  force  by  1962  is  the  goal  of  the 
carefully  planned  expansion  program 
for  Commercial  Life  Insurance,  J.  Carl 
Osborne,  president  of  the  Company  an- 
nounced recently,  following  a board  of 
directors  meeting  which  gave  detailed 
consideration  to  the  plan  for  Company 
progress.  . , ...  , 

A new  type  savings  and  profit-shar- 
ing contract  is  being  offered  selected 

■Prvlir-\rV-ir\lr]p>rQ  Stockholders  clientele  in  severel  western  states  as 
Policyholders,  btock  o S first  step  in  spearheading  the  drive 

or  other  interested  clients,  for  new  business.  . 

The  new  plan  of  insur- 
ance offered  will  be  on  a 
basis  of  the  new  policyhold- 
ers participating  in  the  pro- 
fits of  the  Company  on  the 
basis  of  dividends  paid  on 
common  stock.  Each  $150  of 
premium  under  the  new  po- 
licy will  entitle  its  owner  to 
not  less  than  the  cash  earn- 
ing of  a $100  share  of  com- 
mon stock. 

The  Company’s  progress 
in  the  past  has  been  due 
largely  to  recommendations 
of  new  clients  by  old  policy 
holders. 

Commercial  Life  Insur 
ance  Company  has  had  a 
steady  and  solid  grow  in 
assets  and  financial  stability 
since  it  became  a legal  re- 
serve company  in  1947.  It 
is  rated  “A”  plus  Excellent 
by  Dunne’s  International 
Insurance  Report  and  is 
rapidly  becoming  one  of  the 
leading  financial  institutions 
in  the  western  states  area. 


1500  Percent  Gain  in  Assets 
of  Commercial  Life 
Since  1947 

Here’s  a Fine  Record  of  Growth  and 
Management! 

1947  Assets  $ 222,619 

1948  Assets  $ 692,930 

1949  Assets  $1,056,810 

1950  Assets  $3,357,769 

1951  Assets  $3,655,588 

Cash  dividend  paid  every  year  since 

becoming  Legal  Reserve  Company. 
Capital  and  surplus  fund  totals  $413,- 
103 — more  than  doubled  since  ’47. 

Income  from  interest,  dividends  and 
rents  exceeded  death  claims  by  388% 
in  1950. 

Special  funeral  plan  policies  sold  in 
Tennessee  amounted  to  over  $1,000,000 
of  new  insuruance  in  force  during  1951. 

Commercial  Life  now  licensed  in 
12  states. 


Members  of  The  Arizona  Medical  Association  Are  Invited  To  Inquire 
About  Commercial  Life’s  Special  Profit  Sharing  Savings-Investment  Plan. 
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micrograms  of  B 12.  2.  OSTEOARTHRITIS  and 

OSTEOPOROSIS  (33  cases)  were  improved  by  30 
to  900  micrograms  of  B 12,  (tho  testosterone  is 
more  commonly  used  in  osteoporosis).  3.  Four  pa- 
tients with  chronic  discoid  LUPUS  ERYTHEMA- 
TOSUS responded  to  as  little  as  15  micrograms 
of  B 12.  (One  could  add  a No.  4,  since  the  com- 
pound is  used  to  produce  growth  in  animals).  . . . 
Small  numbers  all,  but  maybe  they  are  indica- 
tions of  indications. 


Merck  reports  a trade  preparation  Mephyton, 
an  EMULSION  OF  VITAMIN  KP  The  drug  is 
used  to  correct  a prolonged  prothrombin  time, 
sometimes  with  hemorrhage,  following  use  of  Di- 
cumarol.  It  is  not  effective  after  use  of  heparin. 
. . . The  ordinary  Vit.  K preparations  do  not  act 
rapidly  enough.  Vit  K,  is  usually  not  available, 
but  the  emulsion  can  be  given  IV.  The  action  is 
said  to  begin  in  15  minutes,  with  correction  of  the 
defect  in  3 to  6 hours.  . . . This  rapid  effect  allows 
surgery  to  be  done  with  less  delay,  and  no  trans- 
fusions, after  previous  use  of  dicumarol. 


The  A.M.A.  feels  that  the  International  Labor 
Organization  is  a huge  mechanism  for  promoting 
SOCIALIZED  MEDICINE.  If  the  U.  S.  Senate 
should  ratify  the  newest  ILO  Convention  (Treaty) 
on  Minimum  Standards  of  Social  Security,  we 
would  be  stuck  with  socialized  medicine,  and 
from  the  outside. 


Dr.  C.  Thomas  Read  of  Phoenix  is  the  author 
of  a timely  paper  in  the  Journal  of  Thoracic  Sur- 
gery for  September  1952.  (He  read  it  at  the  Dallas 
meeting  of  thoracic  surgeons  in  May  of  this  year). 
. . . The  title  is  "The  Use  of  SK-SD  (Varidase) 
in  the  Management  of  Early  Postoperative  Partial 
Pulmonary  Resections".  ...  You  may  be  able  to 
beg  a reprint  for  the  details,  but  the  special  an- 
gles are  the  lytic  effects  of  'Varidase'  and  the 
words  'early'  and  'partial'. 


Terramycin  is  widely  used.  It  has  a broad 
spectrum,  and  it  is  claimed  to  be  helpful  against 
almost  everything.  We  have  found  one  usage 
where  it  seems  to  be  on  the  less  popular  side.  . . . 
One  might  expect,  in  the  problem  of  CONCEP- 
TION VERSUS  CONTRACEPTION,  that  for  some 
reason  the  drug  would  turn  out  to  be  the  ideal 
prophylactic.  Not  so.  It  seems  to.  be  an  aid  to 
those  childless  women  with  poor  or  absent  SPER- 
MIGRATION  (a  term  invented  by  some  medical 
Walter  Winehell).  . . . The  action  may  occur  by 
the  healing  of  an  endocervicitis.  . . . Ten  pregnan- 
cies occurred  within  3 months  in  a group  of  35 
infertile  women  (with  normal  husbands)  after  re- 
ceiving 3 to  6 gm.  of  Terramycin  on  the  6th,  5th, 
and  4th  day  before  ovulation.  They  had  had  an 
average  barren  period  of  4.5  years  apiece. 


LIFE  Magazine  sees  the  rare  side  of  surgery. 
A July  issue  fells  of  a transplant  operation  done 


at  the  Valley  Forge  Army  Hospital.  ...  A soldier 
in  the  Korean  war  had  his  thumb  shot  off.  The 
forefinger  was  moved  to  its  place,  and  with  a fairly 
good  functional  result  in  motion,  grasping,  etc. 


The  impact  of  Dr.  Hans  Selye  on  the  subject  of 
ADAPTATION  is  secure.  is  volume  ‘Stress’ 
brought  the  adrenals  and  nervous  system  together, 
and  to  the  public  attention.  . . . Now  he  intends 
to  reinforce  the  impact,  and  to  ‘red  up’  the  dis- 
order every  year.  He  has  published  (from  Mon- 
treal) an  ‘Annual  Report  on  Stress’.  The  new 
volume  includes  his  impressions  of  more  than 
3,000  articles! 


Louis  Dublin,  chief  statistician  for  the  Metro- 
politan Life  Insurance  Co.,  has  really  pulled  the 
rug  out  from  under  THE  OBESE.  . . . He  calls 
them  Public  Health  Problems  No.  1,  but  stresses 
the  fact  that  they  can  be  cured,  right  now.  . . . Be- 
tween 20  and  64  years  of  age,  the  death  rale  of 
obese  males  is  50%  higher  than  for  the  non-obese. 
Fat  women  have  a 47%  higher  mortality  than  nor- 
mals. The  rate  is  generally  in  proportion  to  ton- 
nage. . . . There  are  only  two  safe  approaches  to 
reducing, — appetite  and  amphetamine.  . . . (This 
unsympathetic  abstract,  naturally,  is  written  by  a 
person  who  weighs  just  the  right  amount). 


METAL  OFFICE  FURNITURE 
G.  F.  STED  DESKS 
ALUMINUM  CHAIRS 
CARDINAER  ROTARY  & VICTOR 
VISIBLE  FILES 

Heinze  Bowen  & Harrington,  Inc. 

228  West  Washington  St. 

Phone  ALpine  4-4179 
PHOENIX  ARIZONA 


ARE  YOU  PRESCRIBING  THIS  STANDARD 
THERAPEUTIC  MULTI-VITAMIN  CAPSULE? 

Ingredients  in  each  capsule: 


Vitamin  A ....  25,000  USP  units 
Vitamin  D ....  1,000  USP  units 
( Irradiated  Ergosterol) 

Thiamine  I lydrochloride 

USP  10  mg. 

Riboflavin  USP  5 mg. 

Ascorbic  Acid  USP  150  mg. 

Niacin  Amide  USP  150  mg. 


Your  pharmacist  will  fill  this  Rx  for  100  capsules 
for  no  more  than  $6.00  if  you  specify  “HOSPITAL 
BRAND”  and  your  patient  will  save  from  3 to  4 
dollars  on  the  prescription. 

“HOSPITAL  BRAND”  vitamins  are  available  at  all 
pharmacies. 

FRED  G.  HARLEY,  DISTRIBUTOR 

1316  E.  Indian  School  Road 
Phoenix,  Arizona 
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Migraine  In  Children 

"Migraine  may  appear  during  the  first  years  of  life. 
The  presence  of  subjective  signs,  such  as  headache 
and  dimmer  scotoma,  is  often  difficult  to  determine 
in  young  children.  The  true  nature  of  the  symp- 
toms frequently  remains  obscure  for  years.” 

Vahlquist,  B.  and  Hackzell,  G.:  Act* 
Paediatrica  38:  622  (1949). 
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In  a study  of  400  adult  migraine  patients,  it  was 
revealed  that  34%  had  suffered  attacks  before  the 
age  of  15.*  These  investigators  concluded  that 
childhood  migraine  was  a much  greater  clinical 
problem  than  was  previously  believed  and  that 
psychodynamic  mechanisms  played  an  important 
part  in  the  disease. 

These  criteria  are  useful  in  diagnosis: 

Headache  attacks  with  symptom-free  intervals 
plus  (at  least  two  of  the  following)  nausea, 
scintillating  scotoma,  hemicrania,  and  heredi- 
tary predisposition. 

For  symptomatic  relief  in  these  cases,  Cafer- 
got®, N.N.R.  (ergotamine  with  caffeine) 
may  be  administered  orally.  For  best  results, 
give  adequate  dosage  promptly. 

For  children  within  the  age  range  7 to  12  years — 
Cafergot®  is  administered,  one  tablet  when  the  at- 
tack appears  imminent  followed  by  one  additional 
tablet  within  30  minutes.  Not  more  than  two 
Cafergot  tablets  should  be  administered  to  children 
within  this  age  range. 

In  the  adolescent  age  group,  12  to  18  years  of  age, 
the  dosage  may  gradually  be  increased  as  necessary 
up  to  the  usual  adult  dose,  i.e.,  two  tablets  when 
the  attack  appears  imminent  followed  by  one  tab- 
let doses  at  half  hour  intervals  until  the  attack  is 
aborted.  (Total  maximum  dose  for  adults:  six  tab- 
lets for  each  attack.) 

•Katz,  J.,  Friedman,  A.P.,  and  Gisolfi,  A.:  New  York 
State  I J.  Med.  SO:  2269  (Oct.)  1950. 


Sandoz  ^Pharmaceuticals 

DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
68  CHARLTON  STREET,  NEW  YORK  14,  N.  Y. 


In  very  special  cases 

A very  superior  Brandy 


★ * ★ 


THE  WORLD’S  PREFERRED 


COGNAC  BRANDY 

Schieffelin  & Co  . New  York  N.Y. 


• WHEEL 
CHAIRS 

HOSPITAL 
& PORTABLE 

• INVALID 
WALKERS 

ADULT  & CHILD  SIZE 

OXYGEN  THERAPY  SERVICE 
Phone  ALpine  8-7511 
Phoenix,  Arizona 
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NEW  VITAL  STATISTICS  LAW 
GOES  INTO  EFFECT 

As  final  proof  of  the  rising  cost  of  living,  the 
price  for  birth  certificates  has  gone  up.  Like 
the  penny  postcard,  the  50  cent  birth  certificate 
has  become  a thing  of  the  past. 

An  increase  in  fees  for  certified  copies  went 
into  effect  October  1.  The  new  charge  is  one 
dollar  for  each  certified  record  issued  by  the 
Division  of  Vital  Statistics.  The  new  fee  ap- 
plies to  both  birth  and  death  certificates. 

Such  an  increase  has  long  been  deemed  neces- 
sary, said  Dr.  Clarence  G.  Salsbury,  State  Direc- 
tor of  Public  Health,  to  meet  the  cost  to  the 
State  for  preparation  of  certified  copies.  The 
change  in  fee  from  fifty  cents  to  one  dollar 
was  authorized  last  spring  by  the  State  Legis- 
lature through  passage  of  a new  Vital  Statistics 
Act.  The  new  law  contains  many  revisions  that 
bring  Arizona  into  conformity  with  modern 
practices  and  standards  of  the  National  Office 
of  Vital  Statistics. 

A new  “short  form  birth  certificate  is  now 
being  issued  to  provide  concise  information 
necessary  to  establish  proof  of  age  and  citizen- 
ship. This  abbreviated  birth  record  carries  the 
name  of  the  individual,  sex,  and  date  and  place 
of  birth.  Copies  of  the  complete  original  cer- 
tificate, which  is  kept  in  bound  files,  may  be 
obtained  by  special  request. 

An  entirely  new  birth  certificate  may  be  filed 
for  a child  whose  parents  marry  subsequent  to 
his  birth,  whose  parentage  is  determined  by 
court  action,  or  who  is  legally  adopted.  Under 
the  new  law,  the  clerk  of  the  Superior  Court 
will  notify  the  Division  of  Vital  Statistics  of 
each  adoption.  Thus  each  adopted  child  is 
automatically  assured  of  a birth  certificate  in  his 
new  legal  name. 

The  new  law  also  provides  for  certificates  for 
foundlings  based  on  information  furnished  by 
the  person  or  agency  assuming  custody  of  the 
child.  The  person  assuming  custody  must  re- 
port to  the  Division  of  Vital  Statistics,  estimating 
the  date  of  birth.  The  place  where  the  child 
is  found  is  listed  as  the  birthplace.  Later,  if  the 
child  is  adopted,  a new  certificate  is  filed  in 
the  name  of  the  adopting  parents. 

Proof  of  age  and  citizenship  is  commonly  re- 
quired of  every  individual  from  the  time  he 
enters  school  until  he  reaches  the  age  of  retire- 
ment. National  officials  have  estimated  that 
almost  half  of  the  nation’s  88,000,000  native- 
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born  adults  of  20  years  and  over  today  have  no 
official  records  of  birth. 

For  this  reason,  the  demand  for  “delayed” 
certificates  of  birth  is  increasing.  To  meet  this 
need  and  to  assure  the  validity  of  such  cer- 
tificates, the  Division  of  Vital  Statistics  has  been 
given  definite  legal  authority  to  require  evidence 
as  proof  of  age  and  birthplace.  Such  proof  is 
required  for  all  persons  whose  births  have  not 
been  registered  within  seven  years  after  date  of 
birth.  Since  recording  delayed  certificates  re- 
quires detailed  searches  and  review  of  docu- 
mentary evidence,  the  Legislature  established  a 
fee  of  four  dollars  which  must  be  paid  before  a 
delayed  certificate  can  be  filed. 

From  the  standpoint  of  public  health  and 
medical  research,  the  most  significant  revision 
under  the  new  law  is  a provision  for  a single 
fetal  death  (stillbirth)  certificate.  In  the  past, 
stillbirths  have  been  registered  first  as  births  and 
then  as  deaths.  This  unnecessary  duplication 
was  both  time-consuming  and  confusing.  The 
old  certificates  did  not  contain  desired  informa- 
tion as  to  contributing  causes  of  stillbirth.  The 
new  fetal  death  certificate  is  designed  to  further 
scientific  research  by  providing  pertinent  data 
on  causes  of  death.  Loss  of  life  during  the  pre- 
natal stage  is  one  of  our  most  serious  health 
problems.  Only  through  a better  knowledge 
of  the  causes  of  stillbirth  can  such  a high  loss 
of  infant  life  be  prevented. 

A.M.A.  SECRETARY'S  LETTER 
ANNUAL  POSTGRADUATE 
CONFERENCE  IN  OPHTHALMOLOGY 

“The  Stanford  University  School  of  Medicine 
will  offer  the  annual  postgraduate  conference  in 
Clinical  Ophthalmology  from  March  23  through 
27,  1953.  The  program  this  year  will  be  de- 
voted to  Ophthalmic  Surgery.  Registration  will 
be  open  to  physicians  who  limit  their  practice 
to  the  treatment  of  diseases  of  the  eye  or  eye, 
ear,  nose  and  throat.  In  order  to  allow  free  dis- 
cussion by  members  of  the  conference,  registra- 
tion will  be  limited  to  thirty  physicians. 

“Instructors  will  be  Dr.  A.  Edward  Maum- 
enee,  Dr.  Dohrmann  K.  Pischel,  Dr.  Jerome  W. 
Bettman,  Dr.  Max  Fine,  Dr.  Earle  H.  McBain, 
and  Dr.  Arthur  J.  Jampolsky. 

“Programs  and  further  information  may  be 
obtained  from  the  Office  of  the  Dean,  Stan- 
ford University  School  of  Medicine,  2398  Sacra- 
mento Street,  San  Francisco,  California. 
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HOME  OFFICE: 

FIRST  STREET  AT  WILLETTA 

ALPINE  0-7758 


MEDICAL  & DENTAL 
FINANCE  BUREAU 

GEO.  E.  RICHARDSON,  Pres. 


DOWNTOWN  OFFICE: 

407  PROFESSIONAL  BLDG. 

ALPINE  4-4688 


Issued  Monthly 


Free  to  Practicing  M.D.s 


GOLLY,  HOW  I DREAD 
CHRISTMAS  THIS  YEAR. 
PRICES  ARE  SO  HIGH 
IT  WILL  COST  ME  A 
YOUNG  FORTUNE. 


GET  SMART,  DOCTOR  . . . 
LAST  YEAR  I GAVE  ALL  MY 
NINETY  DAY  ACCOUNTS  TO 
M & D COLLECTION  FOLKS 
AND  TURNED  MY  RECEIV- 
ABLES INTO  CHRISTMAS 
SHOPPING  MONEY  FOR 
THE  FAMILY! 
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DOCTOR  DRAFT  LAW  EXTENSION 

The  Washington  Office  of  the  American  Medi- 
cal Association  reports  that  Defense  Depart- 
ment officials,  with  the  assistance  of  represen- 
tatives from  other  federal  departments  and 
professional  associations,  have  started  work  on 
problems  of  the  physician-dentist-veterinarian 
draft,  preparatory  to  asking  for  an  extension 
and  amendment  of  Public  Law  779,  scheduled 
to  expire  next  June  30. 

The  Defense  Department’s  Armed  Forces 
Medical  Policy  Council  sponsored  the  first  dis- 
cussion meeting,  attended  by  spokesmen  for 
dentists,  veterinarians,  hospitals,  and  medical 
schools,  as  well  as  the  American  Medical  Asso- 
ciation. Represented  also  were  the  Armed 
Forces,  Defense  Department’s  manpower  divi- 
sion, Selective  Service  and  the  Rusk  committee 
of  which  our  Arizona  Advisory  Committee  to  the 
Selective  Service  System  under  the  chairman- 
ship of  Joseph  Madison  Greer,  M.D.  is  a part. 

At  the  first  meeting,  held  in  the  Pentagon,  a 
Defense  Department  spokesman  gave  this  out- 
line of  the  problem  which  will  he  of  interest 
to  many  of  us: 

1.  Medical  Priorities  I and  II  will  be  exhausted 
shortly,  and  future  requirements  will  have  to 
be  met  from  Priorities  III  and  IV.  Question- 
naires are  now  being  sent  to  a number  of 
physicians  in  Priority  III. 

2.  There  are  not  enough  men  in  Priority  III  to 
meet  military  requirements  for  long;  unless 
the  younger  men  in  Priority  IV  are  made 
available  by  a change  in  the  law,  the  services 
will  be  offered  too  many  of  colonel  and  major 
age  and  experience,  not  enough  for  the  cap- 
tain and  lieutenant  commissions.  Dislocating 
physicians  of  15  or  20  years  experience  from 
their  civilian  practice  will  create  additional 
problems. 

3.  The  age  and  experience  level  of  Priority  IV 
men  make  many  of  them  more  acceptable,  but 
it  is  possible  that  a high  percentage  already 
have  had  two  or  more  years  of  active  military 
duty;  besides,  these  men  cannot  be  called 
until  Priority  III  has  been  used  up. 

4.  The  professional  manpower  shortage  will  con- 
tinue until  1958,  when  enough  non-veterans, 
currently  deferred  from  the  regular  draft  to 
complete  their  medical  training,  will  be  avail- 
able to  meet  most  military  requirements. 


No  conclusions  were  reached  at  the  first  meet- 
ing, and  association  representatives  were  not 
asked  to  pledge  support  for  an  extension  of 
P.L.  779  at  this  time. 

KPHO-TV  RADIO  PROGRAM 

“THE  M.D.’s  NOTEBOOK 

PROJECT— Public  Relations  Board— The  Arizona 
Medical  Association,  Inc. 

SPONSOR— Webster’s  Dairy— Phoenix,  Arizona 
TV— Tuesday  Evenings— 9:45  o’clock 
RADIO— Thursday  Evenings— 8:45  o’clock 
First  Thirteen-Week  Series  Completed : 

1.  “Blood  Pressure’’— 7-29-52— ( Maricopa) 

Leslie  B.  Smith,  M.D. 

2.  “Appendectomy”— 8-5-52—  ( Maricopa ) 

Thomas  H.  Bate,  M.D. 

3.  “Poliomyelitis”— 8-12-52—  ( Maricopa ) 

Carlos  C.  Craig,  M.D. 

4.  “Poliomyelitis”— 8-19-52— ( Maricopa) 

Ray  Fife,  M.D. 

5.  “Mental  Health  In  Children  To  Three  Years 

of  Age”— 8-26-52—  ( Pima ) 

Hugh  C.  Thompson,  M.D. 

6.  “Arizona’s  High  Infant  Death  Rate”— 9-2-52— 

( Maricopa) 

Clarence  G.  Salsbury,  M.D. 

7.  “Your  Doctor  and  You”— 9-9-52— ( Maricopa) 

Charles  Kalil,  M.D. 

8.  “Anesthesia”— 9-16-52—  ( Maricopa ) 

Audrey  G.  Urry,  M.D. 

9.  “Dietary  Fads”— 9-23-52— ( Maricopa) 

Eleanor  A.  Waskow,  M.D. 

10.  “Brain  Tumors  and  Head  Injuries”— 9-30-52— 

( Maricopa) 

John  A.  Eisenbeiss,  M.D. 

11.  “Atomic  Medicine”— 10-7-52— ( Maricopa) 

Douglas  D.  Gain,  M.D. 

12.  “Multiple  Sclerosis”— 10-14-52— (Pima) 

Lindsay  E.  Beaton,  M.D. 

13.  “Diseases  of  the  Kidneys”— 10-21-52— 

( Maricopa) 

Louis  B.  Baldwin,  M.D. 

Howard  C.  Lawrence,  M.D. 
Chairman,  Public  Relations  Board 
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Monty  Leber fs  Nursery 

And 

Flower  Shop 

Artistic  Flower  Arrangements  for  Every  Occasion 

• • • 

Assorted  Potted  Plants 
Dish  Gardens 

Beautiful  Ceramics 

We  Specialize  In  Planter  Box  Materials 

531  W.  Thomas  Road  Phone  CR  4-0211 

Phoenix,  Arizona 


FOR  RENT  OR  LEASE: 

Excellent  location  for  Doctor  on 
West  Buckeye  Road.  Situated  next 
door  to  busy  drug  store  and  market. 

For  particulars  inquire  from 

MR.  KENNEY  ALpine  8-0200 


OPENING  SOON 
THE  SOUTHWEST'S 
NEWEST  AND 
FINEST  SUPPER 
CLUB 

John  B.  Mills,  President 
Allen  Matthews,  Manager 
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AMERICAN  ASSOCIATION  OF 
PUBLIC  HEALTH  PHYSICIANS 

A movement  has  been  underway  for  quite 
some  time  to  form  an  American  Association  of 
Public  Health  Physicians. 

The  movement,  endorsed  and  approved  by 
the  A.M.A.  Board  of  Trustees  several  months 
ago,  was  promoted  by  the  following  committee: 
Drs.  Bruce  Underwood,  Louisville,  chairman; 
Wilson  T.  Sowder,  Jacksonville,  Fla.;  Grady  F. 
Mathews,  Oklahoma  City;  R.  C.  Williams,  At- 
lanta; S.  J.  Phillips,  New  Orleans,  and  Frank 
E.  Wilson,  Washington. 

The  plan,  which  already  has  the  support  of 
many  state  and  local  health  physicians  on  an 
informal  individual  basis,  will  be  offered  for 
consideration  of  the  executive  committee  of  the 
American  Public  Health  Association  when  it 
meets  in  Cleveland  late  this  month.  The  com- 
mittee hopes  also  that  it  will  have  the  endorse- 
ment and  active  sponsorship  of  the  Association 
of  State  and  Territorial  Health  Officers. 

A statement,  issued  recently  by  the  commit- 
tee, follows  in  part: 

“The  general  purpose  is  to  provide  an  Asso- 
ciation of  American  Public  Health  Physicians  to 
which  the  Public  Health  Physicians  in  Local 
and  State  and  Territorial  Health  Departments 
may  belong.  We  feel  there  is  a need  for  an 
American  Association  of  Public  Health  Physi- 
cians. At  the  present  time,  there  is  no  single 
agency  or  group  which  can  officially  speak  for 
the  Public  Health  Physicians  of  this  country. 
The  American  Medical  Association  primarily 
represents  the  practitioners  of  medicine;  The 
American  Dental  Association  represents  the  den- 
tists; the  American  Hospital  Association  repre- 
sents the  hospitals;  the  American  Psychiatric 
Association  represents  the  psychiatrists,  and  there 
are  many  other  associations  which  represent 
various  health  and  medical  professions;  but, 
there  is  none  that  adequately  represents  the 
Public  Health  Physicians. 

“The  American  Public  Health  Association  has 
a section  for  health  officers,  but  the  Association 
includes  a majority  of  non-medical  persons  and, 
for  this  and  other  reasons,  the  association  can- 
not, by  its  very  nature  speak  adequately  for  the 
Doctors  of  Medicine  engaged  in  preventive 
medicine  and  public  health. 

“The  Association  of  State  and  Territorial 
Health  Officers  does  not  include  district  or  local 
Public  Health  Physicians.  Neither  can  the  Con- 


ference of  State  and  Provincial  Health  Authori- 
ties of  North  America,  for  the  same  reasons, 
represent  all  physicians  engaged  in  preventive 
medicine  and  public  health. 

“All  Public  Health  Physicians  in  this  country 
should  belong  to  and  actively  participate  in  af- 
fairs of  the  American  Medical  Association.  Like- 
wise they  should  belong  to  and  actively  partici- 
pate in  the  affairs  of  the  American  Public  Health 
Association.  But,  in  addition,  the  Public  Health 
Physicians  of  this  country  need  an  association 
limited  to  Doctors  of  Medicine  in  the  field  of 
preventive  medicine  and  public  health  that  can 
adequately  represent  their  views  nationally.  The 
purpose  of  the  association  will  be  to  foster  and 
maintain  leadership  consistent  with  the  ethical 
standards  and  fraternal  desires  of  these  medical 
administrators.” 

A.  M.  A.  Secretary’s  Letter 


Our  members  are  dairymen  whose  busi- 
ness is  supplying  good  milk  for 

milk  and  milk  products. 

We  are  aware  of  the  importance  of  good 
milk  to  good  health  and  of  our  obligation 
to  supply  a product  which  will  merit  your 
confidence. 

ARIZONA  MILK  PRODUCERS 

422  Heard  Building  Phone  ALpine  3-0893 


FOR  RENT 

Dignified  Quarters  For  Doctor 
Peerless  Location 
Brand  New  Building 
Ample  Parking  Space 

• • • 

L.  L.  STEWARD,  BROKER 

Phoenix,  Arizona 

1414  E.  McDowell  Road— Phone  ALpine  4-1636 
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EVERYBODY  READS 
TODAY'S  HEALTH! 


This  reader  is  Charles  Alfred  Green  III,  three  month  old  son 
of  Dr.  and  Mrs.  John  Raymond  Green,  Phoenix,  Arizona. 


Today’s  fast  moving  pace  makes  it  more  im- 
perative than  ever  that  you  know  about— and 
keep  up  with— the  latest  developments  in  the 
field  of  healthful  living. 

This  significant  time  in  the  history  of  our 
country  requires  us  all  to  be  at  our  top  perform- 
ance, whatever  our  task  may  be— and  the  health 
of  each  one  of  us  is  of  vital  importance  to  our 
country’s  defense. 

Please  call  your  Today’s  Health  Chairman  or 
use  this  handy  coupon  and  subscribe  to  this 
worthwhile  magazine  for  yourself,  your  friends 
or  a school  in  your  vicinity. 

GOOD  HEALTH 
is  the  foundation 
of  all  happiness! 


BULLETIN 

The  Bulletin  was  established  in  1939  as  the 
official  publication  of  the  Auxiliary  to  provide 
information  which  every  member  could  profit- 
ably use. 

Just  as  the  Auxiliary  Handbook  tells  you  what 
to  do,  our  Auxiliary  Bulletin  tells  you  how  to  do 
it  through  the  articles  of  the  National  Chairman. 

The  Bulletin  has  had  a face  lifting  this  year 
and  is  in  an  attractive  new  cover.  The  material 
inside  the  cover  is  a must  for  all  officers  and 
chairmen. 

“It  is  up  to  you  in  ’52  to  be  a well-informed 
efficient  Auxiliary  member.”  Your  Bulletin  can 
help  you  be  just  that.  So  subscribe  and  read 
it  now. 

Mrs.  Hiram  Cochran 
State  Bulletin  Chairman 
Tucson,  Arizona 


TODAYS  HEALTH 

c/o  Mrs.  Paul  B.  Jarrett,  Chairman 

501  East  Pasadena 
Phoenix,  Arizona 

I enclose  $ for  the  subscription  checked 

below. New  Renewal. 

N'aml 

Street 

City 1 State 

1 Yr.  for  $1.50  3 Yrs.  for  $3.25 

2 Yrs.  for  $2.50  4 Yrs.  for  $4.00 

(Prices  to  Physicians,  Dentists  and  Auxiliary 
Members) 


MEDICAL  OFFICES  FOR  RENT 

Camelback  and  15th  Street,  Phoenix 

Will  build  to  suit,  within  thirty  days,  adjoining 
new  drug  store. 

FRANK  FAZIO,  Architect 

539  E.  Missouri  - AM  6-4551 
Phoenix,  Arizona 


RECOME  A REGULAR  READER 
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PROFESSIONAL  X-RAY  AND  CLINICAL  LABORATORY 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 
CLINICAL  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

TISSUE  PATHOLOGY  BY  QUALIFIED  PATHOLOGIST 

R.  Lee  Foster,  M.D.,  Director  John  W.  Kennedy,  M.D.,  Radiologist 

W.  W.  Watkins,  M.D.,  Consultant  Radiologist 
Diplomates  of  American  Board  of  Radiology 


TV  SHOWS  HIGHLIGHT  CLINICAL 
SESSION 

For  the  second  time  in  history,  absorbing  on- 
the-scene  reports  of  medical  progress  presented 
at  an  American  Medical  Association  meeting 
will  be  relayed  coast-to-coast  on  television. 

Two  half-hour  programs  entitled  “The  March  of 
Medicine”  will  be  telecast  from  Denver  over  the 
National  Broadcasting  Company  network  during 
the  week  of  the  Clinical  Session,  Dec.  2-5. 

It  is  expected  that  an  audience  of  more  than 
10  million  persons  will  view  presentations  of  new 
surgical  and  clinical  demonstrations,  special 
scientific  exhibits,  and  other  medical  features  of 
interest  to  the  general  public. 

The  programs  will  be  presented  at  7:30  p.m. 
( MST ) on  Tuesday,  Dec.  2,  and  at  8 p.m.  ( MST) 
on  Thursday,  Dec.  4.  Local  newspapers  should 
be  consulted  for  time  and  television  channel  in 
other  areas. 

The  telecasts  are  being  sponsored  by  Smith, 
Kline  and  French,  Philadelphia  pharmaceutical 


firm,  in  cooperation  with  the  American  Medical 
Association. 

THE  M D.'s  NOTEBOOK 

The  Public  Relations  Board  under  the  chair- 
manship of  Howard  C.  Lawrence,  M.  D.,  recently 
completed  its  first  13-week  television  and  radio 
series.  The  program  entitled:  “THE  M.  D.’s 
NOTEBOOK”  is  a presentation  by  Arizona’s  own 
medical  doctors  on  selected  medical  subjects 
in  the  interest  of  “good  health”  for  all  peoples 
of  this  state.  Heard  weekly  over  station  KPHO- 
TV  (Phoenix)  Tuesday  evenings  between  9:45 
and  10:00  o’clock  and  simulcast  for  rebroadcast 
over  station  KPPIO-RADIO  (Phoenix)  Thursday 
evenings  between  8:45  and  9:00  o’clock,  this 
public  relations  service  appears  to  be  well  re- 
ceived and  is  gaining  in  popularity.  Your  sug- 
gestions or  constructive  criticism  will  be  we- 
lcome. If  you  would  like  to  participate  let  the 
chairman  know  your  wishes.  This  Board  is  grate- 
ful to  all  those  who  have  participated  and  made 
this  endeavor  possible  and  especially  appreciates 
the  contribution  by  Associated  Dairy  Products 
(Webster),  sponsor. 
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Medical  Arts  Bldg. 

543  E.  McDowell  Rd. 

PHOENIX.  ARIZONA 


Telephone 
ALpine  8-1601 


A Complete  Analytical  and  Laboratory  Service  To  The  Medical  Profession  of  Arizona 


Protein  Bound  Iodine 
Blood  Cholinesterase 
17-Ketosteroids 
Corticosteroids 
Phophatases 

Vitamin  Determinations 

Blood  Volume 

Blood  pH  Values 

Electrolytes 

Toxicology 

Autopsies 

Papanicolaou  Stains 
Liver  Function  Tests 
Porphyrins 


Streptolysin  Titres 
Rh  Antibody  Titres 
Quantitative  Serology 
Heterophile  Titres 
Autogenous  Vaccines 
Hematology 
Bacteriology 
Parasitology 
Gastric  Analysis 
Friedman  Tests 
Frog  Pregnancy  Tests 
Mycology 

Enzyme  Chemistry 
Spectroscopic  Analysis 


Radiography 

Pelvimetry 

Electrocardiography 

Basal  Metabolism 

Vital  Capacity 

Salpingograms 

Cholecystograms 

Bronchograms 

Gall  Bladder  Series 

G.I.  Series 

Pyelograms 

Myelograms 

Cystograms 

Electrometric  Analysis 


Maurice  Rosenthal,  M.D. 
Diplomate,  American 
Board  of  Pathology 


Radiology  by  a Qualified 
Radiologist 


George  Scharf,  M.D. 
Diplomate,  American 
Board  of  Pathology 


SANATORIUM  AND  REST  HOMES  DIRECTORY 


BUTLERS  REST  HOME 

LA  SIESTA  LODGE 

• Bed  Patients  and  Chronics. 

• Excellent  Food. 

A clean  and  comfortable  Rest  Home 

1032  E.  Chmelback  Rd.  — Phoenix,  Arizona 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 

Telephone  AM  6-7473 

LOMA  LINDA  REST  HOME 

ARIZONA  HOME  FOR  AGED 

Miss  lone  Wilson,  Director 

• A Clean  and  Comfortable  Home 

(Mr.  and  Mrs.  W.  G.  Maulsby,  Managers) 

For 

• Convalescents  and  Aged. 

• Quiet  and  Home-like. 

• Home-cooked  food. 

• Home  Cooking  — Special  Diets. 

• Private  and  Semi-Private  Rooms. 

• Excellent  Care. 

• 24  Hour  Nursing  Care. 

Telephone  ALpine  2-2095 

Telephone  Glendale  8256 

2316  S.  22nd  Ave.  — Phoenix,  Arizona 

3101  West  Northern  Ave.  Phoenix 
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SANATORIUM  DIRECTORY 


LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 

Information  and  circulars  upon  request.  CITY  OFFICES' 

Address:  O.  B.  JENSEN,  M.D. 

Superintendent  and  Medical  Director  San  FRANCISCO  Oakland 

Livermore,  California  450  Sutter  Street  1624  Franklin  Street 

Telephone  313  GArfield  1-5040  GLencourt  1-5988 


SANATORIUM  AND  REST  HOMES  DIRECTORY 


Treatment  for  Alcoholism 

as  prescribed  by  Family  or  Panel  Doctor 

HILLCREST  SANATORIUM 

HYGEIA  SANITORIUM 

Cheerful  Private  Rooms 
Excellent  Food 

2534  Beverly  Boulevard  — Los  Angeles,  California 

Homehke  Atmosphere 
Reasonable  Rates 

Phone  DUnkirk  8-8178 

North  3rd  and  Adams  Phone  4-1562 

Recognized  l>v  the  American  Medical  Association 

Tucson.  Arizona 

MARICOPA  REST  HOME 

THIS  SPADE  FOR  SALE 

Luella  Baker  — Manager 

FOR  INFORMATION  AND  RATES 
write  to 

• Bed  Patients 

• Home  Like 

ARIZONA  MEDICINE 

• Diets  a Specialty 

• Quiet  Surroundings 

426  Heard  Bldg. 

Telephone  ALpine  3-3249 

Phone  ALpine  2-4884 

2048  W.  Maricopa  Phoenix 

PHOENIX.  ARIZONA 
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Open  Medical  Staff 
Flexible  rates 
Open  all  year 
Your  inspection  invited 


AMherst  6-7238 

5055  N.  34th  St. 
Phoenix 


Location:  East  Camelback  Road  and  North  34th  St. 


«U4IWW_ 

ARIZONA’S  FINEST  SANATORIUM 
FOR  NON-CONTAGIOUS  DISORDERS 
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SANATORIUM  AND  REST  HOME  DIRECTORY— (Cont'd) 


ALCOHOLISM 

There  is,  today,  a rapidly  increasing,  nation-wide 
awareness  of  alcoholism  as  a disease,  as  a major  health 
problem  and  as  a responsibility  of  the  medical  pro- 
fession. 

Physicians  throughout  the  country  are  recognizing 
the  need  of  special  facilities  for  the  proper  care  and 
treatment  of  the  victims  of  this  disease. 

In  THE  FRANKLIN  Phoenix  has  a modem  center 
for  care  and  treatment  of  acute  and  chronic  cases 
of  alcoholism. 

All  treatment  at  THE  FRANKLIN  is  under  the 
supervision  of  a licensed  physician.  Patients  may 
retain  their  own  physicians  or  may  be  attended  by  a 
staff  physician  of  THE  FRANKLIN. 

Nursing  care  is  continuous,  24  hours  a day,  under 
supervision  of  a registered  nurse;  with  a staff  of  un- 
derstanding, experienced  people. 

Hospital  License  No.  68 


^Jlie  ^ranllin 


ALCOHOLIC  PROBLEMS  - EXCLUSIVELY 
367  N.  21st  Ave.,  Just  Above  Van  Buren 
Telephone  ALpine  3-4751 
Phoenix,  Arizona 


VALLEY  OF  THE  SUN  REST  HOME 

PHOENIX,  ARIZONA 


126  W.  Maryland  AMherst  5-3055 

Bed  Patients  — Convalescents 

Accommodations  for  Aged  and  Confused 


EVELYN  DODD  REST  HOME 

• 24  Hour  Nursing  Care 

• Home  Cooking  and  Baking 

• Convalescent 

• Quiet— Home  Like 

1608  E.  Meadowbrook  Ave.  Phone  AMherst  5-4185 
Phoenix,  Arizona 


SCHER  REST  HOME 

Ambulatory  and  Semi-Mental  Patients 
24  Hour  Nursing  Service 
Quiet  and  Home-Like 

2919  East  Granada  Rd.  — Phoenix,  Arizona 
Phone  BRidge  5-5516 


IT  A R I U M 


MEDICAL  STAFF 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Direttor 
CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.,  Associate  Director 
ETHEL  FANSON,  M.D.  CARLOS  F.  SACASA,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HERBERT  A.  DUNCAN,  M.D. 
KENNETH  P.  NASH,  M.D. 


PASADENA,  CALIFORNIA 
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SANATORIUM  AND  REST  HOME  DIRECTORY— (Cont'd) 


GLENDALE  NURSING  HOME 

Arizona’s  newest,  modern  nursing  home  for 

DESERT  REST  HOME 

the  convalescence  and  recuperation  of  non-con- 
tagious conditions.  Designed  and  built  espe- 

(Convalescent) 

daily  for  this  type  patient. 

Ray  and  Ruth  Eckel 

• 24  Hour  Nursing  Care 

• Special  diets.  Quiet. 

Proprietors 

Located:  Lat.  16%  North  of  E.  Glendale  Ave. 

409  E.  Townley  Avenue  Phone  AM  6-2049 

Glendale  — Phone  Glendale  7064 
Margaret  C.  Bonnie,  R.N. 

Phoenix,  Arizona 

HIGHLAND  MANOR 

(Mr.  & Mrs.  Marley  Earns) 

• Convalescent. 

• Personalized  Diets. 

• 24  Hour  Nursing  Care. 

• Located  in  a Quiet  Zone. 

1411  E.  Highland  Ave.  Phoenix,  Arizona 

Telephone  AM  5-2552 


EVANS  REST  HOME 

5255  N.  43rd  Avenue,  Glendale,  Arizona 
Telephone  ALpine  4-6511  or  Glendale  8335 

Ethical  — Efficient 
24  hour  care  for  YOUR  patients 
Any  non-contagious  case  treated  as  you  direct 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 


_ HOSPITAL  DIRECTORY 
Stork's  Nest  Maternity  Lodge 

(Licensed  and  Certified.  A-l  Rating) 

• Complete  service  for  mother  and  infant. 

• New.  Recently  opened  to  the  public. 

• 24  hour  service.  Quiet  and  homelike. 

• Completely  equipped  to  give  safe  delivery  of 

babies. 

• Trained  staff.  Inspection  invited. 

• Private  and  semi-private  rooms. 

North  Central  Ave.  near  Northern 
Phone  471  — Glendale,  Arizona 

~ DRUGGIST  DIRECTORY 


Welcome  To  The  New 

SOLANO  PHARMACY 

CR  4-2452 

7th  Ave.  & Bethany  Home  Road 
Phoenix 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 


OCOTILLO  CONVALESCENT  HOME 

• Convalescent  Cases 

• Quiet  & Restful 

• 24  Hour  Nursing 

• Best  of  Food 

• Diets 

3434  E.  McDowell  Road  — Phone  BRidge  5-0462 
Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 
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WAYLAND’S 


☆ 


Wayland's  Prescription  Pharmacy 
13  E.  Monroe  Street 
Phone  ALpine  4-4171 
PHOENIX,  ARIZONA 

☆ 


FREE  DELIVERY 


28  Registered  Pharmacists 


Tucson 


Casa  Grande 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 

THE  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 


CREIGHTON  PHARMACY 

Telephone  BR  5-2441 
2345  E.  McDowell  Rd.  — Phoenix,  Arizona 
CHARLES  E.  BILL  M.  GERTRUDE  BILL 


COLLINS  DRUG  STORE 

(Prescriptions) 

115  W.  Van  Buren  Tolleson 

Telephone  ALpine  4-2353 


FAIRMONT  PHARMACY 

Telephone  BRidge  5-1331 
3231  E.  McDowell  Rd.  Phoenix 


JOHNS  DRUG  CO. 

PRESCRIPTIONS” 

3444  E.  Van  Buren  - Phone  BR  5-1161 
Phoenix,  Arizona 
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DRUGGIST  DIRECTORY 


Open  9:00  A. M.— 11:00  P.M.  Call  ALpine  2-1123 

We  Deliver 

BLUE  CROSS  PHARMACY 

PRESCRIPTION  SPECIALISTS 
1924  East  Van  Buren 

Surgical  Appliances  — Private  Fitting  Room 

FELSHER  PRESCRIPTION 
PHARMACY 

Sick  Room  Supplies  — Vitamins 
650  N.  First  Avenue  — Phone  ALpine  3-2070 
Phoenix,  Arizona 

FOURTH  AVENUE  PHARMACY 

J.  W.  Holloway,  Prop. 

Free  Delivery  Service  Within  Radius  of  8 Miles. 
Try  Us  and  See 

Cor.  E.  6th  St.  and  4th  Ave.  — Phone  4-1182 
Tucson,  Arizona 

AL'S  DRUG  STORE 

PHONE  AMherst  5-5552 
7th  Avenue  and  Camelback  Road 
Phoenix,  Arizona 

Open  8 A.M.  to  11  P.M.  Daily  & Sunday 

Broadway  Village  Drug  Store 

PHONE  5-2631 

Broadway  at  Country  Club  Road 
(Free  Delivery) 

TUCSON  ARIZONA 

NATIONAL  PHARMACY 

Prescriptions 

Phone  2-2412  340  Ajo  Way 

Tucson,  Arizona 

MONTE  BLISS 
Frontier  Village  Drug  Store 

“Your  Reliable  Neighborhood  Prescription  Pharmacy” 
1700  N.  Maple  Blvd.  Phone  5-5252 

Tucson,  Arizona 

ROHRER-BLOOM  DRUG  CO. 

(Walgreen  Agency) 
PRESCRIPTIONS  PHARMACISTS 
Phone  40 

Gurley  and  Montezuma 
Prescott,  Arizona 

SUNNYSLOPE  PHARMACY 

‘Ralph’s’ 

REXALL  DRUGS 
8946  N.  7th  St.  — Sunnyslope 
Telephone  AMherst  6-8363 
Sunset  Pharmacy  — 1609  E.  Indian  School  Rd. 

STONE  AND  3RD  PHARMACY 

749  N.  Stone  — Phone  3-6041 

ENCANTO  PARK  DRUG  CO. 

3352  E.  Speedway  — Phone  5-3102 
Tucson,  Arizona 

FLORES  & SON 

(FARMACIA  FLORES) 

“Your  Nyal  Service  Drug  Store” 

W.  Congress  and  Meyer  Sts.  Phone  3-3362 

Tucson,  Arizona 

MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 

WOOD'S  PHARMACY 

Prescription  Pharmacists 
100  Washington  Street 
Peoria,  Arizona 

ENSMINGER  PHARMACY 

RELIABLE  PRESCRIPTIONS 
121  North  Cortez 

Phone  188  Prescott,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 

“Service  you  will  like” 

Corner  Speedway  and  Park  Avenue 
Phone  2-8865  Tucson,  Arizona 

PULLINS 

Prescriptions 
400  E.  Glendale 
Phone  Glendale  9848 
Glendale,  Arizona 
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CAMPBELL  DRUG  CO. 

1007  N.  7th  St.  - Phone  AL  3-1992 
Phoenix 

“See  our  separate  Liquor  Dept.’’ 


CAPITAL  DRUG  STORE 

“Prescriptions” 

1646  W.  Jefferson  Phoenix 

Phone  AL  4-1616 


ROCKLIN'S 

PROFESSIONAL  PHARMACY 

Where  Pharmacy  Is  a Profession 

39  East  Monroe  Street 
6 Doors  East  of  Professional  Bldg. 
Phone  ALpine  3-3470 
PHOENIX.  ARIZONA 


EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phone  4587 
Mesa,  Arizona 


McDowell 

PRESCRIPTION  CENTER 

Professional  Prescription  Service 
Phones  ALpine  8-3694  — ALpine  8-3695 
312  VV.  McDowell  Rd.  Phoenix,  Arizona 


LAIRD  & DINES 

The  REXALL  Store 

Reliable  Prescription  Service 
Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 


Where  Your  Doctor  Speaks  and  Your  Druggist  Serves 


SIMON'S  DRUGS 


Prescriptions  • Hospital  Supplies  • Sick  Room 
Supplies  • Pharmaceuticals  • Baby  Needs 
Trusses  • Crutches  • Abdominal  Supports 

2829  W.  Van  Buren— Phones  AL  3-8411  - AL  8-2106 
Phoenix,  Arizona 

Ample  Parking  Space  — City- wide  Free  Delivery 


Physicians  and  Surgeons  Pharmacy 

PRESCRIPTIONS 

753  E.  McDowell  Road  — Phone  ALpine  4-8434 
Phoenix,  Arizona 


MacALPINE 

DRUG  CO. 

A complete  line  of  . . . 

PHOTOGRAPHIC  SUPPLIES 
COSMETICS 
LIQUOR  AND 
PRESCRIPTION  DEPT. 

Prompt  FREE  delivery 

2303  North  7th  St., 
PHOENIX,  ARIZONA 

phones:  ALpine  4-2606 

or  ALpine  2-1573 

3KTHE  REXALL  STORE 


PHOENIX’S 

NEWEST  DRUG  STORE 
Prescriptions  - Sundries  - Fountain 

DIERDORF  PHARMACY 

2315  N.  24th  Street  — BRidge  5-5212 
(Food  King  Shopping  Center) 
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DOCTORS'  DIRECTORY 


DOCTORS  DIRECTORY  ESTABLISHED 
1920 

DOCTOR'S  CENTRAL  DIRECTORY 

ALpine  3-4189 

Minnie  C.  Benson  R.N.,  Manager 

Emergency  calls  given  special  attention  We  will 

24  Hour  Service 

locate  your  doctor  before  or  after  office  hours. 

Phone  5-1551  — E.  Hedrick  Dr. 

BERTHA  CASE,  R.  N.,  Director 

ADA  JOY  CASE 

Tucson,  Arizona 

1541  East  Roosevelt 

Phoenix,  Arizona 

Established  In  1932 

PHYSICIANS1  BUREAU 

PHONE  AMherst  6-1291 
347  E.  Mariposa  Phoenix,  Arizona 


Telephone  Answering  Message  Service 
GENERAL 

Message  and  Reminder  Service 

ALpine  8-2521 

24  Hour  Confidential  Service  — Bonded 
128  N.  1st  Ave.  — Phoenix,  Arizona 


MINERAL  WELLS  DIRECTORY 


• 27  Private  Baths  — 8 Whirlpool  Baths 

• 9 Massage  Rooms 

• 2 Lounge  Rooms 

• 10  Acres  Beautiful  Grounds 

Open  8 a.m.  to  8 p.m.  Daily 

Natural  Hot  Mineral  Baths 

(7  mi.  East  on  Apache  Trail 
Phone  Mesa  7316  — Mesa,  Arizona 

DESERT  BATHS 

Hot  Mineral  Water  Baths 
Massage  • Lodging 

7 Mi.  East  of  Mesa,  Arizona 
Route  2,  Box  311  — Mesa 

AMBULANCE  SERVICE  DIRECTORY 

X-RAY  COMPANY 

ARIZONA’S  FINEST 

GENERAL  ELECTRIC  CO. 

Charter 

X-RAY  DEPARTMENT 

And  Ambulance  Service 

Phone  BRidge  5-5302  — Day  or  Night 

FOR  SALE 

Brand  new  four  drawer  film  filing  cabinets. 

ARIZONA  AIRMOTIVE 

Available  for  immediate  delivery.  General  Electric 

Phoenix  Sky  Harbor 

X-Ray,  ALpine  4-0181,  ask  for  Mr.  M.  A.  Schroeder. 

MEDICAL  BOOKS 

NURSES1  DIRECTORY 

ROBERTA  DAVEY  HALL 

DISTRICT  NO.  1 

MEDICAL  BOOKS 

ARIZONA  STATE  NURSES  ASS'N 

Of  All  Publishers 

MRS.  MARJORIE  E.  KASUN,  R.N., 

PROMPT  HANDLING  OF  ALL  ORDERS 

Registrar 

To  order:  Telephone  AMherst  5-1062 
40  East  Rose  Lane 

Nurses'  Professional  Registry 

Phoenix,  Arizona 

711  East  Monroe  Phoenix  Ph.  ALpine  4-4151 
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Dl  RECTORY 

NEUROLOGY  and  PSYCHIATRY 

OTTO  L.  BENDHEIM,  M.D. 

NEUROLOGY  and  PSYCHIATRY 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 

ROBERT  L.  BEAL,  M.D. 

Practice  Limited  To  Psychiatry  and  Neurology 

753  E.  McDowell  Rd.  — Phone  ALpine  8-2241 
Phoenix,  Arizona 

Plastic  and  Reconstructive  Surgery 

MILTON  H.  ERICKSON,  M.D. 

PSYCHOTHERAPY  AND  PSYCHIATRY 
Certified  by  American  Board  of 
Psychiatry  and  Neurology 

32  West  Cypress  Street  Phone  ALpine  2-4254 

Phoenix,  Arizona 

HOWARD  C.  LAWRENCE,  M.D. 

Diplomate  of  the 
American  Board  of  Plastic  Surgery 

709  Professional  Building 
15  E.  Monroe  Street  Phone  ALpine  8-4101 

Phoenix,  Arizona 

NEUROLOGICAL  SURGERY 

ANESTHESIOLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

LOUISE  BEWERSDORF,  M.D. 
F.  A.  C.  A. 

ANESTHESIOLOGY 
208  West  Glenrosa 

Phone  AMherst  5-4471  — ALpine  3-5101 
Phoenix,  Arizona 

UROLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

E.  R.  UPDEGRAFF,  M.D. 

1010  N.  Country  Club  Road 
Telephone  5-2609  Tucson,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.  A.  C.  S. 

DONALD  B.  LEWIS,  M.D. 

Certified  American  Board  of 

UROLOGY 

UROLOGY 

Certified  by  the  American  Board  of  Urology 

1313  N.  Second  Street  Phone  ALpine  3-1739 

123  So.  Stone  Ave.  Phone  2-7081 

PHOENIX,  ARIZONA 

Tucson,  Arizona 
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UROLOGY— (Cont'd.) 

INTERNAL  MEDICINE 

ROBERT  H.  CUMMINGS,  M.D. 

J.  REICHERT,  M.D. 

Diplomate  of  the 

General  Practice 

American  Board  of  Urology 

CARDIO  VASCULAR  DISEASES 

808  Professional  Building 

15  East  Monroe  Phone  ALpine  4-3577 

ELECTROCARDIOGRAPHY 
303  W.  McDowell  Rd.  — Office  Phone  ALpine  4-7028 

Phoenix,  Arizona 

Phoenix,  Arizona 

ROBERT  S.  FLINN,  M.D. 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 

INTERNAL  MEDICINE 

write  to 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 

ARIZONA  MEDICINE 

1118  Professional  Building 

426  Heard  Bldg. 

Phone  ALpine  4-1078 

Phone  ALpine  2-4884 

Phoenix,  Arizona 

PHOENIX,  ARIZONA 

JESSE  D.  HAMER,  M.D. 

KENT  H.  THAYER,  M.D. 

F.  A.  C.  P. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 

Diplomate  of  the 

INTERNAL  MEDICINE 

American  Board  of  Internal  Medicine 

CARDIOLOGY 

ROBERT  H.  STEVENS,  M.D. 

Suit  910  Phoenix 

INTERNAL  MEDICINE  ALLERGY 

15  E.  Monroe  St.  Arizona 

1313  N.  Second  St.  Phone  ALpine  4-8841 

Phoenix,  Arizona 

FRANK  J.  MILLOY,  M.D. 

JOSEPH  BANK,  M.D. 

F.  A.  C.  P. 

Diplomate  of 

American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

American  Board  of  Gastroenterology 

611  Professional  Building 

GASTROENTEROLOGY,  GASTROSCOPY 

Phone  ALpine  4-2171 

800  North  First  Avenue  Phone:  ALpine  4-7245 

Phoenix,  Arizona 

PHOENIX,  ARIZONA 

ROBERT  E.  RIDER,  M.D. 

DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

ELECTROCARDIOGRAPHY 

1850  N.  Laurel  Avenue  — Phone  ALpine  4-7970 

Del  Sol  Hotel  Bldg.  f i ("  Phone  3-3721 

Yuma,  Arizona 

Phoenix,  Arizona 
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ORTHOPEDIC  SURGERY 


GEORGE  L.  DIXON,  M.D. 
PHILIP  G.  DERICKSON,  M.D. 

ORTHOPAEDIC  SURGERY 

Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 


744  N.  Country  Club  Road  Telephone  5-1533 
TUCSON,  ARIZONA 


GEO.  A.  WILLIAMSON,  M.D., 
F.A.C.S. 

LEO  L.  TUVESON,  M.D. 

ORTHOPAEDIC  SURGERY 

800  North  First  Ave.  Telephone  ALpine  2-2375 
PHOENIX,  ARIZONA 


ROBERT  E.  HASTINGS,  M.D., 
F.A.C.S. 


Diplomate  American  Board  of  Orthopaedic 
Surgery 

ROBERT  W.  WEBER.  M.D. 

ORTHOPAEDIC  SURGERY 
1014  N.  Country  Club 
TUCSON,  ARIZONA 


STANLEY  S.  TANZ,  M.D.,  F.A.C.S, 

ORTHOPAEDIC  SURGERY 
Diplomate  American  Board  of  Orthopaedic  Surgery 

2530  East  Broadway  Telephone  5-0114 

Tucson,  Arizona 


HOSPITAL 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

CHILDREN'S  DISEASES 


H.  B.  LEHMBERG,  M.D. 

J.  T.  O'NEIL,  M.D. 

Casa  Grande  Clinic  Phone  4495 

Casa  Grande,  Arizona 


THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 


CLINIC 


NELSON  CLINIC 
D.  E.  NELSON,  M.D. 

SUN  VALLEY  CLINIC 

C.  J.  BOZZI,  M.D. 

34  North  Macdonald 

503  Fifth  Avenue 
SAFFORD,  ARIZONA 

MESA.  ARIZONA 

WM.  F.  SCHOFFMAN,  M.D. 
CECILIA  H.  SHEMBAB,  M.D. 
JOHN  R.  KEEFREY,  M.D. 

DOCTORS  BUILDING 

316  W.  McDowell  Rd.  — Telephone  ALpine  4-7287 
Phoenix,  Arizona 
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PROCTOLOGY 

ALLERGY 

WALLACE  M.  MEYER,  M.D. 

E.  A.  GATTERDAM,  M.D. 

PROCTOLOGY 

ALLERGY 

903  Professional  Bldg. 

15  E.  Monroe  St.,  Professional  Bldg. 

Phone  ALpine  2-2822  - ALpine  3-4189 

Office  Hours:  11  A.  M.  to  5 P.  M. 
Phoenix,  Arizona 

Phoenix,  Arizona 

MALIGNANT  DISEASE 

THIS  SPACE  FOR  SALE 

JAMES  M.  OVENS,  M.  D. 

FOR  INFORMATION  AND  RATES 

F.A.C.S.  F.I.C.S. 

write  to 

ARIZONA  MEDICINE 

Diplomate  American  Board  of  Surgery 

426  Heard  Bldg. 

Cancer  and  Allied  Diseases 

Phone  ALpine  2-4884 

608  Professional  Bldg.  Phone  ALpine  4-1973 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

KENNETH  C.  BAKER,  M.D. 

DERMATOLOGY 

DERMATOLOGY 

Diplomate  of  American  Board  of 

Dermatology  and  Syphilology 

Telephone  3-0602  729  N.  Fourth  Ave. 

Phone  ALpine  3-5264 

Tucson,  Arizona 

105  W.  McDowell  Road  Phoenix,  Arizona 

PATHOLOGICAL 

LABORATORIES 

THIS  SPACE  FOR  SALE 

Professional  X-ray  and  Clinical 

FOR  INFORMATION  AND  RATES 

Laboratory 

write  to 

Successor  To 

ARIZONA  MEDICINE 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

426  Heard  Bldg. 

Phoenix,  Arizona 

Phone  ALpine  2-4884 

Phone  ALpine  3-4105 

PHOENIX,  ARIZONA 

R.  LEE  FOSTER,  M.D.,  Director 

G.  0.  HARTMAN,  M.D. 

MEDICAL  CENTER  LABORATORY 

PATHOLOGICAL  LABORATORY 

1313  N.  Second  St. 

20  E.  Ochoa  St.  Phone:  3-4861 

Phoenix,  Arizona 

TUCSON,  ARIZONA 

W.  Warner  Watkins,  M.D.,  Director 
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EYE,  EAR,  NOSE  and  THROAT 


DUNCAN  G.  GRAHAM,  M.D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

114  West  Pepper  Street 
Mesa,  Arizona 

BERNARD  L.  MELTON,  M.D. 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

605  Professional  Bldg.  Phone  ALpine  3-8209 

PHOENIX,  ARIZONA 

JOHN  J.  McLOONE,  M.D. 

Diplomate  American  Board  ol  Otolarynogology 

OTORHINOLARYNGOLOGY 

BRONCHOESOPHAGOLOGY 

316  W.  McDowell  Rd.  - Phone  ALpine  2-1865 
Phoenix,  Arizona 

JOHN  S.  MIKELL,  M.D. 

OTORHINOLARYNGOLOGY 

BRONCHOESOPHAGOLOGY 

2508  East  Sixth  Street  Phone:  5-7191 

T ucson , A ri  zona 

SURGERY 

EDWARD  L.  KETTENBACH,  M.D. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  5-2605 

Tucson,  Arizona 

DELBERT  L.  SECRIST,  M.D., 
F.A.C.S. 

123  South  Stone  Avenue 
Tucson.  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.D. 

GENERAL  SURGERY 


Certified  by  the  American  Board  of  Surgery 
800  North  First  Avenue 
Phone  ALpine  4-7245 
Phoenix,  Arizona 


JAMES  E.  O'HARE,  M.  D. 

Diplomate  American  Board  of  Surgery 
PRACTICE  LIMITED  TO  THORACIC  SURGERY 

1613  N.  Tucson  Blvd.  Phone  4-1151 

Tucson,  Arizona 


W.  R.  MANNING,  M.D.,  F.A.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

620  North  Country  Club  Road  Phone  5-2687 

Tucson.  Arizona 

GENERAL  PRACTICE 

..  — — — rr  „ — 

M.  G.  FRONSKE,  M.  D. 

GENERAL  PRACTICE 
Phones: 

Office  99;  Residence  155 

10  N.  Leroux  St. 

Flagstaff,  Arizona 
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CHEST  DISEASES  AND  SURGERY 

OBSTETRICS  and  GYNECOLOGY 

GEORGE  A.  BOONE,  M.D. 

DISEASES  AND  SURGERY  OF  THE  CHEST 
1608  N.  Norton  Telephone  6-2429 

TUCSON,  ARIZONA 

HARRY  J.  FELCH,  M.D. 

Physician  and  Surgeon 

Residence  Office 

325  W.  Granada  703  Professional  Bldg. 

Phoenix,  Arizona  15  E.  Monroe  Street 

Residence  ALpine  3-1151  Office  ALpine  3-1151 

RADIOLOGY 

GOSS  - DUFFY  LABORATORY 

X-RAY  AND  CLINICAL  DIAGNOSIS 

316  West  McDowell  Road 
Phoenix,  Arizona 

W.  WARNER  WATKINS,  M.D. 

F.A.C.P.,  F.A.C.R. 

(Diplomate  in  Radiology) 

Diagnostic  Roentgenology,  X-Ray  and  Radium 
Therapy 

Medical  Center  Laboratory 
1313  N.  Second  St.,  Phoenix,  Arizona 

DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

MARCY  L.  SUSSMAN,  M.D., 

Diplomates  of 

F.A.C.R. 

American  Board  of  Radiology 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  ROENTGENOLOGY 

801  North  Second  Ave. 

23  East  Ochoa 

Telephone  ALpine  3-4179 
Phoenix,  Arizona 

Tucson 

R.  LEE  FOSTER,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  ALpine  3-4105  Phoenix,  Arizona 


JOHN  W.  KENNEDY,  M.D. 

Diplomate  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
Professional  X-ray  and  Clinical  Laboratory 
Successor  to 
Pathological  Laboratory 
507  Professional  Bldg. 

Phone  ALpine  3-4105  Phoenix,  Arizona 


DOUGLAS  D.  GAIN,  M.  D. 

Diplomate  of  American  Board  of  Radiology 
Certified  in 

X-RAY  THERAPY  AND  DIAGNOSIS 
RADIUM  THERAPY 

MEMORIAL  HOSPITAL 
Phoenix,  Arizona 

1200  South  Fifth  Avenue  — Ph.  ALpine  8-7531 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 
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THE  ORTHOPEDIC  CLINIC 

For  the  Treatment  of  Fractures,  Diseases  and  Surgery  of 
the  Bones  and  Joints 

ORTHOPEDIC  SURGERY 

W.  A.  BISHOP,  Jr.,  M.D.,  F.A.C.S.  ALVIN  L.  SWENSON,  M.D. 

RAY  FIFE,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

ARTHRITIS 

DeWITT  W.  ENGLUND,  M.D. 

1313  North  Second  Street  Phone  ALpine  8-1586 

Phoenix,  Arizona 


PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.D. 

Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 
Phoenix,  Arizona 

RALPH  H.  FULLER.  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

GEORGE  O.  HARTMAN,  M.D. 

20  East  Ochoa  Street 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

Tucson  Medical  Center 
Tucson.  Arizona 


MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

LOREL  A.  STAPLEY,  M.D. 

425  N.  4th  Street 
Phoenix,  Arizona 

O.  O.  WILLIAMS,  M.D. 

425  North  Fourth  Street 
Phoenix,  Arizona 

HAROLD  WOOD,  M.D. 

1130  N.  Central  Ave. 

Phoenix,  Arizona 


RADIOLOGY 


TUCSON  TUMOR  INSTITUTE 

LUDWIG  LINDBERG,  M.D.  JAMES  H.  WEST,  M.D.,  F.A.C.R. 

Diplomates  of  American  Board  of  Radiology 

RADIUM  AND  X-RAY  THERAPY 


721  North  4th  Ave. 


TUCSON,  ARIZONA 


ARIZONA  MEDICAL  ASSOCIATION 


Reserved  for 
the  physician’s 
prescription 


Since  its  founding  on  May  10, 
1876.  Eli  Lilly  and  Company 
has  depended  upon  the 
physician’s  prescription  for  the 
sale  of  its  products.  Information 
on  the  therapeutic  application 
of  Lilly  products  has  been 
channeled  exclusively 
through  the  medical  and 
closely  allied  professions. 

This  policy,  it  is  felt,  has 
encouraged  the  public  to  seek 
competent  medical  advice 
and  has  discouraged 
self-medication. 


V 

ELI  LILLY  AND  COMPANY  ° INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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toward 

a fuller  life  for 
epileptics 

DILANTU 


DILANTIN  Sodium  (diphenylhydantoin  sodium,  Parke-Davis) 
is  supplied  in  Kapseals®  of  0.03  Gm.  (Vi  gr.)  and 

0.1  Gm.  (IJ2  gr.)  in  bottles  of  100  and  1000. 


One  university  has  recently  graduated  sixteen  epileptics 
from  its  regular  courses.1  Two  have  received  their  Doctor 
of  Philosophy  degrees,  and  three  have  received  their 
Master  of  Arts  degrees.  One  is  now  an  assistant  professor, 
another  has  his  own  business,  and  all  are  gainfully  employed. 

DILANTIN,  termed  by  many  authorities  a “drug  of  choice”2 3 *'5 
in  grand  mal  and  psychomotor  seizures,  is  one  of  the 
agents  chiefly  responsible  for  such  admirable  results. 
Maximum  success  with  DILANTIN  is  obtained  with 
carefully  individualized  dosage  schedules. 

#H } 

!■ 

I ^pt 

1.  Michael,  N.:  Ohio  State  M.  J.  48:42,  1952. 

2.  Carter,  S.,  in  Conn,  H.  F.:  Current  Therapy  1952,  Philadelphia, 

W.  B.  Saunders  Company,  p.  610. 

3.  Lennox,  W.  G.,  in  Cecil,  R.  L.,  and  Loeb,  R.  F.:  A Textbook  of  Medicine, 
ed.  8,  Philadelphia,  W.  B.  Saunders  Company,  1951,  p.  1379. 

4 Lennox,  W.  G.,  in  Piersol,  G.  M.,  and  Bortz,  E.  L.:  The  Cyclopedia  of 
Medicine,  Philadelphia,  F.  A.  Davis  Company,  1951,  Vol.  V,  p.  215. 

5,  Christian,  H.  A..  The  Principles  and  Practice  of  Medicine,  ed.  16, 

New  York,  D.  Appleton-Century  Company,  1947,  p.  1370. 
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WHEN  DIETARY 
SUPPLEMENTATION 
IS  NEEDED... 


could  a supplement  provide  I1 


If  the  concept  of  an  ideal  dietary  supplement  could  be 
formulated,  it  might  well  be  one  that  provides  qualitatively 
every  substance  of  moment  in  human  nutrition.  It  would  pro- 
vide those  for  which  human  daily  needs  are  established  as 
well  as  others  which  are  considered  of  value,  though  their 
roles  and  quantitative  requirements  remain  unknown. 

How  Ovaltine  in  milk  approaches  this  concept,  and  how 
well  the  recommended  three  glassfuls  daily  augment  the  nutri- 
tional intake,  is  shown  in  the  appended  table.  The  two  forms 
of  Ovaltine  available — plain  and  chocolate  flavored — are 
closely  alike  in  their  nutrient  values. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  Servings  of  Ovaltine  in  Milk  Recommended  for 
Daily  Use  Provide  the  Following  Amounts  of  Nutrients 

(Each  serving  made  of  Vi  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  milk) 

MINERALS  VITAMINS 


♦CALCIUM. . . . 
CHLORINE.. 

COBALT 

♦COPPER 
FLUORINE. ... 
♦IODINE 

♦IRON 

MAGNESIUM 
MANGANESE 
♦PHOSPHORUS 
POTASSIUM 
SODIUM 
ZINC 


1.12  Gm. 
900  mg 
0.006  mg. 
0.7  mg. 
3.0  mg. 
0.7  mg. 
12  mg. 
120  mg. 
0.4  mg. 
940  mg 
1300  mg. 
560  mg 
2.6  mg. 


♦ASCORBIC  ACID 

BIOTIN 

CHOLINE 

FOLIC  ACID 

♦NIACIN , 

PANTOTHENIC  ACID 
PYRIDOXINE 

♦RIBOFLAVIN  

♦THIAMINE 

♦VITAMIN  A 

VITAMIN  Bn 

♦VITAMIN  D 


37  mg 
0.03  mg 
200  mg 
0.05  mg 
6.7  mg 

3.0  mg 
0.6  mg 

2.0  mg 
1.2  mg 

3200  I U 
0.005  mg 
420  I.U 


♦PROTEIN  (biologically  complete) 32  Gm. 

♦CARBOHYDRATE 65  Gm  . 

♦ FAT 30  Gm. 

♦Nutrients  for  which  daily  dietary  allowances  are  recommended  by  the  National  Research  Council. 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 


ARIZONA  MEDICINE 

Journal  of  ARIZONA  MEDICAL  ASSOCIATION 


VOL.  9,  NO.  12  | DECEMBER,  1952 

TABLE  OF  CONTENTS 

OFFICERS 

ARIZONA  MEDICAL  DIRECTORY  4 

WOMAN’S  AUXILIARY  DIRECTORY  4 

ORIGINAL  ARTICLES 

MEGACOLON  19 

James  T.  Emert,  M.D.,  Phoenix,  Arizona 

CARCINOMA  OF  THE  PANCREAS  23 

Edward  L.  Kettenbach,  M.D.,  Tucson,  Arizona 

LATERAL  CYSTS  AND  FISTULAS  OF  THE  NECK  27 

Conrad  J.  Baumgartner,  M.D.,  Beverly  Hills,  California 

CANCER  OF  THE  COLON  AND  RECTUM  29 

H.  G.  Williams,  M.D.,  Phoenix,  Arizona 
RESULTS  OF  ONE  HUNDRED  CRANIOTOMIES  AT  THE  ARIZONA 

STATE  HOSPITAL  33 

Drs.  John  R.  Green,  R.  E.  II.  Duisberg,  and  W.  B.  McGrath,  Phoenix,  Arizona 

MEDICAL  PROBLEMS 

PHOENIX  CLINICAL  CLUB  38 

THE  PRESIDENT'S  PAGE 

THIS  IS  YOUR  JOURNAL  50 

EDITORIAL 

“A  GOOD  AND  FAITHFUL  STEWARD”  51 

“BIG  SHOES” 52 

TOPICS  OF  CURRENT  MEDICAL  INTEREST 

RX,  DX,  AND  DRS 53 

Guillermo  Osier,  M.D. 

WARNING-YOUR  CONTRACT  OBLIGATION  MALPRACTICE  INSURANCE 52 

REPORT  OF  THE  EXECUTIVE  SECRETARY  56 

Robert  Carpenter,  Executive  Secretary,  Arizona  Medical  Association 

ARIZONA  PHARMACEUTICAL  ASSOCIATION,  INC 58 

PAN-PACIFIC  SURGICAL  ASSOCIATION  58 

PHYSICIANS  AND  SELECTIVE  SERVICE 60 

MAN  BEHIND  THE  TEST  62 

LEST  WE  FORGET!!  62 

PROGRAM  ON  ARIZONA  ACADEMY  OF  GENERAL  PRACTICE  63 

SEMINAR  OF  THE  AMERICAN  CANCER  SOCIETY  IN  ARIZONA 64 

PROGRAM  CANCER  SEMINAR  AMERICAN  CANCER  SOCIETY-ARIZONA 
DIVISION  64 

WOMAN'S  AUXILIARY 

IF  YOU  CHANGE  YOUR  ADDRESS  67 

OUTLINE  OF  THE  NURSES’  LOAN  PROJECT 65 

Mrs.  Carlos  C.  Craig,  Phoenix,  Arizona 

DIRECTORY 

SANATORIUM  DIRECTORY 69 

DRUGGISTS  DIRECTORY  73 

PHYSICIANS’  DIRECTORY  78 


Published  monthly  by  the  Arizona  Medical  Association.  Business  office  at  426  Heard  Building,  Phoenix, 
Arizona.  Subscription  $3.00  a year,  single  copy  25c.  Entered  as  second  class  matter  March  1,  1921,  at 
Postoffice  at  Phoenix,  Arizona,  Act  of  March  3,  1879. 


4 


Arizona  Medicine 


December,  1952 


Directory 

THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
Organized  1892  541  SECURITY  BUILDING 

234  NORTH  CENTRAL  AVE.,  PHOENIX,  ARIZONA 
OFFICERS  AND  COUNCIL 
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15  East  Monroe,  Phoenix,  Arizona 

Edward  M.  Hayden,  M.D President-Elect 
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Abe  I.  Podolsky,  M.D Southwestern  District 

1601  — 5th  Avenue,  Yuma,  Arizona 
COUNCILOR  AT  LARGE 

Harry  T.  Southworth,  M.D Past  President 
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Donald  F.  DeMarse,  M.  D.,  Holbrook;  Walter  V.  Edwards, 
M.  D.,  Cottonwood;  Robert  M.  Matts,  M.  D.,  Yuma;  Paul 
W.  McCracken,  M.  D.,  Phoenix;  William  B.  Steen,  M.  D., 
Tucson. 

STANDING  COMMITTEES 

GRIEVANCE:  Harry  T.  Southworth,  M.  D.,  Prescott;  Lindsay  E. 
Beaton,  M.  D.,  Tucson;  Preston  T.  Brown,  M.  D.,  Phoenix; 
Arthur  C.  Carlson,  M.  D.,  Phoenix;  Harry  E.  Thompson, 
M.  D.,  Tucson;  Otto  E.  Utzinger,  M.  D.,  Ray. 

HISTORY  & OBITUARIES:  Hal  W.  Rice,  M.  D.,  Tucson; 

Harold  W.  Kohl,  M.  D.,  Tucson;  Frank  J.  Milloy,  M.  D., 
Phoenix;  W.  Warner  Watkins,  M.  D.,  Phoenix. 
INDUSTRIAL  RELATIONS:  John  R.  Schwartzmann,  M.  D., 

Tucson;  Carl  H.  Gans,  M.  D.,  Morenci;  Ronald  S.  Haines, 
M.  D.,  Phoenix;  William  B.  McGrath,  M.  D.,  Phoenix; 
Zenas  B.  Noon,  M.  D.,  Nogales. 

LEGISLATION:  Jesse  D.  Hamer,  M.  D.,  Phoenix;  Walter  Brazie, 
M.  D.,  Kingman;  Martin  G.  Fronske,  M.  D.,  Flagstaff; 
Juan  S.  Gonzales,  M.  D.,  Nogales;  Charles  B.  Huestis,  M.  D., 
Hayden;  Frederick  W.  Knight,  M.  D.,  Safford;  Charles 
H.  Laugham,  M.  D.,  Morenci;  Harry  B.  Lehmberg,  M.  D., 
Casa  Grande;  Claude  H.  Peterson,  M.  D.,  Winslow;  Robert 

E.  Rider,  M.  D.,  Yuma;  Reed  D.  Shupe,  M.  D.,  Phoenix; 

William  B.  Steen,  M.  D.,  Tucson 
MEDICAL  DEFENSE:  O.  E.  Utzinger,  M.  D.,  Ray;  Ernest  A. 

Born,  M.  D.,  Prescott;  Preston  T.  Brown,  M.  D.,  Phoenix. 
MEDICAL  ECONOMICS:  Hilary  D.  Ketcherside,  M.  D.,  Phoenix; 
Edward  M.  Hayden,  M.  D.,  Tucson;  Hugh  C.  Thompson, 
M.  D.,  Tucson. 

PUBLISHING:  R.  Lee  Foster,  M.  D.,  Phoenix;  Carroll  C. 

Creighton,  M.  D.,  Flagstaff;  Donald  E.  Nelson,  M.  D., 
Safford. 

SCIENTIFIC  ASSEMBLY:  Edward  M.  Hayden,  M.  D.,  Tucson; 
Joseph  Bank,  M.  D.,  Phoenix;  Oscar  W.  Thoeny,  M.  D., 
Phoenix. 

Woman's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1952  - 1953 

President Mrs.  W.  F.  Schoffman 

36  North  Country  Club  Drive,  Phoenix 

President  Elect Mrs.  George  S.  Enfield 

335  West  Cambridge,  Phoenix 

Vice-Pres.  1st  (organization)  Mrs.  Brick  Storts 

El  Encanto  Estates,  Tucson 

Vice-Pres.  2nd  (Program) Mrs.  Hugh  Thompson 

135  Palomar  Drive,  Tucson 

Treasurer Mrs.  R.  Lee  Foster 

2215  North  11th  Avenue,  Phoenix 


Recording  Secretary Mrs.  Louis  Hirsch 

Rt.  6,  Box  710,  Tucson 

Corresponding  Secretary Mrs.  L.  L.  Tuveson 

346  West  LaMar  Rd.,  Phoenix 

Director  1 Yr Mrs.  J.  H.  Allen 

829  Country  Club  Drive,  Prescott 

Director  1 Yr Mrs.  R.  W.  Rudolph 

Hiawatha  Bldg.,  Apt.  27,  331  S.  Alvemon  Way,  Tucson 

Director  2 Yr Mrs.  T.  C.  Harper 

175  South  3rd  Street,  Globe 

National  Representative  Mrs.  Jesse  D.  Hamer 

1819  North  11th  Avenue,  Phoenix 

Bulletin Mrs.  Hiram  Cochran 

2716  East  4th  St.,  Tucson 

Civil  Defense  Mrs.  Harry  Cummins 

517  W.  Rose  Lane,  Phoenix 

Finance Mrs.  Paul  S.  Causey 

38  West  Camelback  Rd.,  Phoenix 

Health  Education Mrs.  Roy  E.  Hewitt 

130  Camino  Miramonte,  Tucson 

Historian Mrs.  C.  Selby  Mills 

148  West  Rose  Lane,  Phoenix 

Legislation Mrs.  George  A.  Williamson 

537  West  Rose  Lane,  Phoenix 

Parliamentarian Mrs.  V.  G.  Presson 

1317  North  Stone,  Tucson 

Publicity Mrs.  John  R.  Green 

2221  North  40th  Street,  Phoenix 

Public  Relations Mrs.  J.  K.  Bennett 

2325  East  Waverly,  Tucson 

Revisions Mrs.  Delbert  Secrist 

2527  East  3rd  St.,  Tucson 

State  Nurses  Loan  Fund Mrs.  Carlos  C.  Craig 

727  Encanto  Drive  SE,  Phoenix 

Today’s  Health Mrs.  Paul  Jarrett 

501  East  Pasadena,  Phoenix 

Nominating  Chairman  Mrs.  Benjamin  Herzberg 

125  W.  Rose  Lane,  Phoenix 

GILA  COUNTY 

President  Mrs.  I.  E.  Harris 

Box  1296,  Miami 

Vice-Pres Mrs.  Nelson  D.  Brayton 

823  Merritt,  Miami 

Sec.-Treas Mrs.  Wm.  E.  Bishop 

605  South  3rd  Street,  Globe 
MARICOPA  COUNTY 

President  Mrs.  Archie  E.  Cruthirds 

60  E.  Country  Club  Dr.,  Phoenix 

Pres. -Elect Mrs.  Paul  Jarrett 

501  E.  Pasadena,  Phoenix 

1st  Vice-Pres Mrs.  Robert  Cummings 

5830  Arcadia  Lane,  Phoenix 

2nd  Vice-Pres Mrs.  C.  Selby  Mills 

148  West  Rose  Lane,  Phoenix 

Rec.-Sec Mrs.  A.  I.  Ramenofsky 

916  E.  Cambridge,  Phoenix 

Cor.-Rec Mrs.  Robert  Price 

335  West  Wilshire,  Phoenix 

Treasurer  Mrs.  Dwight  H.  Porter 

5650  N.  17th  Street,  Phoenix 
GRAHAM  COUNTY 

President  Mrs.  Frederick  W.  Knight 

Safford 

Vice-Pres Mrs.  Noel  Grey  Smith 

Safford 

Sec.-Treas Mrs.  Donald  E.  Nelson 

Safford 

PIMA  COUNTY 

President  Mrs.  Hollis  H.  Brainard 

328  N.  Country  Club  Rd.,  Tucson 

Pres-Elect Mrs.  Hugh  C.  Thompson 

135  Palomar  Drive,  Tucson 

1st  Vice-Pres Mrs.  Darwin  Neubauer 

3017  E.  Loretta  Drive,  Tucson 

2nd  Vice-Pres Mrs.  Jackson  Pyre 

4141  East  Killmer,  Tucson 

Rec.-Sec Mrs.  Phillip  G.  Derickson 

2841  E.  Exeter  Dr.,  Tucson 

Cor.-Sec Mrs.  David  E.  Engle 

4012  E.  Cooper,  Tucson 

Treasurer  Mrs.  Richard  K.  Hausmann 

2639  E.  8th  Street,  Tucson 

PINAL  COUNTY 

President  Mrs.  J.  B.  Tucker 

Box  1042.  Casa  Grande 

Vice-Pres Mrs.  G.  H.  Walker 

Box  1225,  Coolidge 

Sec.-Treas Mrs.  R.  Z.  Codings 

Box  475,  Casa  Grande 
YUMA  COUNTY 

President  Mrs.  Charles  S.  Powell 

698  Ninth  Avenue,  Yuma 

Vice-Pres Mrs.  John  F.  Stanley 

201  1st  Ave.,  Yuma 

Sec.-Treas Mrs.  John  J.  Kloby 

Box  1590,  Yuma 
YAVAPAI  COUNTY 

President  Mrs.  Joseph  P.  McNally 

208  Grove  Ave.,  Prescott 

Vice-Pres Mrs.  M.  W.  Phillips 

829  Flora  Ave.,  Prescott 

Secretary  Mrs.  E.  C.  Geever 

Whipple  Barracks,  Whipple,  Arizona 

Treasurer  Mrs.  Wm.  R.  Shepard 

Hassayampa  Country  Club,  Prescott 


( 


OH  I O GEN 

ACETATE 

for 

ORTISONE 


The  name  Schering  has  come  to  stand  for  pioneering 
research  and  leadership  in  steroid  hormone  chemistry. 
Now  Schering  adds  this  new  important  product  to  its 
steroid  line  — available  in  ample  amount  to  meet  all 
your  cortisone  needs. 

Available  as  25  mg.  tablets,  bottles  of  30.  For  complete  information 
write  to  our  Medical  Service  Department. 


BLOOMFIELD,  N.  J. 


V3 


CORTOGEN 


as  shown  by  the  recent  discovery 
of  its  molecular  structure  . . . 


for  toleration,  effectiveness, 
purity  and  potency 


largest  producer  of  antibiotics 


Highly  effective 


Well  tolerated 


Imparts  a feeling  of  well-being 


Estrogenic  Substances  (water-soluble) 


also  known  as  Conjugated  Estrogens  (equine) 


8202  AYERST,  McKENNA  & HARRISON  Limited  • New  York,  N.  Y.  • Montreal,  Canada 
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habit 

time 


• Habit  Time  of  Bowel  Movement — 
not  merely  relief  of  constipation — is 
secured  by  proper  use  of  Petrogalar. 

Petrogalar  promotes  development 
of  normally  hydrated,  comfortable  and 
easily  passed  stools. 

Once  achieved,  the  normal  bowel 
habit  may  often  maintain  itself  even 
though  the  dosage  of  this  adjuvant  is 
slowly  tapered  off. 

PETROGALAR 

AQUEOUS  SUSPENSION  OF  MINERAL  OIL,  PLAIN 


&) 


Supplied:  Bottles  of  one  pint 
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ACCIDENT  HOSPITAL  SICKNESS 

INSURANCE 

For  Physicians,  Surgeons,  Dentists  Exclusively 


ALL 


PREMIUMS 

COME  FROM 


/ PHYSICIANS  \ 
SURGEONS 
V DENTISTS  J 


ALL 


CLAIMS 


GO  TO 


$5,000  accidental  death  Quarterly  $8.00 

$25  weekly  indemnity,  accident  and  sickness 


$10,000  accidental  death  Quarterly  $16.00 

$50  weekly  indemnity,  accident  and  sickness 


$15,000  accidental  death  Quarterly  $24.00 

$75  weekly  indemnity,  accident  and  sickness 


$20,000  accidental  death  Quarterly  $32.00 

$100  weekly  indemnity,  accident  and  sickness 


COST  HAS  NEVER  EXCEEDED  AMOUNTS  SHOWN 
ALSO  HOSPITAL  INSURANCE 


Single 

Double 

Triple 

Quadruple 

60  days  in  Hospital 

10.00  per  day 

15.00  per  day 

20.00  per  day 

30  days  of  Nurse  at  ffome  

10.00  per  day 

15.00  per  day 

20.00  per  day 

Laboratory  Fees  in  Hospital  

5.00 

10.00 

15.00 

20.00 

Operating  Room  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Anesthetic  in  Hospital  

10.00 

20.00 

30.00 

40.00 

X-Ray  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Medicines  in  Hospital 

10.00 

20.00 

30.00 

40.00 

Ambulance  to  or  from  Hospital  

10.00 

20.00 

30.00 

40.00 

COSTS  (Quarterly) 

Adult  

5.00 

7.50 

10.00 

Child  to  age  10 

1.50 

3.00 

4.50 

6.00 

Child  over  age  19  

2. .50 

5.00 

7.50 

10.00 

$4,000,000.00  PHYSICIANS  CASUALTY  ASSOCIATION  $18,900,000.00 

INVESTED  ASSETS  PHYSICIANS  HEALTH  ASSOCIATION  PAID  FOR  CLAIMS 


50  years  under  the  same  management 

400  First  National  Bank  Building  Omaha  2,  Nebraska 

$200,000.00  deposited  with  State  of  Nebraska  for  protection  of  our  members 


SOUTHWESTERN  SURGICAL 
SUPPLY  CO. 


YOUR  COMPLETE  SOURCE  IN  THE  SOUTHWEST 
FOR  ALL  ETHICAL  MEDICAL  EQUIPMENT  AND 
SUPPLIES. 

• 

PHOENIX  TUCSON  EL  PASO 
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In  the  many  cases  which  require  sedation  without  excessive  hypnosis, 
Mebaral  is  of  outstanding  merit. 

With  its  relatively/ wide  margin  between  sedative  and  hypnotic  dosage, 
Mebaral  may  he  employed  in  those  conditions  in  which  relief  from 
anxiety,  depression  or  agitation  is  desired  during  the  waking  hours. 

INDICATIONS: 

Mebaral  affords  alleviation  of  tension  in  the  hyperthyroid 

pertensive  patient,  relaxation  in  neuroses  and  mild  psychoses, 
influence  in  the  high-strung  menopausal  patient.  It  is 
anticonvulsant  in  epilepsy. 


TASTELESS  TABLETS 

Tablets  of  32  mg.  (Vi  grain),  0.1  Gm.  (1  Vi  grains) 
and  0.2  Gm.  (3  grains) 


WINTHROP-STEARNS  INC.,  New  York  18,  N.Y.,  Windsor,  Onf. 


Mebaral,  trademark  reg.  U.  S.  & Canada,  brand  of  mephobarbitol 
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from  all  the  patients 
who  represent 
the  44  uses 
for  short -acting 
Nembutal 


For 

PROMPT  SEDATION 
when  the 
oral  route 
is  not 

feasible  . . . 


...  at  least  44  of  them— for  44  uses  is 

the  clinical  record  for  short-acting  Nembutal. 

Adjusted  doses  of  short-acting  Nembutal  can  achieve  any  desired 
degree  of  cerebral  depression — from  mild  sedation  to  deep  hypnosis. 
And  with  only  about  half  the  dosage  of  many  other  barbiturates. 

Smaller  dosage  means  less  drug  to  be  inactivated, 
shorter  duration  of  effect,  wide  margin  of  safety,  and 

little  tendency  toward  cumulative  effect  or  barbiturate  hangover. 


Remember:  In  equal  oral  doses,  no  other  barbiturate  com- 
bines quicker , briefer,  more  profound  effect  than  Nembutal 


. CL&Crott 


embutal 

(Pentobarbital,  Abbott) 


® 


. try  NEMBUTAL  Sodium  Suppositories 


60  mg.  (1  gr.)  30  mg.  (>$  gr.) 
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THE 

EK-2 

Free 

Trial  

Offer 

Doctor  ...  we  are  so  enthusiastic  about  the  performance 
of  the  Burdick  EK-2  Direct-Recording  Electrocardio- 
graph that  we  would  like  to  have  you  try  one. 

Just  mail  the  coupon  below,  or  phone  us,  and  we  will 
arrange  to  place  an  EK-2  Electrocardiograph  in  your 
office  for  15  day  free  trial.  No  obligation  whatever. 

STANDARD  SURGICAL  SUPPLY 

710  NORTH  FIRST  STREET  P H O E N I X • A R I Z O N A 

BRANCH:  809  E.  BROADWAY  - TUCSON,  ARIZONA 

Please  arrange  for  a 15  day  free  trial  of  your  Electrocardio- 
graph at  our  mutual  convenience.  I understand  this  involves 
no  obligation  whatsoever. 

Dr 

Street  

City  Zone State 
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new  uniform  oral  dosage 


The  new,  uniform  oral  dose  for  adults  is  1-3  grams.  This 
may  be  repeated  3-5  times  per  day. 

The  first  dose  prescribed  should  be  at  the  lower  end  of 
the  recommended  dosage  range  (an  occasional  patient  may 
complain  of  side  effects  when  large  doses  are  given  at  the 
start  of  Tolserol  therapy).  Subsequent  doses  maybe  adjusted 
to  the  needs  of  the  individual  patient.  Whenever  possible, 
Tolserol  should  be  given  after  meals.  When  Tolserol  is 
given  between  meals,  it  is  desirable  that  the  patient  first 
drink  i/3  glass  of  milk  or  fruit  juice. 


Tolserol 

Squibb  Mephenesin 

Tablets,  0.5  Gm.  and  0.25  Gm.,  bottles  of  100;  Capsules,  0.25  Gm„ 
bottles  of  100;  Elixir,  0.1  Gm.  per  cc.,  pint  bottles;  Intravenous 
Solution,  20  mg.  per  cc.,  50  cc.  and  100  cc.  ampuls. 


Squibb 

'TOLSEROL'  TREG.  U.  S.  PAT.  OFF.)  IS  A TRAOEMARK  OF  E.  R.  SQUIBB  4 SONS 
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A First  Federal  Savings 
book  is  a safe,  sure  way 
to  invest  in  the  future. 

You  are  invited  to  open 
your  INSURED  account 
soon! 


RiRST  FEDERAL 

'UPAFINGS  w Q/£<u*i. 


JOSEPH  G.  RICE.  PRESIDENT 


30  West  Adams  • Phoenix 

Orange  at  4th  • Yuma 

3311  N.  Central  • Phoenix 

(Free  parking  at  N.  Central) 


ow 


☆ 

A constantly  reliable  bottled  water  . . . 
Pure  . . . Fresh  . . . Naturally  Soft 
Untreated  . . . Sterilized  Equipment 
Delivered.  Also  Distilled  Water. 


☆ 

PHONE  2-4645 

☆ 

RAINBOW  WATER  CO. 

332  East  Seventh  Tucson 


DYE  MEDICAL  & OXYGEN 
SUPPLY  COMPANY 

OFFERS 

The  Newest  in  Oxygen  Therapy  Equipment 

Exclusive  Distributors  for  MSA  Pneophore 

Exclusive  Distributors  for  Expendo 
Plastic  Mask  & Cannula 

Distributors  of  Medicinal  Gases  to 
Hospitals 

Quality,  Promptness  and  Efficiency 
combined  with  the  lowest  prices  to 
Doctors  and  patients  in  Phoenix 

24  HOUR  SERVICE 

3332  W.  McDowell  Road 
Phoenix.  Arizona 

ALpine  8-5341,  ALpine  8-5342, 
ALpine  8-5343 

"Every  Need  For  the  Sick  Room" 


WHEN  AN  ORTHOPEDIC 
MATTRESS  IS  INDICATED 

Restful,  healthful  body  adjustment  is 
supplied  by  the  Spring  Air  Back  Supporter 
Mattress,  with  its  high  density  construction 
of  lightly  compressed  coils  of  extra  large 
diameter.  Made  of  conventional,  time-proveu 
materials,  to  a new  design  which 
provides  positive  back  support  without 
interfering  with  circulation.  See  it 
at  your  favorite  furniture  store  . . . 
recommend  it  with  confidence. 


Manufactured  in  Phoenix  by 
SOUTHWEST  MATTRESS  CO. 
1710  EAST  WASHINGTON  ST. 
PHOENIX,  ARIZONA 
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HOW  TO  INCREASE 

THE  PROTEIN  INTAKE 


without  Patient  Resistance 


Patient  resistance  is  rarely  encountered  when  H.P.S.  Qvxfy  is  pre- 
scribed to  increase  protein  alimentation.  This  high  protein  supple- 
ment was  carefully  formulated  to  insure  taste  acceptance  even  when 


regular  feedings  are  refused.  Prepa 
a universally  acceptable  beverage 
of  a milk  shake. 

60%  PROTEIN  in  rea 

Consisting  of  intact  proteins 
derived  from  milk,  soybeans,  and 
egg,  H.P.S. provides  60  per 
cent  protein  and  27  per  cent 
carbohydrate.  Three  servings 
prepared  with  milk  provide  95 
Gm.  of  readily  digested,  biologi- 
cally complete  protein.  Prepared 
with  water,  3 servings  provide 


ed  with  water  or  milk,  it  makes 
of  bland  taste,  not  unlike  that 

ily  digested  form 

77  Gm.  of  protein.  H.P.S.  is 
indicated  whenever  the  protein 
intake  must  be  sharply  increas- 
ed: pre-  and  postoperatively, 
to  correct  nitrogen  loss  following 
burns  and  hemorrhage,  and  in 
hepatitis,  hepatic  cirrhosis,  mal- 
nutrition, pregnancy  and  lacta- 
tion, and  nephrosis. 


SMITH-DORSEY  • Lincoln,  Nebraska  • A Division  of  THE  WANDER  COMPANY 
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Depo  -T  es  tosterone 

CYCLOPENTYLPROPIONATE 


is  the  new,  slowly  metabolized,  oil- 
soluble  ester  of  testosterone 


Depo -Testosterone 

CYCLOPENTYLPROPIONATE 


exerts  androgenic  effect  over  longer 
periods  of  time  than  testosterone 
propionate 


Depo-Testosterone 

CYCLOPENTYLPROPIONATE 


makes  every  injection  a depo-like 
source  of  testosterone  which  main- 
tains an  active  androgen  level  for  at 
least  2 weeks 


Depo-Testosterone 

CYCLOPENTYLPROPIONATE 


is  latest  in  The  Upjohn  Company’s 
series  of  Depo*  preparations  for 
prolonged  drug  action. 


Each  cc.  contains:  Testosterone  Cyclopentylpropionate 

50  or  100  mg. 

Chlorobutanol  (chloral  derivative)  in  cottonseed  oil 

5 mg. 

50  mg.  size  available  in  10  cc.  vials. 

100  mg.  size  available  in  1 cc.  and  10  cc.  vials. 


a product  of  Upjohn 

l 

Research 


* Trademark , Reg.  U.  S.  Pat.  Off. 


for  medicine  . . . produced  with  care  . . . designed  for  health 


THE  UPJOHN  COMPANY.  KALAMAZOO.  MICHIGAN 


MEGACOLON 

James  T.  Emert,  M.D. 
Phoenix,  Arizona 


Megacolon,  according  to  Hirschsprung,  is  a 
condition  of  congenital  high-grade  dilataion  of 
the  colon  with  thickening  of  all  its  tunics,  espe- 
cially the  tunica  muscularis,  with  the  retention 
of  large  quantities  of  fecal  matter  To  this  should 
be  added  the  definition  of  Claude  Dixon  who 
describes  the  condition  as  a dilatation  and  hyper- 
trophy of  the  colon  in  the  absence  of  a gross 
obstructing  lesion.  This  can  be  discounted 
many  cases  mistakenly  classed  in  an  already 
complicated  symptom  complex  which  are  due 
to  such  definitely  obstructing  lesions  as  tumors, 
bands,  strictures,  adhesions,  stenosis  or  imper- 
forate anus. 

Fortunately  the  condition  is  rare,  occuring 
once  in  about  every  10,000  hospital  admissions 
and  one  in  every  11,000  autopsies.  The  earliest 
was  found  in  a seven  month  foetus.  Males  pre- 
dominate five  to  one.  Genetically  there  are 
seven  reported  instances  of  it  occuring  more  than 
once  in  a family  of  which  one  family  had  four 
sons  with  megacolon.  Symptoms  are  dilation 
of  the  colon  in  whole  or  in  part,  visible  peris- 
talsis, obstipation,  emaciation,  weakness,  atonic 
skeletal  musculature,  flared  ribs  and  retarda- 
tion of  secondary  sex  characteristics  in  those  who 
reach  puberty.  The  almost  obstructing  consti- 
pation seldom  of  itself  causes  vomiting  though 
these  patients  sometimes  go  three  to  four  months 
without  a bowel  movement. 

The  etiology  is  obscure  as  reports  of  asso- 
ciated conditions,  will  show.  These  include 
many  cases  of  myxedema,  tumors  of  the  hypo- 
physis, 30%  of  all  cases  of  acromegaly,  avita- 

Read  before  the  Annual  Convention,  Arizona  Medical  Associa- 
tion, Phoenix,  Arizona,  April  30,  1952. 


minosis  and  malnutrition  (however  this  may  be 
a result  rather  than  a cause),  post-encephalitis, 
infantilism,  mongolism,  hydrocephalus  and 
Pott's  disease.  Beyond  these  the  condition  is 
not  infrequently  associated  with  megaesophagus 
and/or  a dilated  atonic  bladder  but  in  the  ma- 
jority of  cases  the  infant  or  patient  is  normal 
except  for  the  singular  colon  abnormality. 

The  major  efforts  in  the  earlier  literature  were 
directed  toward  symptomatic  relief  except  in  sur- 
gical emergencies-  where  obstruction  due  to  vol- 
vulus or  impaction  occurred,  peritonitis  followed 
perforation  from  gangrene  or  ulceration,  or 
pulmonary  or  cardiac  embarrassment  from  the 
excessive  distention  demanded  deflation  by  ce- 
costomy  or  colostomy.  In  1930  the  literature 
was  reviewed  for  cases  of  resection  which  were 
in  the  main  emergency  measures  for  volvulus 
and  only  74  were  found.  In  most  cases  a 
Mickulicz  double-barrelled  colostomy  was  per- 
formed and  the  mortality  was  24.5%. 

A great  impetus  to  the  study  of  classifica- 
tion, etiology  and  therapy  was  awakened  in  1927 
when  Royle  and  Wade  of  Australia  published  a 
report  of  a cure  of  obstinate  obstipation  when 
doing  lumbar  sympathectomy  for  spastic  paraly- 
sis of  the  lower  extremities.  This  opened  up  a 
new  field  of  therapy  for  this  dread  condition 
as  well  as  pointing  toward  the  possible  cause. 
Numerous  theories  arose,  the  predominent  being 
that  there  is  in  megacolon  an  imbalance  of  the 
nerve  supply  to  the  bowel  with  the  sympathetic, 
which  contracts  the  anal  sphincter,  overbalanc- 
ing the  parasympathetics  which  produce  contrac- 
tion of  the  bowel  muscle.  Many  operations  were 
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devised  which  had  as  their  purpose  to  remove 
emperieally  this  imbalance  mainly  by  interrupt- 
ing the  sympathetic  fibers  to  the  affected  portion 
of  the  colon.  More  of  this  will  be  discussed  un- 
der therapy. 

Pathologically  about  34%  have  changes  only 
in  the  sigmoid  colon.  Sometimes  the  right  colon 
alone  is  affected  and  any  portion  or  all  the  colon 
including  the  rectum  may  be  involved.  The 
wall  is  like  thick  wet  leather,  haustra  are  absent, 
the  mesentery  is  elongated  as  well  as  the  colon 
itself  especially  in  the  sigmoid  predisposing  to 
volvulus.  There  is  an  increase  in  fibrous  tissue 
throughout,  chronic  inflammatory  reaction, 
chronic  lymph  stasis  with  enlarged  mesenteric 
nodes  in  some  cases.  The  muscle  layers  are 
hypertrophied  until  the  process  progresses  to  a 
point  where  the  gut  wall  becomes  atonic  and 
muscle  is  replaced  by  fibrous  tissue.  Many  re- 
port an  agenesis  or  fibrous  replacement  of  Auer- 
bach’s plexus  of  the  intrinsic  myenteric  nerves 
and  ganglia,  some  of  whom  base  the  rationale 
of  their  therapy  on  this  finding,  but  it  is  not  a 
consistent  pathological  change,  is  not  always 
in  the  anticipated  portion  of  the  colon  if  found 
and  certain  residts  seem  to  deny  this  as  the 
etiological  basis.  So  there  is  a complex  varying 
problem  which  some  authors  consider  functional 
rather  than  organic  and  others  feel  should  be 
considered  as  a syndrome  rather  than  a disease. 
Case  1.  F.  C.  No.  95344  Lincoln  Hospital, 
N.  Y.  C. 

This  patient,  a 21  year  old  colored  female, 
was  admitted  as  a surgical  emergency  on  the 
evening  of  Dec.  2,  1939.  Her  chief  complaint 
was  pain  in  the  abdomen  for  12  hours  with 
distention.  The  pain  was  mainly  in  the  left 
lower  quadrant  and  she  had  been  vomiting 
fecal  material  for  several  hours.  There  was  no 
return  from  enemata  except  some  flatus.  W.B.C. 
was  16,200  per  cm.  Polys  90%  urine  showed  a 
trace  albumin,  Hb.  8.5  grams. 

Past  history  revealed  that  she  had  been  con- 
stipated from  birth  with  frequent  bouts  of  obsti- 
pation relieved  by  enemata  and  colonic  irriga- 
tions. Because  of  abdominal  distention  and  the 
necessity  of  missing  school  for  days  in  order  to 
relieve  these  symptoms  there  was  somewhat  of 
an  emotional  problem  because  her  schoolmates 
believed  that  she  would  become  pregnant  and 
have  abortions  performed.  There  was  no  pre- 
vious history  of  serious  illness  or  operations. 

On  examination  the  only  positive  signs  were 


a markedly  distended  abdomen  widi  the  main 
protuberance  on  the  left  side  extending  from 
the  pelvis  to  the  rib  cage,  visible  peristalsis, 
dullness  over  the  mass  and  mild  tenderness  in  the 
left  lower  quadrant  with  no  rebound  tenderness. 

An  immediate  operation  was  ordered  and  on 
opening  the  peritoneum  through  a lower  left 
rectus  incision  a shiny  thick  rubbery  mass  was 
revealed  which  had  the  appearance  of  the  wall 
of  a large  ovarian  cyst.  After  enlarging  the  in- 
cision it  was  found  that  the  mass  extended  from 
the  pelvis  to  the  fourth  rib  anteriorly  displacing 
the  diaphragm  upward.  On  delivering  the 
weighty  mass  outside  the  belly  it  was  discovered 
that  it  was  a large  hypertrophied  sigmoid  loop 
with  a long  veil  of  mesentery  which  was  ob- 
structed just  above  the  peritoneal  reflection  in 
the  pelvis  and  also  at  a point  about  midway 
in  the  descending  colon.  There  was  no  radial 
torsion  but  each  end  of  the  distended  loop  had 
twisted  on  itself  being  possible  because  of  the 
long  mesosigmoid.  An  attempt  was  made  to 
deflate  it  by  having  an  assistant  insert  a rectal 
tube.  When  this  was  unsuccessful  aspiration 
was  attempted  through  the  gut  wall.  However, 
the  contents  were  mainly  inspissated  fecal  matter 
and  the  problem  of  immediate  resection  then 
arose.  Incidently,  the  remainder  of  the  colon 
was  normal  in  appearance  and  tone;  the  patient 
had  vomited  whatever  fecal  contents  were  above 
the  proximal  obstruction. 

A Mikulicz  double-barrel  colostomy  was  at- 
tempted but  after  the  clamps  were  placed  be- 
yond each  obstruction  there  was  not  enough 
normal  bowel  to  form  barrels.  Because  of  the 
weight  of  the  mass  it  was  immediately  excised 
and  found  to  weigh  a little  over  twenty-three 
pounds  on  a rough  scale. 

The  bowel  was  16  cm.  in  greatest  diameter 
and  had  the  appearance  and  rubbery  feel  of  an 
inflated  inner  tube.  Pathological  report  revealed 
diffuse  fibrosis  of  the  peritoneal  covering.  The 
wall  was  4 mm.  thick.  Microscopically  there  was 
compression  atrophy  of  the  musculature,  moder- 
ate thickening  of  serosal  arteries  with  dilatation 
of  veins.  Two  large  nerve  trunks  showed  no 
significant  changes.  The  mucosa  was  intact  and 
atrophic. 

Before  closing  the  incision  a mushroom  cathe- 
ter type  intra-peritoneal  cecostomy  was  per- 
formed bring  the  tube  out  a small  right  Mc- 
Burney  incision.  The  clamps  were  left  on  each 
end  of  the  gut.  A tight  binder  was  applied  to 
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prevent  possible  shock  because  of  the  large 
mass  removed  from  the  abdominal  cavity.  Dr. 
Carnes  Weeks  of  Bellevue  had  a similar  case 
which  was  solved  by  suspending  the  mass  from 
a Balkan  frame  until  the  peritoneum  was  sealed 
off. 

The  clamps  were  removed  on  the  fifth  day 
at  which  time  she  had  peristalsis.  There  was 
never  any  shock  and  her  temperature  was  never 
over  100.6.  There  were  no  antibiotics  then. 

At  five  weeks  an  end-to-end  anastomosis  was 
performed  when  attempts  to  make  two  barrels 
failed  because  of  lack  of  intestine  and  it  was 
necessary  to  make  the  anastomosis  directly  over 
the  left  iliac  vessels. 

All  wounds  closed  and  normal  bowel  move- 
ments occurred  at  nine  weeks. 

At  twelve  weeks  she  returned  with  a small 
fecal  fistula  at  point  of  anastomosis.  X-ray  at 
this  time  failed  to  show  obstruction  in  any  part 
of  the  colon.  There  was  post-op  narrowing  at 
the  site  of  sigmoid.  No  dilatation  was  seen. 

A Miller-Abbott  tube  was  inserted  down  to 
the  cecum  so  that  she  could  be  fed  normally. 
The  fecal  fistula  closed  and  she  was  discharged 
on  the  tenth  day.  A letter  from  the  patient 
written  45  months  after  operation  stated  she  was 
perfectly  well,  having  one  to  two  bowel  move- 
ments per  day  without  laxative  or  enema  and 
that  she  had  had  a normal  pregnancy  and  de- 
livery without  bowel  disturbance  two  years  after 
operation  which  was  certainly  a fair  test  of  an 
anastomosis  at  the  level  of  the  iliac  vessels  and 
indicated  a lack  of  further  proximal  dilatation 
of  the  bowel. 

Case  2.  M.  B.  1 No.  151,719  Lincoln  Hospital 
N.  Y.  C.  Male,  Age  59. 

Admitted  3-29-46  with  a history  of  severe 
abdominal  cramps  after  eating  one  week  ago, 
relieved  by  vomiting  and  bowel  movement.  For 
the  last  30  hours  had  abdominal  cramps  and 
inability  to  move  bowels.  Three  years  previously 
he  had  an  obstruction  caused  by  “enlarged  in- 
testine” operatively  relieved  at  Metropolitan 
hospital.  On  investigation  this  was  discovered 
to  have  been  a volvulus  of  the  sigmoid  which  was 
deflated  after  opening  the  abdomen. 

Previous  history  revealed  only  a right  inguinal 
herniorrhaphy  20  years  ago. 

At  this  admission  significant  findings  were  a 
markedly  distended  left  lower  abdomen  and 
visible  peristalsis.  Temp.  101,  Pulse  96.  A Miller- 
Abbott  tube  was  passed.  X-ray  revealed  marked 


gas  distention  of  sigmoid.  Another  surgeon  re- 
peated a deflation  operation  through  a left  lower 
rectus  incision.  This  case  was  presented  at  sur- 
gical conference  the  following  week  and  the 
question  was  brought  up  of  the  next  step  to  be 
taken  when  he  should  again  obstruct.  This 
was  answered  on  his  thirteenth  hospital  day  at 
which  time  I was  on  service  and  was  called  be- 
cause he  had  eviscerated.  The  pathology  found 
was  a volulus  of  the  sigmoid  with  double  ob- 
struction of  it  because  it  had  rotated.  Fur- 
thermore he  had  a small  bowel  obstruction 
of  a loop  of  ileum  which  was  lodged  in  the  pelvis 
having  migrated  to  the  left  of  the  sigmoid  loop 
at  the  base  of  the  mesentery  and  then  became 
kinked  in  the  pelvis.  The  latter  was  easily 
relieved  and  it  was  decided  to  do  a Mikulicz  re- 
section on  the  sigmoid  loop  to  effect  a per- 
manent cure  if  the  patient  could  be  kept  alive. 
Technically  this  procedure  was  much  easier 
than  the  previous  case  because  it  was  simple  to 
form  two  barrels  of  good  bowel  and  also  the 
main  contents  of  the  sigmoid  were  fluid  and 
gas  which  were  readily  aspirated  after  closing 
the  peritoneum  around  the  two  barrels.  In  this 
case  the  sigmoid  loop  was  not  removed  for  two 
days  leaving  the  intestinal  clamps  on  to  test 
blood  supply  and  allowing  the  peritoneum  to 
seal  itself.  A mushroom  catheter  intraperitoneal 
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cecostomy  was  also  done  in  this  case.  The  bowel 
segment  was  removed  by  electric  cautery  with- 
out pain,  on  the  ward. 

The  specimen  measured  24  inches  in  length 
and  5 inches  in  width  with  reddish  blue  sur- 
face containing  white  plaques.  The  mucosa  was 
normal.  On  section  there  was  a lipomatous 
gelatinous  infiltration  between  serosal  and  mus- 
cular layers.  No  unusual  microscopic  changes 
in  normal  architecture  of  bowel  were  present. 
Some  chronic  inflammatory  cells  were  found  in 
the  mucous  and  serous  layers  with  thickening 
of  the  submucous  layer. 

There  was  a bleeder  in  the  lower  segment 
which  had  to  be  caught  after  removing  the 
clamp,  otherwise  convalescence  and  closure 
were  normal  except  for  a peri-rectal  abscess 
which  developed  and  was  cured  by  drainage. 

Fifty-six  months  after  operation  the  man  was 
asymptomatic  with  no  recurrent  distention  and 
regular  bowel  movements  occurred  without  help 
and  he  was  able  to  carry  on  a job  as  a garage- 
man. 

Treatment  begins  by  ruling  out  a true  ob- 
struction and  correcting  any  co-existing  disease 
or  glandular  imbalance. 

Medical  treatment  which  may  suffice  in  mild 
cases  consists  of  frequent  enemata,  mineral  oil, 
diet,  abdominal  massage,  laxatives  at  intervals 
and  specific  drugs.  Mecholyl  which  stimulates 
the  parasympathetics  is  one  of  the  most  useful 
to  produce  defecation  and  yet,  to  show  how 
little  we  understand  the  underlying  mechanism 
of  the  disease,  Syntropan  which  has  an  atropine- 
like action  paradoxically  will  work  just  as  well. 
Medical  therapy  can  sometimes  control  the  symp- 
toms but  is  an  arduous  task  and  is  not  curative. 

During  the  thirties  great  enthusiasm  was 
shown  for  various  sympathetic  blocks  and  many 
encouraging  residts  reported.  The  criteria  for 
sympathectomy  are:  a)  failure  of  medical  ther- 
apy b)  no  evidence  of  tendency  to  volvulus  and 
c)  a good  response  of  evacuation  when  spinal 
anaesthesia  is  given. 

Sympathetic  block  does  not  allow  a bowel 
which  has  hypertrophied  to  return  to  normal, 
and  not  only  does  it  remove  the  sensory  pain 
warnings  of  volvulus,  impaction  or  perforation, 
but  about  1937  reports  began  to  come  out  that 
these  were  not  infrequent  sequelae  of  the  con- 
dition early  and  late  after  sympathectomy.  It 
was  found  that  medical  treatment  with  or  with- 
out sympathectomy  had  a death  rate  of  58% 


on  the  average  in  a resume  of  reports.  Resec- 
tion of  the  superior  hypogastric  plexus  produces 
sterility  in  the  male.  Removal  of  the  second 
and  third  sympathetic  ganglion  causes  vaso- 
motor paralysis  in  both  lower  extremities.  One 
author  feels  that  sympathectomy  should  be  lim- 
ited to  true  Hirscthsprung’s  disease  when  there 
is  only  mild  generalized  dilatation. 

Surgical  treatment  varies  greatly  and  is  in- 
dicated as  a last  resort  in  failure  of  any  of 
the  above.  Segmental  resection  is  indicated 
as  a primary  treatment  in  cases  of  limited  dila- 
tation such  as  dolichocolon  (functional  obstruc- 
tion from  extreme  redunduancy)  which  tends  to 
produce  volvulus.  It  has  been  reported  that 
after  segmental  resection  other  portions  of  the 
colon  proximal  to  the  lesion  become  dilated  but 
Dixon  reports  41  segmental  resections  with  no 
recurrences  and  25  of  the  cases  have  had  a 
complete  relief  of  symptoms.  Cattell  and  others 
prefer  a subtotal  colectomy  with  ileo-sigmoidos- 
tomv.  Most  all  of  them  favor  a stage  procedure 
either  of  the  Divine  or  Mickulicz  double-barrel 
type  for  safety  from  contamination,  the  ease  of 
mobilizating  a bowel  with  long  mesentary  and 
to  allow  the  shrinkage  of  any  dilated  bowel 
which  is  not  pathological  but  dilated  or  edema- 
tous from  back  pressure.  Swenson  reports  an 
abdomino-perineal  type  operation  for  segmen- 
tal megacolon  of  the  recto-sigmoid  preserving 
the  anal  sphincter  by  freeing  the  sigmoid  and 
rectum  down  to  the  anus  then  drawing  the  freed 
bowel  through  the  sphincter.  He  argues  that 
rectal  achalasia,  the  absence  of  normal  pro- 
pulusive  waves  in  rectum  and  rectosigmoid  con- 
stitute a physiological  defect  that  results  in 
chronic  obstruction,  is  due  to  dysfunction  or 
absence  of  the  myenteric  plexus.  On  a similar 
theory  Hiatt  does  a Kraske-type  operation  from 
below  after  removing  the  coccyx.  Both  report 
several  good  results.  Arguing  against  the  valid- 
ity of  this  theory  Ritter  reports  three  cases  with 
rectal  achalasia  in  which  he  removed  the  dilated 
portion  and  the  distal  dysfunctioning  segment 
return  to  normal  character. 

In  attempting  to  discuss  this  complex  as  briefly 
as  possible,  even  discounting  the  cases  due  to 
true  obstructive  lesions,  one  can  see  the  variety 
of  problems  and  the  many  approaches  to  it 
indicate  there  is  still  disagreement  as  to  its 
etiology  even  if  there  be  one  cause.  As  in  all 
phases  of  abdominal  surgery  the  mortality  now 
has  been  lowered  mainly  because  of  better  under- 


Vol  9,  No.  12 


Arizona  Medicine 


23 


standing  of  physiology  and  antibiotics.  There 
has  been  an  attempt  to  show  that  there  is  now 
a better  understanding  of  how  to  treat  this  dis- 
ease than  twenty-five  years  ago,  and  that  the 
outlook  can  be  more  favorable  in  a condition 
which,  though  grave,  is  fortunately  rare. 
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CARCINOMA  OF  THE  PANCREAS 

Edward  L.  Kettenbach,  M.D. 
Tucson,  Arizona 


Morgagni  described  cancer  of  the  pancreas 
some  two  hundred  years  ago,  but  until  recently 
it  has  been  considered  a hopeless  disease.  The 
first  attempt  at  radical  surgical  treatment  was 
made  by  Codivilla  in  1898.  The  patient  died, 
the  surgeon’s  colleagues  were  not  stimulated,  and 
another  14  years  elapsed.  In  1912  Kausch  did  a 
two  stage  pancreatico-duodenectomy  for  carcin- 
oma of  the  ampulla.  This  patient  died  of  as- 
cending cholangitis  nine  months  later.  For  the 
next  twenty-three  years  palliative  procedures 
were  performed  to  relieve  jaundice  with  its 
associated  symptoms.  At  first  the  gall  bladder 
was  anastomosed  to  the  stomach,  later  the  duo- 
denum and  jejunum  were  found  to  be  more 
satisfactory.  Occasional  cases  were  reported 
of  transduodenal  excisions  of  small  ampullary 
growths,  but  it  remained  for  Whipple  and  his 
associates  to  put  radical  pancreatic  surgery  on 
the  map  in  1935.  The  two  stage  operation  soon 

Presented  before  the  Staff  of  St.  Mary’s  Hospital,  Tucson. 


became  a standardized  procedure.  The  first 
stage  consisted  of  cholecystoenterostomy  for  re- 
lief of  jaundice.  In  1940  when  it  was  possible 
to  prepare  jaundiced  patients  for  surgery  by  the 
administration  of  vitamin  K,  the  one  stage  pro- 
cedure came  into  vogue  ( 17 ) . 

Most  tumors  of  the  pancreas  are  malignant. 
Carcinoma  of  this  organ  is  not  uncommon.  This 
tumor,  which  arises  from  the  epithelium  of  the 
ducts,  accounts  for  about  2 per  cent  of  all  can- 
cers, and  like  most  cancers  finds  its  highest 
incidence  in  the  50-70  age  group.  It  is  twice  as 
common  in  males,  and  in  the  older  literature 
is  alleged  to  occur  three  times  oftener  in  the 
head  than  in  the  body  and  tail.  More  recent 
work  indicates  that  the  incidence  of  the  two  dif- 
ferent types  is  about  equal.  The  much  greater 
difficulty  of  diagnosing  the  latter  type  probably 
accounts  for  the  apparent  higher  incidence  of 
the  former.  The  duration  of  symptoms  is  usu- 
ally short.  In  one  author’s  collection  of  759 
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cases  from  the  literature,  the  average  duration  of 
symptoms  was  7.1  months,  the  longest  lasting 
8 years(l). 

Silver  and  Lubliner  in  their  analysis  of  104 
cases  of  carcinoma  of  the  pancreas  have  made 
some  interesting  observations  on  the  signs  and 
symptoms  of  this  disease.  They  point  out  that 
rapid  weight  loss,  for  some  obscure  reason,  is 
characteristic  of  carcinoma  of  the  pancreas.  One 
would  naturally  expect  such  weight  loss  with 
obstruction  of  the  pancreatic  and  biliary  ducts, 
but  strangely  enough  the  weight  loss  is  just 
as  striking  in  patients  who  have  carcinoma  lim- 
ited to  the  body  and  tail  of  the  pancreas.  All 
recent  writers  on  the  suject  are  agreed  that  the 
textbooks  are  wrong  in  describing  the  jaundice 
associated  with  this  disease  as  “painless.”  As  a 
matter  of  fact  pain  is  the  outstanding  symptom 
and  is  the  one  which  brings  the  patient  to  his 
doctor  in  the  vast  majority  of  cases.  The  pain 
is  characteristically  worse  at  night  when  the 
patient  is  lying  down,  and  is  relieved  slightly 
by  sitting  up  or  walking  about.  It  is  frequently 
aggravated  by  eating  (12).  On  explanation  for 
the  severity  of  this  pain  has  been  propounded 
by  Chauffary  and  verified  histologically  by  Duff. 
Cancer  cells  have  been  seen  extending  along 
the  nerve  sheaths  of  the  solar  plexus,  and  it  is 
theorized  that  when  the  patient  lies  down  on  his 
back  the  protrusion  of  the  spine  and  subsequent 
compression  caused  by  the  gland  exacerbates 
the  pain.  Conversely  some  relief  is  gained  by 
sitting  up  or  flexing  the  thighs  over  the  abdomen. 
Contrary  to  popular  opinion,  jaundice  is  not  an 
early  sign  of  carcinoma  of  the  head.  Other 
significant  symptoms  routinely  precede  jaundice 
by  weeks  or  months,  and  it  is  an  unusual  case 
where  jaundice  will  make  its  appearance  early. 
Of  1,206  cases  reported  by  17  authors,  jaundice 
was  noted  in  68.5%.  As  a rule  the  jaundice  was 
pronounced  and  progressive,  but  remissions  occa- 
sionally occurred(5).  The  mechanism  of  these 
remissions  can  best  be  explained  by  necrotic 
tumor  tissue  sloughing  into  the  duodenum  and 
temporarily  relieving  the  obstruction.  Jaundice 
is  seldom  seen  with  lesions  limited  to  the  body 
and  tail.  Gastrointestinal  complaints  of  non- 
specific nature  figure  prominently  in  the  symp- 
tomatology of  both  types  of  lesions,  and  prob- 
ably result  from  invasion  of  the  wall  of  the 
small  bowel.  Wide  and  diffuse  metastatic  les- 
ions are  characteristic  of  carcinoma  of  the 
body  and  tail,  and  frequently  cause  the  present- 


ing symptoms.  Metastases  are  only  one  third  as 
frequent  in  carcinoma  of  the  head,  probably 
because  of  its  “boxed  in”  situation.  Diabetes 
and  other  less  severe  disturbances  of  carbohy- 
drate metabolism  are  found  in  a high  percentage 
of  cases  of  carcinoma  of  the  body  and  tail,  but 
are  seldom  associated  with  carcinoma  of  the 
head.  Berk  considers  abnormal  glucose  toler- 
ance curves  of  great  diagnostic  significance  in 
suspected  cases  of  carcinoma  of  the  pancreas. 
Diabetes  has  been  projected  as  a predisposing 
cause  of  carcinoma  of  the  pancreas.  McKittrick 
and  Root  reported  that  32  per  cent  of  all  cancers 
in  diabetics  they  studied  involved  the  pancreas. 
One  of  the  most  baffling  discoveries  to  come  out 
of  cancer  research  in  recent  years  is  the  asso- 
ciation of  multiple  venous  thromboses  with 
carcinoma  of  the  body  and  tail  of  the  pancreas. 
Kenney,  in  his  study  of  51  cases  of  pancreatic 
cancer  found  no  venous  thromboses  associated 
with  carcinoma  of  the  head,  while  33  per  cent 
of  those  whose  cancer  was  limited  to  the  body 
and  tail  had  multiple  venous  thromboses(9). 
The  implication  that  pancreatic  cancer  in  some 
way  alters  the  blood  clotting  apparatus  is  ob- 
vious, but  the  mechanism  is  not  understood. 
Any  patient  with  unexplained  peripheral  edema, 
particularly  unilateral,  should  be  suspected  of 
suffering  a venous  thrombosis,  which  in  turn 
should  bring  to  mind  the  possibility  of  carcinoma 
of  the  body  of  the  pancreas.  By  the  same 
mechanism,  thrombosis  of  the  portal  vein  with 
resultant  ascites  is  four  times  more  common 
in  carcinoma  of  the  body.  Another  sign,  stea- 
torrhea, is  as  we  would  suspect,  more  common 
in  lesions  involving  the  head  of  the  pancreas. 
These  other  signs  are  interesting  if  present,  but 
the  common  signs  of  carcinoma  of  the  pancreas 
may  be  boiled  down  to  two.  A palpable  gall 
bladder  is  noted  in  approximately  fifty  per  cent 
of  jaundiced  cases  (the  liver  is  usually  palpable 
also),  and  an  epigastric  mass  is  palpable  in 
slightly  less  than  half  the  cases(7).  Malignant 
tumors  arising  in  aberrant  pancreatic  tissue 
have  been  reported.  This  tissue  is  most  likely 
to  be  found  in  the  wall  of  the  duodenum,  but 
has  been  reported  in  dozens  of  other  locations 
(16). 

Laboratory  tests  for  carcinoma  of  the  pan- 
creas are  helpful  only  when  positive,  and  are 
seldom  positive  in  early  lesions.  The  tests  most 
commonly  employed  are  those  which  determine 
jaundice  and  pancreatic  insufficiency.  Posi- 
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tive  findings  which  may  be  associated  with  this 
disease  include  anemia,  hyperlipemia,  fatty  or 
bloody  stools,  positive  Van  den  Bergh,  high  ict- 
erus index,  absence  of  urobilinogen  from  the 
urine,  presence  of  excessive  bile  in  the  urine, 
clay  colored  stools,  meat  fibers  in  stools,  im- 
paired glucose  tolerance,  hyperglycemia,  gly- 
cosuria, elevated  blood  amylase  and  lipase,  and 
duodenal  drainage  containing  no  pancreatic  fer- 
ments but  perhaps  a few  red  blood  cells  (10). 
Most  of  these  laboratory  findings  are  associated 
with  moderately  or  far  advanced  lesions  of  the 
head  of  the  pancreas.  The  x-ray  is  some  help, 
although  its  application  to  this  field  of  diagnosis 
has  rather  definite  limitations.  It  is  of  no  help 
unless  the  duodenum  is  distorted.  Much  em- 
phasis has  been  placed  on  Frostberg’s  “reversed 
3”  sign.  It  is  indicative  of  edema  of  the  papilla 
secondary  to  neoplasm  in  the  vicinity  of  or 
actually  in  the  ampulla.  Other  distortions  which 
suggest  neoplasm  include  ulceration,  rigidity, 
and  replacement  of  the  normal  rugal  pattern  of 
the  duodenum  by  irregular  coarse  markings. 
Gross  distortion  of  the  C-loop,  of  course,  is  prima 
facia  evidence  of  tumor.  Roentgenological  exam- 
ination was  of  considerable  help  in  detecting  32 
of  68  cases  without  jaundice  reported  from  the 
Mayo  clinic  in  1933(6). 

All  the  diagnostic  difficulty  which  surrounds 
the  average  case  preoperatively  is  insignificant 
compared  to  the  uncertainty  which  plagues  the 
surgeon  who  explores  the  abdomen.  Extremely 
difficult  to  differentiate  grossly  is  chronic  pan- 
creatitis, which  may  render  the  pancreas  stony 
hard,  but  which  will  regress  if  left  alone  and 
the  biliary  tract  drained.  Complicating  the 
problem  still  further  is  the  fact  that  the  lesion 
most  amenable  to  surgical  cure,  the  small,  deep- 
seated  carcinoma  of  the  head,  is  usually  sur- 
rounded by  a thick  shell  of  chronic  pancreatitis. 
A superficial  biopsy  will  miss  the  neoplasm, 
while  a deep  biopsy  is  associated  with  greater 
danger  from  leakage  of  pancreatic  juice  (13). 
In  no  procedure  is  a satisfactory  outcome  more 
dependent  upon  astute  surgical  judgment.  Once 
the  decision  has  been  reached  that  carcinoma 
of  the  head  of  the  pancreas  is  present,  the  sur- 
gical attack  must  be  considered.  With  a few 
minor  variations,  the  radical  operation  of  pan- 
creatico-duodenectomy  has  been  fairly  well 
standardized.  One  should  first  incise  the  peri- 
toneum along  the  lateral  border  of  the  duodenum 
allowing  mobilization  of  the  head  of  the  pan- 


creas and  inspection  of  the  portal  vein.  The 
pancreatico-duodenal  artery  must  not  be  cut 
until  it  has  been  determined  that  the  tumor  can 
safely  be  dissected  from  the  portal  vein  and 
superior  mesenteric  vessels.  If  the  tumor  is 
operable,  one  will  proceed  to  transect  the  fol- 
lowing structures:  The  ligament  of  Treitz,  the 
stomach  thru  its  lower  third,  the  neck  of  the 
pancreas  over  the  superior  mesenteric  vessels, 
the  common  duct  at  the  level  of  the  superior 
border  of  the  first  segment  of  the  duodenum,  and 
the  jejunum  a few  centimeters  distal  to  the 
ligament  of  Treitz.  The  common  duct  and 
stomach  are  then  anastomosed  to  the  jejunum. 
Most  authors  favor  anastomosis  of  the  neck  of 
the  pancreas  to  the  jejunum  in  an  attempt  to 
preserve  some  external  secretion  (21).  Bruns- 
chwig(4)  prefers  to  suture  the  cut  end  of  the 
neck  of  the  pancreas,  rather  than  anastomose 
it  to  the  jejunum.  He  has  observed  that  the 
majority  of  patients  get  along  quite  well  with- 
out any  external  pancreatic  secretion.  To  those 
who  do  not  he  gives  pancreatin  by  mouth  at 
mealtime.  No  other  substitution  therapy  is  ap- 
parently needed.  In  his  study  of  this  problem 
Whipple  ( 19 ) reported  that  only  about  20  per 
cent  of  patients  deprived  of  their  external  pan- 
creatic secretion  developed  significant  distur- 
bances of  fat  metabolism,  the  most  important 
being  fatty  degeneration  of  the  liver.  Most 
writers  are  agreed  that  the  enteric  stream  must 
not  be  allowed  to  pass  over  the  opening  of  the 
common  duct.  Fatal  cases  of  cholangitis  have 
been  reported  when  this  precaution  was  not 
taken.  Waugh  and  Clagett  in  summarizing  their 
thirty  cases  of  pancreaticoduodenectomy  con- 
clude that  a postcolic,  anti-peristaltic  gastroje- 
junostomy distal  to  the  biliary  and  pancreatic 
anastomoses  is  the  procedure  of  choice.  They 
also  prefer  the  one  stage  procedure  wherever 
possible  and  feel  that  pancreaticojejunostomy 
has  definitely  improved  the  prospect  of  normal 
postoperative  nutrition.  They  prefer  choledo- 
chojejunostomy  to  cholecystojejunostomy,  and 
have  made  the  interesting  observation  that  post- 
operative survival  is  encouraging  in  those  pa- 
tients whose  carcinoma  was  primary  in  the 
ampulla  of  Vater(18).  Siler  and  Zinninger’s 
report  was  much  less  encouraging.  They  had 
eight  cases  of  proved  ampullary  carcinoma  with 
a resectability  rate  of  50  per  cent  and  a ten  year 
mortality  rate  of  87.5  per  cent.  Their  statistics 
on  carcinoma  of  the  extrahepatic  bile  ducts  agree 
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with  other  reported  series— a resectability  rate 
of  10%  and  ten  year  mortality  rate  of  100  per 
cent  (15). 

The  operation  for  resection  of  the  body  and 
tail  of  the  pancreas  is  considerably  more  simple 
than  the  foregoing  procedures.  The  pancreas 
is  approached  by  dividing  the  gastrocolic  liga- 
ment. The  stomach  is  retracted  upward  and 
the  transverse  colon  downward.  The  spleen  is 
freed  from  its  various  attachments  and  used  as  a 
handle  to  pull  up  the  tail  and  body  of  the  pan- 
creas, which  is  then  transected  at  the  level  of 
election.  Total  pancreatectomy  may  be  accomp- 
lished by  a combination  of  the  first  two  pro- 
cedures. It  is  re-emphasized  that  totally  pan- 
createctomized  man  is  only  moderately  diabetic, 
requiring  20  to  40  units  of  insuluin  a day (3). 

Carcinoma  of  the  papilla  of  Vater  can  fre- 
quently be  resected  transdnodenally.  After  the 
duodenum  has  been  opened  the  tumor  is  en- 
circled by  an  incision  extending  thru  the  wall 
of  the  duodenum  back  into  the  substance  of  the 
pancreas  to  get  well  around  the  neoplasm.  The 
transected  bile  and  pancreatic  ducts  are  then 
sutured  into  the  wound,  and  the  cut  edges  of 
duodenum  brought  together  around  the  ducts 

(4). 

Unfortunately  the  victim  of  pancreatic  cancer 
usually  presents  such  an  interesting  challenge 
in  differential  diagnosis  that  he  does  not  come 
to  surgery  until  a more  than  adequate  period 
for  study  has  elapsed.  In  the  meantime  he  has 
lost  the  chance  for  a surgical  cure.  His  few  re- 
maining months  may  be  more  comfortable  by 
cholecysto-enterostomy.  This  particular  opera- 
tion is  still  the  only  surgical  treatment  which 
can  be  offered  the  majority  of  these  patients. 

A general  idea  of  the  results  of  pancreatic- 
surgery  is  presented  by  Whipple  (20).  Some 
165  radical  operations  are  reported  out  of  4 of 
the  country’s  largest  surgical  centers.  The  post- 
operative mortality  for  the  entire  series  is  30 
per  cent,  although  this  figure  would  be  less  than 
20  per  cent  if  the  series  were  limited  to  cases 
done  in  the  past  2 years.  Some  20  per  cent  of 
these  patients  are  alive,  well  and  without  evi- 
dence of  recurrence  6 months  to  6 years  after 
surgery.  Inasmuch  as  over  half  of  all  the  pan- 
creatic surgery  ever  done  has  been  accomplished 
very  recently,  significant  statistics  on  operative 
mortality  and  5 year  cure  are  not  yet  available. 

The  irradiation  treatment  of  malignant  tumors 
of  the  pancreas  may  be  disposed  of  by  saying 


that  a proven  case  has  never  been  cured  by 
this  modality.  In  all  fairness,  however,  one  must 
acknowledge  that  a great  number  of  patients 
have  shown  remarkable  temporary  improvement 
following  irradiation  therapy.  A trial  of  x-ray 
should  not  be  denied  any  patient  in  whom  a 
primary  resection  cannot  be  accomplished 
(2,  11). 

Sarcoma 

Sarcoma  of  the  pancreas  need  be  mentioned 
only  for  the  sake  of  completeness.  Goldstein(8) 
reviewed  19  cases  from  the  world  literature  in 
1922.  Since  then,  approximately  one  case  per 
year  has  been  reported.  Most  of  these  cases 
probably  were  not  primary  in  the  pancreas,  and 
many  more  were  not  true  sarcomas.  From  the 
microscopic  descriptions  one  would  surmise  that 
a good  number  were  metastatic  melanoma  or 
carcinoma.  Shoemaker  in  1941  reported  7 cases 
from  the  records  of  the  Los  Angeles  General 
Hospital.  The  prognosis  of  such  lesions  is  in- 
dicated by  the  inclusion  of  the  autopsy  protocol 
with  all  reported  cases (14). 

Summary  and  Conclusions 

( 1 ) The  attitude  that  cancer  of  the  pancreas 
is  a hopeless  condition  is  not  only  untenable, 
but  inexcusable  in  the  light  of  present  day 
knowledge. 

(2)  The  use  of  blood,  antibiotics,  vitamin  K, 
and  silk  technique  have  brought  the  operative 
mortality  below  20  per  cent. 

(3)  Both  the  operability  and  curability  rates 
of  cancer  of  the  pancreas  are  rising  as  patients 
are  brought  to  surgery  earlier  in  the  course  of 
the  disease.  Unfortunately  the  majority  of  pa- 
tients are  still  “studied”  until  their  chance  for 
surgical  cure  is  gone. 
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LATERAL  CYSTS  AND  FISTULAS  OF  THE  NECK 

Conrad  J.  Baumgartner,  M.D.,  F.A.C.S. 

Beverly  Hills,  California 


The  embryonic  origin  of  lateral  cysts  and  fis- 
tulas remains  controversial.  There  are  primarily 
two  schools  of  thought:  ( 1 ) that  they  are  derived 
from  a branchial  cleft,  (2)  that  they  are  derived 
from  the  embryonic  thymic  duct.  The  first  group 
would  term  these:  “Branchial  Cysts  and  Fis- 
tulas” and  the  other  would  call  them  “Thymo- 
pharyngeal  Duct  Cysts  and  Fistulas.”  This 
author  favors  the  latter,  as  these  cysts  and  fis- 
tulas are  found  in  the  same  anatomic  location 
as  the  embryonic  thymic  duct  which  descends 
from  the  third  branchial  pouch  in  the  lateral 
pharyngeal  wall  and  proceeds  to  the  lateral  side 
of  the  neck,  over  the  carotid  sheath,  under  the 
sternomastoid,  and  finally  comes  to  rest  in  the 
mediastinum  to  become  the  thymus.  Rather  than 
enter  into  the  controversy  the  author  has  used 
the  apeasement  term:  “Lateral  Cysts  and  Fis- 
tulas of  the  Neck.”  They  should,  however, 
not  be  confused  with  the  preauricular  sinus 
which  probably  is  of  truly  branchial  cleft  origin. 

CLINICAL  PICTURE: 

The  so  called  lateral  cyst  (branchial  or  thy- 
mic) usually  manifests  itself  as  a painless  swell- 
ing in  the  lateral  side  of  the  neck.  The  cyst  is 
always  unilocular  and  may  be  as  small  as  1 cm 
in  diameter  or  it  may  also  fill  the  entire  side 
of  the  neck.  The  tumor  is  semi-fixed,  uniform 
and  non-translucent.  It  is  not  attached  to  skin 
and  usually  occurs  in  the  upper  third  of  the 
neck  in  definite  relationship  to  the  deep  anterior 
fibers  of  the  sternomastoid  muscle.  Although  the 
cyst  may  bulge  posteriorly,  it  invariably  lies 
anterior  to  the  carotid  sheath.  Distribution  is 
equal  between  sexes  and  between  the  right  and 
left  side.  Bilateral  cysts  do  occasionally  occur. 
Duration  may  vary  from  very  recent  to  many 
years.  Trauma  does  not  seem  to  be  a participat- 
ing factor. 

Ordinarily  the  cyst  will  cause  no  particular 
trouble  until  infection  sets  in,  not  infrequently 
following  a sore  throat.  Thirty  per  cent  of  the 
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patients  seen  by  us  have  had  previous  infections 
with  one  to  many  incisions  and  drainage.  Other 
complications  do  occur.  Cough  due  to  vagal 
stimulation  has  been  reported.  In  a series  of 
33  patients  reported  by  the  author  ( 1 ) , one  pa- 
tient had  difficulty  in  breathing  and  swallowing 
due  to  pressure  of  a large  cyst.  In  another  pa- 
tient purulent  thyroditis  in  a nodular  goiter  de- 
veloped a few  days  after  an  infected  cyst  was 
incised  and  drained.  Another  had  brachial 
plexus  neuritis  following  removal  of  an  infected 
cyst.  Carcinoma  has  been  reported,  but  Neal 
and  Pemberton(2)  in  a series  of  319  cases  from 
the  Mayo  Clinic  did  not  find  a single  instance 
of  carcinoma.  They  made  the  statement  that 
the  diagnosis  of  branchial  carcinoma  is  prob- 
ably erroneous.  Hendricks  and  Ward(3)  in  a 
recent  article,  however,  had  proven  cases  of 
carcinoma  developing  in  a branchial  cyst. 

The  lateral  fistula  (branchial  fistula,  thymic 
duct  fistula)  occurs  about  one  tenth  as  fre- 
quently as  does  the  cyst.  Although  it  is  fre- 
quently caused  by  ill-advised  incision  and  drain- 
age, true  congenital  fistula  does  occur.  The 
opening  may  occur  at  any  level  but  is  invari- 
ably in  relationship  to  the  anterior  fibers  of  the 
sternomastoid  muscle,  and  the  tract  almost  al- 
ways follows  a source  just  beneath  these  muscle 
fibers  over  the  carotid  sheath  up  to  a point 
just  beneath  the  midportion  of  the  posterior 
belly  of  the  digastric  muscle,  where  it  arches 
medially  to  enter  the  lateral  wall  of  the  pharynx 
in  the  vicinity  of  the  tonsil.  The  discharge  is 
of  a milky,  mucoid  material  and  because  of  the 
pharyngeal  communication,  infection  and  puru- 
lent discharge  is  commonplace.  Both  cysts  and 
fistulas  are  lined  with  stratified  squamous  epi- 
thelium on  a lymphoid  stroma. 

DIFFERENTIAL  DIAGNOSIS: 

A unilocular,  non-translucent  cystic  swelling 
or  fistulous  tract  which  occurs  in  relation  to 
the  deep  anterior  fibers  of  the  sternomastoid 
muscle  is  most  likely  a lateral  (branchial)  cyst. 
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If  aspiration  yields  cholestrol  crystals,  the  diag- 
nosis is  definite.  Other  lesions  to  be  differen- 
tiated are:  thyroglossal  cysts  and  fistulas,  carotid 
body  tumors,  dermoid  cysts,  inflammatory  and 
tubercular  adenitis,  socalled  aberrant  thyroid, 
lipoma,  sebaceous  cyst,  neurofibroma,  cystic  hy- 
groma and  preauricular  fistula. 

Thyroglossal  duct  fistulas  and  cysts  occur 
in  the  midline  and  invariably  move  when  the 
patient  swallows. 

Carotid  body  tumors  are  very  rare.  Lahey(4) 
recently  reported  22  cases  occuring  at  the  Lahey 
Clinic.  Such  tumors  as  Lahey (4)  pointed  out 
lie  deeper  than  branchial  cysts.  Other  dis- 
tinguishing features  are  that  they  may  be  moved 
laterally  but  not  vertically.  They  transmit  pul- 
sation from  the  carotid  due  to  their  location  in 
the  carotid  bifurcation  crotch.  A bruit  may  be 
present.  Lahey(4)  has  stated  that  these  carotid 
body  tumors  are  rarely  malignant  and  the  opera- 
tion itself  is  hazardous.  Aspiration  may  be  war- 
ranted if  doubt  exists,  as  surgery  of  a carotid 
body  tumor  should  not  be  undertaken  without 
careful  consideration. 

A dermoid  cyst  may  not  be  differentiated  un- 
til its  contents  are  examined.  Probably  one  out 
of  ten  cysts  in  this  location  will  be  a dermoid 
cyst. 

Lymphadenitis  is  usually  bilateral  and  more 
than  one  node  is  involved.  The  nodes  are  ten- 
der and  the  offending  focus  can  usually  be 
traced.  Tuberculous  nodes  are  hard  and  matted. 
If  there  is  a discharging  sinus  tract  it  is  under- 
mined, and  the  discharge  may  be  caseous. 

Aberrant  thyroid  is  a misnomer.  These  are 
all  metastatic  carcinoma  from  a primary  lesion 
in  the  thyroid,  but  they  do  frequently  occur 
along  the  jugular  group  of  nodes  and  may  occur 
singly.  Careful  search  may  reveal  a node  in 
the  thyroid  gland  on  the  ipsilateral  side  in  a fair 
proportion  of  cases.  It  is  in  this  group,  how- 
ever, where  most  of  our  mistaken  diagnosis  of 
branchial  cysts  have  been  made.  They  are, 
however,  definitely  deeper  than  branchial  cysts. 

A lipoma  is  soft.  As  a rule  it  is  more  super- 
ficial and  the  wavy  contour  of  the  overlying 
skin  will  be  characteristic. 

A sebaceous  cyst  is  invariably  superficial  and 
is  attached  to  the  skin,  usually  with  associated 
comedo. 

Neurofibroma  is  rare.  It  is  a firm,  alongated 
nodule  and  lies  along  the  course  of  a major 
nerve.  The  exact  nature  of  the  lesion  may  not 


be  determined  preoperatively  but  the  discovery 
(at  exploration)  of  a nerve  stalk  at  both  ends 
establishes  the  diagnosis. 

Cystic  hygroma  usually  occurs  in  the  supra- 
clavicular area  but  may  occur  anywhere  in  the 
neck  and  may  extend  into  the  mediastinum, 
axilla  or  arm.  It  is  soft  and  flabby,  and  prac- 
tically always  multilocular.  It  is  translucent 
except  in  cases  where  there  has  been  hem- 
orrhage. The  fluid  is  straw  colored  and  con- 
geals after  aspiration. 

A preauriculuar  sinus  occurs  in  front  of  the  ear 
and  at  a level  with  the  upper  portion  of  the 
ear.  Inasmuch  as  the  tract  is  lined  with  epithe- 
lium containing  sweat  and  sebaceous  glands, 
the  secretion  is  of  sebaceous  debris  deep  in  the 
tract.  It  is  invariably  present  since  birth  and 
there  is  usually  a history  of  many  bouts  of  re- 
current infection  with  more  or  less  continuous 
discharge.  The  tract  usually  goes  directly  in 
and  no  deeper  than  the  level  of  the  tympanic 
membrane.  It  is  debatable  whether  these  tracts 
originate  from  a branchial  cleft  or  an  inclusion 
of  the  primitive  six  nubbins  that  form  the  ex- 
ternal ear. 

TREATMENT: 

A lateral  (branchial)  cyst  should  be  excised 
before  infection  appears.  If  the  patient  is  in 
early  infancy  excision  may  be  deferred  until  age 
two  or  later.  In  about  twenty  per  cent  of  cases 
infection  will  be  present  when  the  patient  is 
first  seen.  Removal  at  this  time  is  inadvisable- 
in  fact  technically  difficult  or  impossible- 
surgery  should  not  be  carried  out  until  the  in- 
fection has  completely  subsided.  In  the  pres- 
ence of  infection;  antibotics,  aspiration,  and 
occasionally  incision  and  drainage  are  performed 
and  no  attempt  at  removal  is  made  for  at  least 
an  interval  of  two  months  after  the  infection 
has  subsided. 

For  the  removal  of  a so-called  branchial  cyst 
the  author  prefers  to  make  a horizontal  incision 
through  skin  and  platysma.  After  the  flaps  are 
well  reflected  the  cervical  fascia  is  incised  along 
the  anterior  fibers  of  the  sternomastoid  muscle. 
The  approach  should  always  be  in  front  of  the 
muscle  even  thouguh  the  cyst  may  bulge  pos- 
teriorly, as  the  cyst  always  lies  anterior  to  the 
carotid  sheath.  It  may  be  necessary  to  reflect 
the  sternomastoid  muscle  considerably  laterally, 
or  even  to  section  a portion  of  it,  but  this  is 
less  hazardous  than  a posterior  approach  which 
first  encounters  the  carotid  sheath.  If  one  er- 
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roneously  operates  too  soon  after  infection  there 
will  be  no  line  of  cleavage  and  it  would  be  safer 
to  simply  incise  the  cyst  wall,  touch  the  interior 
with  iodine  and  place  a guaze  pack  into  the 
cavity  and  remove  the  cyst  at  a later  date.  The 
author  has  had  this  experience  on  three  occa- 
sions. In  one  case  the  cyst  wall  collapsed  with- 
out recurrence  when  the  pack  was  removed.  In 
the  other  two  patients  the  cysts  were  removed 
in  two  months.  A definite  line  of  cleavage 
was  then  found  and  total  excision  was  possible. 

In  he  management  of  the  fistula,  incision 
described  by  Lahey(5)  and  Bailey (6)  is  pre- 
ferred. This  is  the  so-called  stepladder  inci- 
sion. A horizontal  elliptical  incision  is  first  made 
around  the  tract,  which  is  then  dissected  upward 
beneath  the  cervical  fascia  as  far  as  possible.  A 
second  horizontal  incision  is  then  made  and  the 


tract  transferred  into  the  upper  incision.  From 
here  dissection  of  the  tract  is  carried  beneath 
the  posterior  belly  of  the  digastric  directly  to 
the  lateral  pharyngeal  wall.  At  this  point  an 
assistants  finger  pushes  out  at  the  lateral  wall 
of  the  pharynx  for  further  orientation  and  the 
tract  is  hen  ligated  flush  with  the  pharyngeal 
wall.  When  properly  managed  a cure  should 
be  expected  in  all  cases. 
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CANCER  OF  THE  COLON  AND  RECTUM 
A PLEA  FOR  EARLIER  DIAGNOSIS 

H.  G.  Williams,  M.D. 

Phoenix,  Arizona 


It  is  a well-known  fact  to  any  physician  who 
has  had  experience  with  carcinoma  of  the  colon 
and  rectum  that  patients  with  this  disease  will 
procrastinate  from  having  an  adequate  investi- 
gation longer  than  those  of  any  other  form  of 
cancer.  It  is  also  generally  accepted  that  car- 
cinomas of  the  colon  and  rectum  offer  a larger 
percentage  of  five  year  cures  than  any  other 
type  of  cancer  with  the  exclusion  of  skin  car- 
cinoma. Carcinoma  of  the  colon  and  rectum 
is  certainly  not  an  uncommon  disease,  yet  in 
many  cases  the  diagnosis  is  not  established  till 
late  in  the  process  of  the  disease.  One  must 
remember  that  the  diagnosis  of  carcinoma  of  the 
colon  is  a comparatively  simple  thing  in  the 
late  stages.  However,  in  many  cases,  it  is  very 
obscure  at  an  early  stage  when  operative  inter- 
ference will  offer  the  greatest  hope  for  cure. 
Knox  Vinton  of  Rochester,  New  York  reported 
in  the  American  Journal  of  Digestive  Disease  in 
1942  that  during  1939  while  accidents  caused 
120,000  deaths;  respiratory  diseases,  92,000;  and 
tuberculosis  62,000,  the  various  forms  of  cancer 
killed  154,000  people  in  the  United  States.  Ap- 
proximately 17  per  cent  of  the  154,000  cancer 
deaths  are  due  to  cancer  of  the  colon  and 
rectum.  This  high  mortality  from  carcinoma 
of  the  colon  and  rectum  should  provoke  the 
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interest  of  every  member  of  the  medical  pro- 
fession. Failure  to  cure  the  carcinomas  of  the 
colon  and  rectum  are  not  due  to  a lack  of 
operative  technique. 

Diagnosis  of  carcinoma  of  the  colon  and 
rectum  is  not  difficult  even  in  its  earlier  stages 
once  the  possibility  or  the  presence  of  this  dis- 
ease is  given  some  consideration.  That  it  is  not 
given  consideration  in  many  cases  is  shown  by 
the  fact  that  an  interval  of  ten  to  twelve  months, 
duration  of  symptoms  elapses  before  the  diag- 
nosis is  made.  The  delay  in  early  diagnosis 
also  explains  the  fact  that  in  carcinomas  of  the 
colon  and  rectum  only  about  fifty  per  cent  are 
candidates  for  radical  operative  surgery.  Even 
with  this  low  percentage  of  candidates  for  opera- 
tive interference,  there  still  is  a survival  rate 
of  about  forty  six  per  cent. 

It  is  striking  that  a large  percentage  of  pa- 
tients with  carcinoma  of  the  colon  and  rectum 
have  been  treated  for  hemorrhoids  either  by 
hemorrhoidectomy  or  by  injections  for  some 
time  before  diagnosis  is  made.  In  a large  per- 
centage of  cases  where  hemorrhoidectomies  or 
injections  have  been  done,  the  carcinoma  is 
within  reach  of  the  examining  finger  by  rectal 
examination.  It  should  always  be  the  doctor’s 
responsibility  to  consider  the  possibility  of  malig- 
nant disease  of  the  colon  and  rectum  before 
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more  advanced  signs  are  present.  It  has  been 
pointed  out  by  Hanshen,  of  the  Council  Bluffs 
Clinic,  that  loss  of  weight  a palpable  tumor  or 
mass  in  the  abdomen,  anemia  and  cachexia 
are  not  symptoms  of  carcinoma  of  the  colon. 
These  are  terminal  symptoms  of  metabolic  and 
mechanical  derangement  of  normal  vital  pro- 
cesses and  occur  with  advanced  disease.  Symp- 
toms produced  by  carcinoma  of  the  colon  and 
rectum  will,  in  many  instances,  depend  upon 
the  location  in  the  large  bowel  and  rectum. 
It  is  intended  to  again  remind  us  of  the  symp- 
toms and  signs  of  carcinoma  in  the  colon  and 
rectum  in  its  early  stages  so  that  doctors  may 
not  be  pointed  out  as  being  so  negligent  in  this 
malignant  disease. 

For  the  purpose  of  simplicity,  the  discussion 
to  follow  will  be  under  the  headings  of  history 
and  physical  examination. 

The  diagnosis  of  malignant  disease  of  the 
colon  and  rectum  can  be  made  in  a large  per- 
centage of  the  cases,  or  at  least  suspected,  by 
the  history  itself  and  later  can  be  confirmed  by 
examination. 

1.  Alterations  and  changes  in  bowel  habits : 
Carcinomas  in  various  sites  of  the  colon  and 
rectum,  particularly  the  colon,  will  produce 
changes  and  alterations  of  the  bowel  habit.  Car- 
cinomas of  the  cecum  and  ascending  colon  may 
produce  changes  in  the  bowel  habit  such  as  con- 
stipation and  diarrhea,  rather  late,  while  lesions 
of  the  left  side  of  the  colon,  particularly  the 
rectosigmoid,  may  produce  signs  of  obstruction 
much  earlier.  This  is  easily  explained  because 
of  the  fact  that  the  feces  are  much  more  liquid 
in  the  right  half,  than  in  the  left  half  of  the 
colon  and  rectum.  The  closer  the  carcinoma  is 
to  the  ileocecal  valve,  the  earlier  the  symptoms 
of  obstruction  may  appear  in  the  right  half  of 
the  colon;  and  just  as  often  as  in  the  left  half 
of  the  colon.  Cromar,  Morgan  and  Dixon  re- 
ported sixty-one  cases  of  cancer  of  the  colon 
and  rectum  that  measured  less  than  2.5  cms.  in 
diameter.  While  these  are  very  small  lesions, 
yet  fourteen  of  these  in  the  proximal  part  of  the 
colon  had  caused  symptoms  of  intestinal  obstruc- 
tion. While  constipation  is  one  of  the  earlier 
symptoms  of  carcinoma  of  the  large  bowel, 
diarrhea  may  occur  and  in  15  per  cent  according 
to  Freed,  Morwell  and  Feldman,  of  Baltimore, 
Maryland.  Furthermore  alternating  diarrhea 
and  constipation  occurred  in  10  per  cent  of  their 
cases.  Because  a patient  gives  a history  of  life 


long  constipation  it  does  not  necessarily  rule  out 
carcinoma  of  the  large  bowel  and  rectum.  Care- 
ful inquiry  into  the  history  of  these  patients 
may  reveal  the  fact  that  the  constipation  has 
suddenly  gotten  worse  recently.  This  certainly 
should  make  one  think  of  the  presence  of  car- 
cinoma of  the  colon  and  rectum.  Carcinomas 
of  the  rectum  do  not  so  frequently  give  the 
history  of  constipation  but  of  a diarrhea,  particu- 
larly with  much  tenesmus  if  the  lesion  encroach- 
es upon  the  internal  sphincter  in  the  rectum. 
Some  patients  complain  of  very  foul  smelling 
stools  particularly  when  the  carcinoma  has 
reached  a period  of  growth  in  which  there  is 
some  obstruction.  This  is  due  to  sudden  eva- 
cuation of  obstructed  fecal  content  which  has 
undergone  decomposition.  Other  symptoms 
such  as  the  loss  of  appetite,  gaseous  eructions, 
nausea,  and  flatulence  may  be  present.  Indeed, 
these  maybe  the  symptoms  that  first  brings  the 
attention  of  the  patient  to  the  fact  that  there 
is  something  wrong,  particularly  in  the  carcin- 
omas of  the  cecum  and  ascending  colon.  These, 
will  increase  as  the  process  of  the  obstructive 
lesion  increases.  In  carcinoma  of  the  distal 
colon  progressive  constipation  is  much  more 
marked. 

2.  Pain:  Pain  is  variable.  Abdominal  pains 

and  cramps  vary  according  to  the  location  of 
the  growth.  Early  in  carcinomas  of  the  cecum 
and  ascending  colon  there  is  vague  abdominal 
discomfort  referred  to  the  epigastrium  accom- 
panied by  pain  referred  to  the  lower  right 
quadrant.  This,  is  pain  of  the  obstructive  type 
the  closer  the  carcinoma  is  situated  to  the  ileo- 
cecal valve.  Leahy,  in  an  article  on  Diagnostic 
and  Prognostic  Signs  of  Cancer  of  the  Colon 
and  Rectum  in  1945,  based  on  300  cases  of  car- 
cinoma of  the  colon  and  rectum  by  Swinton, 
stated  that  in  carcinoma  of  the  rectum,  dull 
pains  and  cramps  were  present  in  7 per  cent; 
left  colon,  77  per  cent;  right  colon,  87  per  cent, 
and  a total  of  57  per  cent  of  patients  with 
carcinoma  of  the  colon  and  rectum  showing 
abdominal  cramps  or  pain.  It  has  been  pointed 
out  by  Leahy,  Feldman,  Barkens  and  others  that 
bowel  pain  and  discomfort  will  occur  as  a pri- 
mary symptom  of  the  disease  in  as  much  as 
50  per  cent  of  the  cases  and  as  the  disease  de- 
velops will  go  as  high  as  75-80  per  cent.  It  is 
not  an  uncommon  thing  to  have  appendices  re- 
moved for  recurrent  attacks  of  pain  and  discom- 
fort in  the  lower  right  quadrant  when  there 
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was  a carcinoma  in  the  upper  cecum  and  ascend- 
ing colon.  Many  times  reflex  disturbances  in 
the  upper  intestinal  tract  due  to  carcinomatous 
lesions  in  the  right  colon  will  distract  one’s  at- 
tention from  the  primary  lesion.  In  the  trans- 
verse colon,  intestinal  discomfort  such  as  colic 
and  pain  are  early  symptoms.  With  increasing 
obstruction  due  to  the  carcinoma,  the  pain,  is 
colic  in  type,  and  becomes  more  intense  and 
severe.  Pain  in  the  left  side  of  the  colon  may 
be  only  discomfort  in  the  left  lower  quadrant 
at  first.  However,  as  the  obstruction  progresses, 
abdominal  distention  and  colicky  pain  become 
more  prominent.  There  may  not  be  much  dis- 
comfort in  rectal  carcinoma  unless  there  is  en- 
croachment on  the  lower  part  of  the  rectum: 
Pain  here  is  mostly  in  the  form  of  tenesmus  and 
a feeling  of  incomplete  evacuaution  of  the 
bowels. 

3.  Hemorrhages  Hemorrhage  or  blood  in  the 
stool  occurs  most  frequently  in  carcinomas  of 
the  rectum.  Here,  one  of  the  early  symptoms 
is  rectal  bleeding.  This  frequently  causes  the 
patient  to  report  to  the  doctor  that  hemorrhoids 
are  resent.  Blood,  in  the  stool  occurs  in  any- 
where from  80-90  per  cent  of  the  rectal  cancers, 
while  in  colon  carcinoma  it  is  only  around  40-50 
per  cent.  In  cancers  of  the  right  colon,  bleed- 
ing occurs  in  9 per  cent.  In  the  right  colon 
bleeding  occurs  often  but  is  overlooked  on  ac- 
count of  the  dark  character  of  the  blood.  This 
probably  accounts  for,  a lower  percentage  of 
history  of  bleeding.  One  must  inquire  care- 
fully into  the  character  and  color  of  the  stool  to 
get  the  history  of  bleeding.  While  it  has  been 
mentioned  that  blood  in  the  stool  may  be 
masked  as  far  as  the  patient  is  concerned  by 
the  color  of  the  stool,  ulcerating  lesions  on  the 
left  side  of  the  colon  and  rectum  provokes  the 
attention  of  the  patient  because  the  blood  is 
bright  red.  Some  patients  will  give  a history 
of  some  bleeding  prior  to  the  development  of 
the  carcinoma.  This  bleeding,  may  be  caused 
by  a benign  polyp.  The  polyp  may  bleed  for 
sometime  before  undergoing  malignant  change. 
This  has  been  pointed  out  by  Leahy  who  has 
said  that  3 per  cent  of  people  have  polyps  in 
the  rectum  or  colon,  the  discovery  of  which  will 
not  insure  them  against  the  possibility  of  later 
carcinoma.  These  lesions  are  known  to  degen- 
erate malignantly  in  a high  percentage  of  cases. 
Discovery  of  some  benign  lesion  that  would 
cause  a hemorrhage,  such  as  posterior  anal 


ulcer,  fissure  or  hemmorrhoids  does  not  ex- 
clude a carcinoma  developing  higher  up  out  of 
reach  of  the  examining  finger  or  even  the  proc- 
toscope. It  should  be  routine  practice,  although 
a benign  lesions  has  been  discovered  that  causes 
bleeding,  to  perform  a barium  x-ray  examination. 

Other  symptoms  such  as  cachexia,  toxemia, 
loss  of  weight,  anemia,  and  dyspepsia  are  com- 
mon. These  may  be  late  symptoms  except  in 
carcinomas  of  the  right  side  of  the  colon.  Many 
times  the  first  symptoms  are  loss  of  weight, 
anemia,  and  cachexia. 

It  has  never  been  explained  why  carcinomas 
of  the  right  side  of  the  colon  may  reach  the 
stage  of  palpability  yet  be  resectable,  while 
carcinomas  of  the  left  side  of  the  colon  and 
rectum  when  they  have  approached  this  stage 
of  development,  as  a rule,  cannot  be  resected. 
Also  there  is  such  a thing  as  “silent”  carcinoma 
of  the  large  bowel.  That  is,  there  are  carcinomas 
that  produce  no  particular  symptoms  and  are 
discovered  accidentally  in  a routine  examination. 
Stroll  and  Bargens  reported  a series  of  (6.7  per 
cent  of  such  cases).  Loss  of  weight  may  be  as 
much  as  40-45  pounds.  Progressive  anemia,  of 
secondary  type,  usually  appears  late  on  the  right 
side  of  the  colon. 

Physical  Examination : 

In  most  instances  when  a palpable  mass  can 
be  determined  on  abdominal  palpation,  carcin- 
oma of  the  colon  is  in  a late  stage.  In  some 
cases,  this  sign  may  be  the  first  objective  mani- 
festation. Tumor  masses  of  the  colon  may  at 
one  time  be  definitely  palpated  while  on  another 
occasion  they  may  not.  This  is  due  to  changes 
in  the  position  of  the  bowel.  Especially  is  this 
true  in  growths  in  the  cecum  and  descending 
colon.  Carcinomas  in  the  hepatic  flexure  are 
very  difficult  to  palpate,  because  they  may  be 
obscured  by  the  overlying  liver.  In  a small 
percentage  of  cases  palpation  of  the  left  side  of 
the  colon  or  transverse  colon  may  give  referred 
pain  over  the  cecal  area  in  carcinomas  of  the 
cecum.  This  is  explained  by  the  pressure  on 
the  colon  producing  tension  in  the  cecum  where 
an  ulcerating  lesion  is  present.  In  late  stages 
of  carcinoma  of  the  colon,  palpable  masses  can 
be  made  out  in  over  50  per  cent  of  cases.  Many 
times  abdominal  palpation  will  give  tenderness 
directly  over  the  carcinomatous  area  of  the 
bowel,  especially  in  late  stages  and  when  there 
has  been  some  leakage  through  a perforation 
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or  when  a large  amount  of  secondary  infection 
is  present. 

Digital  Examination:  In  about  60  per  cent 

of  cases  of  carcinoma  of  the  rectum  the  car- 
cinomatous growth  is  within  reach  of  the  exam- 
ining finger.  Digital  examination  also  gives 
some  idea  of  the  mobility  of  the  growth,  which 
would  influence  the  prognosis  and  operability 
of  the  carcinoma.  There  is  usually  a typical 
feel  to  carcinomas  of  the  rectum  on  digital  exam- 
ination. There  is  a large,  hard,  elevated  border 
with  an  excavated  center  in  the  central  portion 
of  the  mass.  Many  times  the  folds  in  the  rectum 
will  not  reveal  an  early  carcinoma  as  seen 
through  the  proctoscope  while  digital  examina- 
tion will  give  the  examiner  the  correct  estima- 
tion of  the  disease.  One  portion  of  the  rectum 
low  in  the  ampulla,  cannot  be  seen  by  a procto- 
scopic examination  or  be  revealed  by  x-ray  exam- 
ination and  can  only  be  felt  and  discovered  by 
digital  examination.  There  is  no  question  that 
carcinomas  of  the  ampulla  are  missed  because 
of  the  lack  of  a digital  examination  even  though 
proctoscopic  examination  has  been  carried  out. 
Further,  digital  examination  will  help  one  deter- 
mine the  location  of  the  growth  in  the  rectum 
and  should  always  precede  sigmoidoscopic  exam- 
ination. In  all  disturbances  of  the  bowel  func- 
tion a digital  examination  should  never  be 
neglected.  In  fact,  a gastro-intestinal  investi- 
gation is  never  complete  without  digital  exam- 
ination. 

Sigmoidoscopic  Examinations  All  gastro-intes- 
tinal examinations  for  any  chronic  disturbances 
of  bowel  function  are  not  complete  without  a 
proctosigmoidoscopic  examination.  In  the  use 
of  the  sigmoidoscope  one  should  remember  that 
the  insertion  of  the  sigmoidoscope  and  with- 
drawal should  be  done  several  times  before  com- 
pleting the  examination.  Especially  is  this  true 
in  the  withdrawal  of  the  sigmoidoscope  as  some 
hidden  lesion  may  be  located  in  the  folds  of  the 
mucous  membrane  and  be  obscured  unless  the 
slow  withdrawal  and  thorough  examination  is 
carried  out.  Furthermore  sigmoidoscopic  exam- 
ination will  reveal  polyps  of  the  rectum  and 
recto-sigmoid  which  are,  as  has  been  pointed 
out,  potential  malignancies.  Lesions  of  the 
descending  colon  cannot  be  seen  with  the  sig- 
moidoscope but  the  fact  that  blood,  pus  and  de- 
bris may  be  seen  on  the  rectal  wall  through  the 
proctoscope  and  sigmoidoscope  should  certainly 
aroue  one’s  suspicions  of  carcinoma  lying  beyond 


the  reach  of  the  sigmoidoscope.  On  two  occasions 
in  our  series  of  cases,  carcinoma  could  not  be 
demonstrated  by  x-ray  but  a laporatomy  was 
done  on  the  strength  that  pus,  blood  and  debris 
which  could  be  seen  on  the  rectal  wall.  Explora- 
tory laporatomies  disclosed  lesions  of  the  de- 
scending colon  which  were  very  early  and  were 
not  diagnostic  by  x-ray  examination. 

X-ray  or  roentgenologic  examination  of  the 
colon:  A single  x-ray  examination  of  the  rec- 

tum or  colon  should  never  be  relied  upon  as  a 
final  diagnostic  procedure.  It  is  true  that  x-ray 
evidence  of  carcinoma  of  the  colon,  may,  in 
many  instances,  be  elicited  long  before  clinical 
manifestations  exhibit  themselves.  An  upright 
view  should  always  be  taken  and  a double  enema 
of  barium  and  air  should  always  be  taken  for 
mucosal  studies.  This  was  brought  out  in  an 
excellent  article  by  Jocoby  and  Lutz  of  New 
York  City.  Carcinoma  is  a lesion  developing 
in  the  mucous  membrance  and  extending  from 
it  and  the  study  of  mucosal  patterns  reveals 
earlier  lesions.  This  also  helps  differentiate  other 
benign  lesions  that  develop  outside  of  the  bowel 
and  produce  symptoms  by  protrusion  into  the 
bowel.  Three  cases  that  were  missed  by  ordin- 
ary barium  enema  examination  were  clearly 
shown  by  definite  mucosal  studies.  One  should 
rely  upon  the  radiologist  to  prepare  the  patient 
before  examination  when  one  suspects  carcin- 
oma. The  radiologist  should  be  given  full  rein 
in  the  preparation  of  the  patient  before  barium 
enema  examination  so  that  he  may  carry  out 
air  contrast  which  is  nearly  impossible  unless 
the  patient  has  been  properly  prepared  be- 
forehand. The  degree  of  contractility  and  elas- 
ticity of  the  colon  can  be  determined  only  by 
mucosal  study  methods  and  many  times  it  is 
completely  obscured  by  the  use  of  routine  barium 
enemas.  All  carcinomas  of  the  rectum  and 
large  bowel  start  at  one  point  in  circumference 
in  the  mucous  membrane,  and  it  is  possible 
that  as  the  lesion  is  visualized  in  the  roentgeno- 
gram to  make  a rough  guess  as  to  the  length  of 
time  the  lesion  has  existed.  This  gives  us  some 
idea  of  the  possibility  of  there  being  distant 
metastases.  Leahy  states  that  when  a carcinoma 
of  the  colon  or  rectum  has  become  annular  it 
can  be  assumed  that  such  a lesion  is  six  months 
to  a year  old,  and  that  when,  in  addition  to  this, 
the  lesion  has  not  only  become  annular,  but  his 
extended  around  the  tube  of  the  bowel  so  that 
the  lesion  is  canalized  to  such  an  extent  that  a 
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definite  canal  can  be  seen  in  the  roentgenogram, 
it  can  be  assumed  that  another  six  months  is 
required  for  the  growth  to  extend  along  the  tube 
of  the  bowel  to  produce  the  canalization.  It 
can,  therefore,  be  said  that  any  annular  lesion 
of  the  colon  and  rectum  is  a miminal  of  six 
months  old  and  that  an  annuluar  lesion  that  has 
become  canalized  is,  in  all  probability,  a mini- 
mal of  nine  months  to  a year  old  and  that  these 
lesions  that  are  old,  in  a very  large  number  of 
cases,  will  prove  inoperable.  Therefore,  it  is  im- 
portant that  studies  of  the  mucosal  pattern  be 
done  to  detect  these  lesions  before  these  an- 
nular strictures  take  place. 

It  is  evident  that  the  surgeon  should  work 
in  close  harmony  with  the  roentgenologist  and 
leave  the  examination  of  the  rectum  and  colon 
up  to  him  entirely  in  so  far  as  the  x-ray  diag- 
nosis is  involved. 

In  Conclusion : It  has  been  pointed  out  fre- 

quently by  different  authors  that  usually  two  per- 
sons are  to  blame  for  delay  in  diagnosis  of  car- 
cinoma of  the  colon  and  rectum.  These  two 
people  are:  the  patient  and  the  first  consulting 


doctor.  The  patient  is  totally  unaware  of  what 
is  going  on  and  is  reticent  to  have  proctoscopic 
and  colonic  examination.  The  first  consulting 
doctor,  on  the  other  hand,  many  times  has  ex- 
hibited a woeful  lack  of  interest  in  this  condi- 
tion or  has  an  aversion  for  rectal  diseases.  He 
is  too  ready  to  discontinue  examination  when 
some  benign  condition  such  as  gallbladder  dis- 
ease, ulcer,  fissure  or  hemorrhoids  is  found  and 
he  has  not  suspected  a malignancy  of  the  bowel. 
60  per  cent  of  all  large  bowel  malignancies  are 
within  the  lower  ten  inches  of  the  bowel,  and 
are  readily  demonstrable. 

Although  the  present  cancer  campaign  may 
result  in  much  cancer  phobia  and  hysteria  it 
must  be  realized  that  none  of  these  benign  con- 
ditions will  kill  the  patient  while  cancer  will. 
Furthermore,  it  is  incumbent  upon  the  first  con- 
sulting doctor  to  consult  freely  and  work  con- 
tinuously and  in  harmony  with  the  surgeon, 
the  roentgenologist,  and  the  internist.  If  this 
is  carried  out,  in  the  near  future  more  early 
carcinomas  of  the  large  bowel  and  rectum  will 
be  found,  and  be  amenable  to  extirpation. 


RESULTS  OF  ONE  HUNDRED  CRANIOTOMIES  AT  THE 
ARIZONA  STATE  HOSPITAL* 

John  R.  Green,  M.D.,  R.  E.  H.  Duisberg,  M.  D.  and  W.  B.  McGrath,  M.D. 

Phoenix,  Arizona 


One  hundred  craniotomies  were  performed  be- 
tween October  13,  1947  and  February  7,  1952, 
on  ninety  patients  who  resided  at  the  Arizona 
State  Hospital.  This  work  represents  the  opera- 
tive phase  of  the  diagnostic  and  therapeutic  pro- 
gram of  the  Neuro-surgical  Unit  of  the  hospital, 
and  may  be  subdivided  in  the  following  manner: 

I.  Psycho-surgery  Project 

II.  Epilepsy  Project 

III.  Miscellaneous  neuro-surgical  problems 

A brief  description  is  presented  of  the  projects 
involved,  and  also  an  accounting  of  the  results 
of  neuro-surgical  treatment  of  these  patients, 
who  were  refractory  to  other  methods  of  treat- 
ment and  accordingly  were  faced  with  perman- 
ent institutional  care. 

I.  Psycho-Surgery  Project 
The  utilization  of  neuro-surgery  as  a therapeu- 
tic weapon  for  dealing  with  some  of  the  more 
severe  psychoses  was  reported  by  Dr.  Egas 

“Presented  at  the  annual  meeting  of  the  Arizona  Medical  As- 
sociation, April  30-May  2,  1952,  Phoenix,  Arizona. 

From  the  Neuro-Surgical  Unit,  Arizona  State  Hospital  Phoe- 
nix, Arizona. 


Moniz  in  1935(1).  For  some  years  prior  to  this, 
he  had  entertained  the  thought  of  interrupting 
frontal  lobe  projections  for  this  purpose  because 
of  the  clinical  observation  of  improved  behavior 
in  certain  patients  with  injuries  or  tumors  in  this 
area,  and  on  the  basis  of  the  behavioral  changes 
in  the  chimpanzees,  Becky  and  Lucy,  following 
bilateral  removal  of  the  frontal  areas  (Fulton 
and  Jacobsen)  (2).  The  degree  of  later  success 
of  this  concept  is  indicated  by  the  fact  that  the 
Nobel  prize  winner  for  1949  in  Medicine  was 
Moniz,— for  his  work  in  the  field  of  psycho-sur- 
gery. Frontal  lobotomy  was  introduced  in  Amer- 
ica in  1936  by  Freeman  and  Watts(3). 

The  undesirable  effects  of  the  frontal  lobo- 
tomy operation  are  well  known,  including: 
changes  of  personality  in  respect  to  loss  of  social 
consciousness,  ambition,  imagination  and  fore- 
sight, along  with  a fairly  low  percentage  of  post- 
operative complications,  such  as  hemorrhage, 
infection,  epilepsy  and  urinary  incontinence.  The 
beneficial  results  of  normalized  emotional  res- 
ponsiveness following  these  procedures  have 
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been  sufficient  to  justify  them  from  the  stand- 
point of  rehabilitation,— but,  more  selective  pro- 
cedures are  being  studied  with  the  hope  of  ob- 
taining the  improvement,  with  a reduction  of 
the  undesirable  side-effects  of  the  surgery. 

Our  project  has  concerned  the  selection  of 
fifty-seven  chronic  mental  patients  for  psycho- 
surgery and  the  evaluation  of  the  effects  of 
bilateral  orbitofrontal  lobotomy  performed  from 
October  13,  1947  to  February  7,  1952,  as  a treat- 
ment for  these  patients  (Green,  Duisberg,  and 
McGrath)  (4).  Orbitofrontal  lobotomy  was  de- 
cided upon  instead  of  the  more  extensive  stan- 
dard frontal  lobotomy  in  order  to  attempt  to 
reduce  the  undesirable  blunting  of  personality 
which  follows  the  latter  procedure,  and  pre- 
dicated on  the  encouraging  but  unconfirmed 
clinical  reports  of  Hofstatter  and  associates  in 
1945(5)  and  the  known  anatomic  and  physiolo- 
gic evidence  of  concentration  of  frontothalamic 
projections  thru’  the  orbitofrontal  areas  Clark 
(6),  von  Bonin  and  Green(7). 

Selection  of  Patients : The  patients  were  all 

committed  to  the  state  mental  instituion,  and 
had  resided  there  for  an  average  of  eight  years, 
not  responding  to  the  standard  therapy,  includ- 
ing shock,  etc.,  and  in  most  instances  being  dis- 
turbed to  the  degree  that  confinement  on  closed 
wards  was  a necessity.  Following  referral  from 
the  Psychiatric  Staff  of  the  hospital,  the  patients 
were  examined  by  two  psychiatric  consultants 
(R.  E.  H.  D.  and  W.  B.  McG. ).  Fifty  seven 
patients  were  considered  to  have  sufficient  emo- 
tional responsiveness  with  their  psychiatric  ab- 
normality to  warrant  consideration  of  surgical 
intervention.  Thus,  the  estimation  of  degree 
of  emotional  “charge”  was  based  upon  the  com- 
plaints, behavior  and  autonomic  status,  and  to  a 
degree,  constituted  the  major  indication  for  sur- 
gery. Without  such  abnormal  responsiveness, 
the  operation  is  contra-indicated.  Further  stu- 
dies included  psychometric,  electroencephalo- 
graphic,  pneumoencephalographic,  spinal  fluid, 
and  medical  evaluations  in  almost  all  cases  prior 
to  neuro-surgical  recommendations. 

Surgical  Technique : Utilizing  Sodium  Pento- 

thal  anaesthesia,  U/2  inch  crown  trephinations 
were  made  in  the  low  frontal  areas  on  both  sides 
at  measured  point  (3  cm.  posterior  to  the  lateral 
rim  of  the  orbit  and  6 cm.  perpendicularly  above 
this).  Under  direct  vision,  thereby  following  a 
generally  accepted  basic  principle  of  adequate 
surgical  exposure,  lesions  were  placed  in  the 


orbitofrontal  areas  above  the  plane  of  the  wing 
of  the  sphenoid  bone  and  sparing  the  upper 
quadrants  of  both  frontal  lobes. 

Results  of  orbitofrontal  lobotomy:  Fifty-seven 
patients  have  now  been  studied  by  us  for  four  to 
fifty-five  months  following  surgery.  Evalua- 
tion of  results  in  each  patient  was  based  on  a 
combination  of  psychiatric  and  psychometric 
determinations,  the  social  adjustment  of  the 
patient  either  in  or  outside  of  the  hospital,  and 
information  obtained  from  questionaires  sub- 
mitted to  relatives. 

Twenty-four  patients  were  improved  to  the 
point  that  they  have  been  discharged  from  the 
hospital  and  are  now  living  at  home.  Eleven  of 
these  are  independent  and  self-supporting,  eight 
are  partially  self-supporting  but  require  some 
supervision,  and  five  require  care  and  observa- 
tion. 

Thirty-one  patients  have  remained  in  the  hos- 
pital, with  the  majority  (18  patients)  becoming 
improved  to  the  degree  that  they  can  be  handled 
on  open  wards  and  in  many  cases  assist  011 
ward  or  ground  crews.  Four  of  these  persons 
could  be  sent  home  if  their  home  environment 
was  satisfactory.  Twelve  patients  have  shown 
temporary  or  no  improvement,  and  one  is  worse. 
Two  patients  have  expired:  causes  of  death 
were:  (1)  Arteriosclerotic  heart  disease,  hyper- 
tension, and  cardiac  decompensation,  12  months 
following  surgery,  and  (2)  Cerebral  thrombosis, 
hypertension,  diabetes  mellitus  and  broncho- 
pneumonia, one  week  after  surgery.  Neither  are 
considered  as  operative  fatalities. 

Thus,  42  patients  can  be  said  to  have  been 
improved  in  varying  degrees  with  24  home  and 
18  still  in  the  hospital  in  this  category.  (11  pa- 
tients have  regressed  after  temporary  improve- 
ment, and  5 patients  have  improved  after  show- 
ing no  immediate  benefits. 

There  have  been  three  instances  of  post- 
surgical  infection,  three  cases  of  convulsive  ab- 
normalities post-operatively,  but  no  complica- 
tions referable  to  hemorrhage  or  urinary  incon- 
tinence. 

Table  I depicts  clinical  results  according  to 
diagnostic  categories. 

These  results  compare  favorably  with  other 
published  reports.  Fulton(8)  in  summarizing 
the  results  as  reported  at  the  December  1948 
meeting  of  the  Association  for  Research  in  Ner- 
vous and  Mental  Diseases  commented  that  35- 
50%  of  the  hospitalized  cases  were  reported  as 
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being  sufficiently  improved  to  be  sent  home  to 
their  families  (24  of  57  patients  in  our  series); 
15-20%  of  the  remainder  in  the  various  series 
were  sufficiently  improved  to  be  able  to  take 
on  odd  jobs  in  the  institution;  30-35%  were  un- 
improved 12  of  57  in  our  series);  and  not  more 
than  1-3%  were  said  to  have  been  made  worse 
( 1 of  57  in  our  group ) . 

The  incidence  of  epilepsy  following  frontal 
lobotomy  has  been  reported  to  vary  from  10- 
14%,  (Scoville(9),  Freeman  and  Watts (10),  and 
Columbia-Greystone  Associates  ( 11 ).  To  date 
we  have  encountered  this  complication  in  3 of 
the  57  patients. 

II.  Epilepsy  Project 

All  patients  in  the  institution  and  a few  out- 
patients who  suffered  from  convulsive  disorders 
or  sudden  outbursts  of  abnormal  behavior  were 
referred  by  the  Psychiatric  Staff  to  the  Neuro- 
Surgical  Unit  for  evaluation.  Neurologic,  psy- 
chiatric and  psychometric  studies  were  supple- 
mented by  electroencephalographic  and  pneu- 
moencephalographic  examinations,  in  order  to 
clarify  the  diagnosis. 

If  no  evidence  of  focal  epilepsy  could  be 
obtained  on  the  basis  of  the  seizure  pattern 


or  other  studies,  the  patient  was  then  managed 
subsequently  on  drugs  and  general  measures. 

Surgical  therapy  was  considered  in  patients 
with  clinical  and  laboratory  evidence  of  focal 
epilepsy  if  intensive  medical  therapy  failed,  and 
provided  some  degree  of  social  and  economic 
rehabilitation  could  be  expected  if  the  seizures 
could  be  stopped  by  surgical  means.  The  indi- 
cations and  contra-indications  for  surgical  ther- 
apy in  epilepsy  must  be  strict  in  order  to  obtain 
successful  results.  (Penfield  and  Erickson  ( 12), 
Walker  (13),  and  Green  (14). 

Excisions  of  meningo-cortical  scars  have  been 
made  in  the  treatment  of  focal  epilepsy  since 
the  era  of  modern  neuro-surgery,  beginning  with 
Sir  Victor  Horsely  in  1886(15).  In  carefully 
selected  patients,  the  seizures  have  been  elim- 
inated in  nearly  one  half  of  the  reported  cases 
(Penfield  and  Erickson (12)  and  Penfield  and 
Steelman  ( 16).  Since  the  development  of  elec- 
trocorticography  the  role  of  the  scar  in  the  pro- 
duction of  epilepsy  has  been  emphasized  less, 
and  that  of  the  adjacent  pathologic  cortex  rec- 
ognized (Walker  (17),  Penfield(  18),  thus  lead- 
ing to  wider  cortical  excisions.  The  work  of 
Fuster,  Gibbs  and  Gibbs  (19)  suggesting  that 
“psychomotor”  seizures  may  be  focal  in  the  an- 
terior portion  of  the  temporal  lobe  led  to  the 
surgical  treatment  of  psychomotor  epilepsy 
( Bailey  and  Gibbs  ( 20 ) ( 21 ) , thereby  extending 
the  therapeutic  armamentarium  to  this  group  of 
patients.  Our  project,  aided  by  Drs.  Bailey  and 
Gibbs,  represents  the  first  carefully  controlled 
series  of  focal  epileptics  of  psychomotor  type 
treated  surgically  in  a state  mental  institution. 

Between  July  6,  1948  and  August  6,  1951, 
twenty  seven  patients  with  focal  epilepsy  were 
treated  by  neuro-surgical  means.  It  is  of  un- 
usual interest  that  23  of  these  patients  suffered 
from  Focal  Epilepsy  of  Psychomotor  Type,  with 
temporal  lobe  disorders,  and  only  4 had  focal 
abnormalities  of  other  types.  These  four  pa- 
tients suffered  from  Jacksonian  Epilepsy  of  fron- 
tal lobe  origin.  This  disproportion  indicates  the 
role  of  the  temporal  lobe  in  the  psychiatric  dis- 
orders associated  with  epilepsy. 

Surgical  Technique : Utilizing  Sodium  Pento- 
thal  anaesthesia,  supplemented  by  114%  Procaine 
infiltration  of  the  scalp,  an  osteoplastic  craniot- 
omy was  done  in  order  to  expose  the  general 
area  of  the  cerebral  cortex  which  contained  the 
epileptogenic  focus.  This  focus  could  usually 
be  well  delineated  by  means  of  electrocorticog- 
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raphy,  supplemented  by  the  use  of  electrical 
stimulation.  Cortical  excision,  by  subpial  dis- 
section methods,  was  completed,  and  electrical 
studies  were  then  repeated  to  determine  the 
adequacy  of  the  removal  of  the  epileptogenic 
focus. 

Results  of  Cortical  Excisions  for  Focal  Epil- 
epsy: Twenty  seven  patients  have  now  been 

studied  by  us  from  nine  to  forty  six  months 
following  surgery.  Evaluation  of  results  in  each 
case  was  based  on  a combination  of  social  ad- 
justment, ability  to  work,  psychiatric  status,  and 
the  degree  of  relief  from  seizures. 

Sixteen  patients  were  improved  to  the  point 
that  they  have  been  discharged  from  the  hospital 
and  are  now  living  at  home.  Eight  of  these  are 
independent  and  self-supporting,  four  are  par- 
tially self-supporting,  and  four  require  care  and 
observation  at  home,  and  are  occasionally  re- 
admitted to  the  hospital  for  periods  of  obser- 
vation. 

Eleven  of  the  patients  have  remained  in  the 
hospital,  with  the  majority  (seven)  becoming 
improved  to  the  degree  that  they  are  some  help 
on  the  wards,  three  were  unimproved,  and  one 
expired  28  months  following  surgery  of  pneu- 
monitis, after  having  been  improved. 

Thus,  23  patients  can  be  said  to  have  been 
improved  in  varying  degrees,  with  16  home,  and 
7 in  the  hospital  in  this  category. 

Detailed  data  regarding  these  patients  are 
available  in  our  previous  publications  (Green, 
Duisberg,  and  McGrath  (22)  (23),  and  Bailey, 
Green,  Amador,  and  Gibbs  (24). 

Table  II  is  an  outline  of  clinical  results  ac- 
cording to  diagnostic  categories. 

III.  Miscellaneous  N euro-Surgical  Problems 

Five  patients  have  been  investigated  because 
of  the  tenative  diagnosis  of  “ Brain  Tumor”.  En- 
cephalopathy of  undetermined  origin  was  present 
in  3 of  these  patients,  neoplasm  being  ruled  out 
on  the  basis  of  normal  ventriculograms  and  caro- 
tid arteriograms.  One  patient  proved  to  have 
a medulloblastoma  within  the  fourth  ventricle, 
arising  from  the  vermis  of  the  cerebellum.  This 
tumor  was  incompletely  removed  on  May  28, 
1951.  He  is  still  symptom  free  eleven  months 
later  and  is  working,  but  the  ultimate  prognosis 
is  poor.  The  fifth  patient  proved  to  have  a 
g lioblastotna  multiforme  within  the  left  frontal 
lobe.  This  tumor  was  incompletely  removed  on 
October  24,  1951.  The  patient  continues  to 
have  his  symptoms  of  mental  deficit  and  is 
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receiving  medical  care  in  the  East  at  the  present 
time. 

The  final  patient  to  be  reported,  our  84th 
craniotomy,  was  referred  from  Yuma,  Arizona,  in 
a nearly  terminal  state.  An  osteopathic  neuro- 
surgeon in  Los  Angeles  had  turned  down  a bone 
flap  of  skull  to  remove  a suspected  intra-cranial 
hematoma,  and  was  unable  to  make  a closure, 
thereby  allowing  herniation  of  the  left  hemi- 
sphere of  the  brain,  with  secondary'  paralysis  of 
the  right  side  of  the  body  and  loss  of  speech. 
The  cerebral  fungus  was  removed,  but  because 
of  infection  and  the  poor  condition  of  the  patient, 
death  occurred  in  his  home  several  months  later. 

Summary 

The  operative  phase  of  the  diagnostic  and 
therapeutic  program  of  the  Neuro-Surgical  Unit 
of  the  Arizona  State  Hospital  in  relationship 
to  the  effect  on  rehabilitation  of  otherwise 
unmanageable  institutionalized  patients  is  dis- 
cussed. 

One  hundred  craniotomies  were  performed  be- 
tween October  13,  1947,  and  February  7,  1952, 
or  ninety  patients  without  operative  mortality. 
Four  patients  are  now  dead  of  other  causes. 

Of  57  psychotic  patients  who  were  treated 
with  orbitofrontal  lobotomy,  24  are  home  ( 11 
working  and  independent,  8 partially  indepen- 
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dent,  15  dependent),  31  remain  in  the  institu- 
tion ( 18  improved,  12  unimproved,  1 worse ) , and 
2 are  dead. 

Of  27  patients  with  focal  epilepsy,  treated 
by  cortical  excision,  16  are  home  (8  working  and 
independent,  4 partially  independent,  and  4 
dependent),  10  remain  in  the  institution  (7  im- 
proved, 3 unimproved),  and  1 is  dead. 

Of  six  patients  who  were  treated  for  other 
conditions,  5 were  considered  to  have  brain 
tumors,  and  1 had  a cerebral  fungus  following 
a craniotomy  done  outside  of  Arizona.  Two 
malignant  cerebral  neoplasms  were  treated 
operatively  (1  patient  is  still  independent  and 
working,  and  the  other  is  in  a hospital  in  the 
East);  the  remaining  three  patients  in  whom 
brain  tumor  was  suspected  are  at  home,  special 
studies  having  shown  no  evidence  of  neoplasm. 
The  cerebral  fungus  (herniation)  was  repaired, 
but  was  so  extensive  that  the  patient  ultimately 
expired  in  his  home.  Table  III. 
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Conclusions 

The  projects  as  outlined  above  have  been 
productive  from  the  standpoint  of  clinical  re- 
search of  otherwise  unrehabilitable  patients  in 
a state  mental  institution,  thus  providing  a de- 
finite means  of  treatment.  The  results  of  neuro- 
surgery of  this  type  have  enabled  45  of  the 
patients  to  leave  the  hospital  and  to  be  at  home 
(20  are  independent,  14  are  partially  indepen- 
dent, 11  are  dependent).  Of  the  41  patients 
still  residing  in  the  institution,  24  have  been 
improved,  15  unimproved  and  1 is  worse. 

The  economic  aspects  of  being  able  to  dis- 
charge patients  from  a state  institution  are  as 
important  to  the  state  and  is  taxpayers  as  to  the 
patient  and  his  family.  The  average  cost  of  one 
thousands  dollars  a year  to  care  for  an  institu- 


tionalized person  goes  on  year  after  year.  Thus, 
the  forty  five  patients  who  now  have  left  the 
institution  represent  not  only  a saving  for  the 
state  of  approximately  $45,000.00  for  each  sub- 
sequent year  but  also  a measure  of  humuanitar- 
ian  and  scientific  advance. 
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MASSACHUSETTS  GENERAL 
HOSPITAL  CASE  NO.  36271 


The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


First  admission.  A thirty-seven-year-old  house- 
wife was  admitted  to  the  hospital  for  repair  of 
a cystocele  and  lacerated  cervix.  She  had  had 
seven  pregnancies,  which  were  followed  by  nor- 
mal lactation.  Severe  hemorrhage  followed  a 
dilatation  and  curettage  and  routine  plastic  re- 
pair, and  six  days  after  the  plastic  repair  the 
cervix  was  amputated.  The  patient  was  dis- 
charged in  good  condition  on  the  twenty-fifth 
hospital  day. 

Second  admission  (twenty  years  later).  The 
patient  had  a spontaneous  normal  menopause  at 
the  age  of  forty-five.  She  had  always  had  a some- 
what withdrawn  personality,  but  at  about  the 
age  of  fifty-four  she  began  to  spend  most  of  her 
time  in  her  room.  She  complained  of  fatigue  and 
weakness  and  developed  a craving  for  sweets. 
For  seven  weeks  before  her  second  admission, 
she  was  too  weak  to  do  any  housework  or  shop- 
ping. Two  weeks  before  admission  a series  of 
dental  extractions  was  begun.  For  six  days  before 
entry  she  refused  all  food  and  took  only  minimal 
amounts  of  water.  On  the  morning  of  admission 
she  was  cold,  sweaty  and  totally  unresponsive. 

Physical  examination  showed  a semicomatose 
woman  with  a pulse  of  80  and  a blood  pressure 
of  120  systolic,  80  diastolic.  The  lungs  were  clear, 
and  the  abdomen  soft  without  masses.  The  axil- 
lary hair  was  absent,  and  the  public  hair  was 
scanty  and  of  female  distribution.  The  skin  was 
pale,  and  the  face  expressionless.  No  abnormal 
pigmentation  was  seen.  Knee  and  ankle  jerks 
were  absent.  The  blood  sugar  was  50  mg.  per 
100  cc.  The  patient  became  active  and  oriented 
immediately  after  an  infusion  of  10  per  cent 
dextrose  in  saline  solution. 

Urine  obtained  after  this  infusion  had  a spe- 
cific gravity  of  1.018,  with  occasional  red  and 
white  cells  in  the  sediment.  There  were  a+  test 


for  albumin,  a red  sugar  reaction  and  a++  test 
for  acetone.  Examination  of  the  blood  showed 
a red-cell  count  of  3,680,000,  with  10.5  gm.  per 
100  cc.  of  hemoglobin,  and  a white-cell  count  of 
11,400,  with  91  per  cent  neutrophils.  The  non- 
protein nitrogen  was  19  mg.,  the  protein  5.3  gm.., 
and  the  cholesterol  236  mg.  per  100  cc.  and  the 
chloride  92  milliequiv.,  the  sodium  117  milli- 
equiv.,  and  the  potassium  4.45  milliequiv.  per 
litter.  Corticosteroid  excretion  was  0.04  mg.  in 
twenty-four  hours.  No  17-ketosteroids  were  de- 
tectable. Follicle-stimulating  hormone  (FSH) 
excretion  was  positive  for  52  mouse  units  in 
twenty-four  hours.  Films  of  the  skull  were  nor- 
mal. X-ray  examination  of  the  chest  showed  a 
small  heart  and  some  calcification  in  the  left 
hilar  region  and  mediastinum.  Plain  films  of  the 
abdomen  were  negative.  The  basal  metabolic 
rate  was  —8  per  cent  on  one  determination.  An 
electrocardiogram  showed  a normal  rhythm  of 
35,  very  small  QRS  waves  in  the  limb  leads,  very 
low  T waves  in  Lead  1 with  slight  late  dip,  in- 
verted T waves  Leads  2 and  3 and  a prolonged 
systole  measured  by  a QT  interval  of  about  0.45 
second. 

The  patient  responded  well  to  intravenous 
fluids  and  electrolytes,  desoxycorticosterone  ace- 
tate (DOCA),  adrenocortical  extract  and  testos- 
terone. She  was  discharged  after  twenty-six  days 
of  hospitalization  on  a regime  of  DOCA,  thyroid 
and  added  salt. 

Third  admission  (three  and  a half  years  later). 
In  the  course  of  the  next  three  years  several 
minor  crises  were  precipitated  by  upper  respira- 
tory infections,  gastrointestinal  upsets  and  an 
abscessed  tooth,  but  all  were  treated  sucessfully 
at  home  with  increased  amounts  of  DOCA  and 
saline  solution.  During  this  period  the  patient 
developed  progressive  contracture  of  both  knee 
joints.  This  admission  was  preceded  by  a brief 
period  of  confusion  and  one  bout  of  vomiting 
after  which  she  went  into  stupor.  Physical  ex- 
amination showed  a restless,  disoriented  woman 
with  a hacking  cough  and  temperature  of  103.6° 
F.  The  systolic  blood  pressure  was  85,  and  the 
diastolic  was  not  obtainable.  The  lungs  were 
clear,  and  the  abdomen  soft.  Urinalysis  was 
negative  except  for  a few  red  cells  and  casts  in 
the  sediment.  Examination  of  the  blood  revealed 
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a hemoglobin  of  12.5  gm.  and  a white-cell  count 
of  12,500,  with  80  per  cent  neutrophils.  The  sodi- 
um on  admission  was  136.2  milliequiv.,  the  po- 
tassium 4.6  milliequiv.,  and  the  chloride  103 
milliequiv.  per  liter,  and  the  sugar  109  mg.,  the 
nonprotein  nitrogen  25  mg.,  and  the  cholesterol 
174  mg.  per  100  cc.  Urine  culture  was  negative. 
FSH  excretion  was  positive  for  13  mouse  units 
in  twenty-four  hours.  X-ray  examination  of  the 
chest  showed  a density  in  the  right  middle  lobe 
consistent  with  an  infarct.  Films  of  the  pelvis 
disclosed  degenerative  changes  about  the  right 
hip  joint  and  around  the  symphysis  pubis.  The 
patient  responded  satisfactorily  to  penicillin,  in- 
travenous administration  of  dextrose  in  saline 
solution,  DOC  A and  lipoadrenal  and  aqueous 
adrenocortical  extract  and  was  discharged  after 
nine  days  on  DOAC,  methyl  testosterone  and 
sodium  chloride. 

Fourth  admission  (seven  months  later).  The 
patient  did  moderately  well  until  two  days  prior 
to  admission,  when  she  developed  coryza  fol- 
lowed by  drowsiness,  vagueness,  thirst,  anorexia 
and  vomiting.  Physical  examination  revealed  a 
temperature  of  98.6°F.,  a pulse  of  88,  respirations 
of  20  and  a blood  pressure  of  98  systolic,  60  dia- 
stolic. There  was  a hacking  cough  productive 
of  thick,  white  sputum,  but  the  examination  was 
otherwise  negative.  The  blood  sugar  was  69  mg. 
per  100  cc.,  and  the  sodium  126  millequiv.,  and 
the  potassium  4.7  milliequiv.  per  liter.  An  elec- 
trocardiogram showed  essentially  the  same  pat- 
tern as  the  previous  tracings  except  that  the 
QT  interval  had  decreased  to  0.34  second.  The 
patient  was  given  Crysticillin  and  the  usual  hor- 
mone therapy  and  was  discharged  improved  on 
the  seventh  hospital  day  on  increased  dosage  of 
DOCA  and  additional  salt. 

Final  admission  (two  and  a half  months  later). 

She  did  well  until  two  weeks  before  the  final 
admission,  when  she  became  drowsy  and  ap- 
peared to  have  deteriorated  mentally.  The  blood 
pressure  at  this  time  was  90  systolic,  70  diastolic, 
and  the  sodium  127  milliequiv.,  per  liter.  She 
was  thought  to  have  been  swallowing  her  DOAC 
tablets  instead  of  taking  them  sublingually.  She 
improved  on  intramuscular  medication  and  in- 
creased salt  (6.0  gm.  a day  for  four  days).  She 
then  developed  edema,  and  salt  and  DOAC  were 
omitted  for  three  days.  Six  days  before  admission 
she  had  many  visitors  and  complained  of  fatigue. 
On  the  following  day  she  had  an  episode  of 
fainting  relieved  by  10  cc.  of  50  per  cent  glucose 


intravenously.  The  blood  pressure  was  120  sys- 
tolic, 80  diastolic,  and  no  DOCA  was  given, 
since  edema  persisted.  Two  days  before  admis- 
sion the  blood  sugar  was  52  mg.  per  100  cc.,  and 
the  serum  sodium  117  milliequiv.  per  liter.  On 
the  following  day  she  refused  food  and  was 
given  500  cc.  of  10  per  cent  dextrose  in  saline 
solution  intravenously  and  2 mg.  of  DOCA,  and 
was  placed  on  1 cc.  of  lipoadrenal  extract  every 
eight  hours.  She  improved,  and  ate  well  the  rest 
of  the  day.  On  the  morning  of  admission  she 
vomited  and  was  very  drowsy. 

Physical  examination  revealed  a semicomatose 
woman  with  a temperature  of  99.1°  F.,  a pulse 
of  72,  and  respirations  of  20.  The  blood  pressure 
was  92  systolic,  60  diastolic.  The  right  pupil  was 
larger  than  the  left,  all  extremities  were  some- 
what spastic,  abdominal  reflexes,  knee  jerks  and 
ankle  jerks  were  absent,  and  there  were  bilateral 
Babinski  reflexes. 

The  urine  had  a specific  gravity  of  1.026  and 
gave  a++  test  for  albumin,  a mustard-colored 
sugar  reaction  and  a +++  test  for  acteone.  The 
blood  sugar  was  121  mg.,  and  the  total  protein 
5.0  gm.  per  100  cc.,  and  the  sodium  111  milli- 
equiv., the  postassium  4.2  milliequiv.,  and  the 
chloride  82  milliequiv.  per  liter.  The  nonprotein 
nitrogen  was  11  mg.,  and  the  blood  urea  nitro- 
gen 3.8  per  100  cc.  (both  these  values  were 
checked).  An  elctrocardiogram  showed  a rate 
of  80  with  a PR  interval  of  0.18  second.  There 
was  low  voltage  in  all  complexes  of  Lead  1 and 
of  the  QRS  complexes  throughout.  The  QT  in- 
terval was  0.46  second.  The  T waves  were  up 
right  in  Leads  AVR  and  AVL,  flat  in  Leads  1 
and  V6,  upright  to  inverted  in  Lead  V3  and  in- 
verted in  Leads  2,  3,  AVF,  V4  and  V5,  with  low 
voltages  in  all  Leads  except  V6. 

In  the  twenty-two  hours  of  the  hospital  course 
the  patient  received  2000  cc.  of  10  per  cent  dex- 
trose in  saline  solution,  300  cc.  of  physiologic 
saline  solution  and  700  cc.  of  5 per  cent  dextrose 
in  water,  all  intravenously,  140  cc.  of  aqueous 
adrenocortical  extract  intravenously  and  10  cc. 
intramuscularly  and  300,000  units  of  penicillin. 
The  urinary  output  during  this  period  was  575 
cc.  On  the  evening  the  first  hospital  day  occa- 
sional ventricular  premature  beats  were  heard 
and  moderate  Cheyne-Stokes  breathing  began. 
Soon  runs  of  8 to  16  rapid  beats  appeared,  and 
multifocal  ventricular  tachycardia  was  demon- 
strated by  electrocariogram.  During  the  episodes 
of  tachycardia  the  respirations  became  deep  and 
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stertorous,  the  eyes  rolled  up,  and  the  patient 
became  rigid  without  convulsive  movements. 
Quinidine  lactate,  0.05  gm.,  was  given  cautiously 
intramuscularly.  The  patient  remained  comatose 
throughout  the  night  and  the  blood  pressure 
ranged  around  100  systolic,  60  diastolic.  Twenty- 
one  hours  after  admission  she  stopped  breathing, 
and  no  heart  sounds,  pulse  or  blood  pressure 
could  be  obtained.  Then  grunting  respirations 
were  noted  at  intervals  of  about  forty  seconds. 
One  cubic  centimeter  of  intracardiac  epinephrine 
produced  no  change,  and  oxygen  and  artificial 
respiration  were  started.  Electrocardiograms 
showed  absent  P waves  and  bizarre  QRS  com- 
plexes of  0.14  second’s  duration  occurring  irregu- 
larly with  periods  of  asystole  lasting  up  to  10  sec- 
onds and  runs  of  ventricular  tachycardia  at  165 
seconds.  A mixture  of  coramine  with  caffeine 
sodium  benzoate  was  given  intracutaneously 
followed  bv  0.5  cc.  of  20  per  cent  potassium 
chloride  intracutaneously  without  improvement. 
Later  1 cc.  of  20  per  cent  potassium  chloride  was 
given  by  vein,  also  without  improvement.  About 
forty-five  minutes  after  the  episode  started  the 
electrocardiogram  showed  only  a few  bizarre 
ventricular  complexes,  and  then  no  evidence  of 
heart  action.  The  patient  became  cyanotic,  and 
was  pronounced  dead. 

KENT  THAYER,  M.D. 

The  first  admission  of  this  patient  we  will 
discard  except  to  say  she  evidently  had  normally 
functioning  endocrine  glands. 

At  the  age  of  57  a diagnosis  is  made  of  Ad- 
dison s disease  for  the  following  reasons,— (1) 
withdrawn  personality  is  frequent  in  Addisoni- 
ans.  They  have  a diminution  of  intellect,  loss  of 
memory,  apathy  and  depression.  This  is  of  ut- 
most clinical  significance  in  Addisonians  for  in 
about  70%  of  them  a change  of  mood  is  one  of 
the  earliest  signs  of  impending  collapse  or  crisis. 
(2)  Weakness  and  fatigue  is  usually  a dominant 
symptom.  (3)  Loss  of  appetite  even  to  the 
point  of  nausea  and  vomiting  is  characteristic, 
and  when  nausea  or  vomiting  occurs  crisis  is 
near.  (4)  It  is  well  known  that  any  trauma, 
mental  or  physical  is  withstood  poorly  by  Addi- 
sonians. This  patient  was  finally  thrown  into 
crisis  by  dental  extractions. 

On  admission  a B.P.  of  128/80  was  found.  This 
is  somewhat  against  the  text  book  picture,  but 
is  not  too  infrequent.  The  scanty  axillary  and 
pubic  hair  is  characteristic  and  makes  one  con- 
sider either  adrenal  or  pituitary  insufficiency,  or 


both.  Our  patient  evidently  had  little  pituitary 
disorder  since  there  were  52  monometer  of 
F.S.H.,  but  the  adrenal  activity  was  very  low 
with  no  17  Ketosteroids  being  execreted.  Pig- 
mentation is  present  in  80  to  90%  of  Addisoni- 
ans. This  patient  had  none.  Fasting  blood  sugar 
is  low  in  crisis  and  glucose  tolerance  curve  in 
Addisons  is  flat.  It  has  been  shown  there  is 
faulty  absorption  of  sugar  from  the  intestinal 
tract  and  also  faulty  utilization  of  glucose  by  the 
tissues  and  failure  of  storage  of  glycogen  in  the 
muscles  and  liver.  Our  patient  on  admission  had 
blood  sugar  of  50  mg/l()0  cc.  The  urine  usually 
is  not  of  high  specific  gravity  and  our  patient 
had  1.018  which  is  usual.  However  on  later 
admission  the  specific  gravity  went  to  1.027. 

The  sugar  in  the  urine  was  due  to  the  infusion 
of  glucose. 

Usually  a patient  in  crisis  has  an  elevated 
N.P.N.  and  urea  nitrogen.  I am  unable  to  explain 
an  N.P.N.  of  19  and  on  later  admission  an  N.P.N. 
of  11  and  urea  nitrogen  of  3.8  unless  it  was  due 
to  malnutrition  or  liver  disease. 

It  is  usual  for  the  serum  sodium  and  chloride 
to  be  diminished  and  the  decrease  of  sodium  is 
a more  reliable  index  than  chlorides.  However 
occasionally  serum  sodium  is  normal.  Our  pa- 
tient had  decreased  sodium  and  chlorides  on 
most  admissions.  Theoretically  the  serum  potas- 
sium is  elevated  in  crisis  and  decreases  under 
adequate  therapy.  However  this  is  not  a reliable 
index,  for  many  times  this  value  is  normal  even 
when  the  sodium  is  extremely  low. 

The  B.M.R.  of  —8,  I believe  means  very  little. 
Addisonians  usually  have  —10  or  lower  which 
does  not  necessarily  mean  the  thyroid  is  in- 
volved. The  E.K.G.  on  admission  is  confusing. 
With  a rate  of  35  the  QT  interval  every  45  sec. 
is  too  short  and  I believe  there  is  a mistake  in 
rate.  If  the  3 in  35  was  supposed  to  be  an  8, 
( since  on  admission  the  patient  had  a heart  rate 
of  80)  the  QT  interval  is  prolonged.  The  small 
QRS  and  inverted  T in  2 and  3 is  compatible 
with  Addison  Disease.  There  has  been  con- 
siderable discussion  as  to  these  change.  Experi- 
mentally increased  potassium  will  cause  in- 
creased conduction  time  with  high  T waves.  In 
hypokalemia  there  is  evidence  of  intra  ventricu- 
lar block  with  inverted  or  flat  T waves,  and 
prolonged  QT  interval.  These  findings  are  com- 
mon after  treatment  with  Doca. 

The  thing  that  clinches  the  diagnosis  is  the 
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fact  the  patient  responded  promptly  to  specific 
therapy. 

The  next  admissions  of  the  patient  seem  to 
confirm  our  diagnosis.  The  patient  had  minor 
and  major  crises  due  to  respiratory  infections 
and  dental  infections. 

Whether  on  the  third  admission  this  patient 
had  an  infarct  in  the  lung  or  pneumonia,  I do 
not  know.  The  progressive  contracture  of  the 
knees  I am  unable  to  explain  unless  it  was  due 
to  position  of  keeping  the  knees  flexed  while  at 
rest.  The  patient  responded  well  to  treatment 
on  the  third  and  fourth  admission  being  dis- 
charged in  9 and  7 days  respectively. 

The  final  admission,  which  was  4 years,  SV2 
months  after  diagnosis  of  Addison’s  Disease,  was 
rather  characteristic  with  mental  changes,  weak- 
ness, low  B.  P.,  and  slight  lowered  sodium  and 
low  blood  sugar.  The  patient  had  been  main- 
tained on  Doca  and  salt  and  developed  edema, 
so  these  were  discontinued,  and  the  patient 
given  glucose. 

Doca  is  effective  in  only  one  phase  of  adrenal 
cortical  failure  and  that  is  electrolyte  balance, 
and  has  no  effect  on  carbohydrate  and  protein 
metabolism.  A severe  Addisonian  in  crisis  usually 
requires  more  than  Doca  to  bring  about  a satis- 
factory response— that  is  adrenal  cortical  extract. 
This  was  given  to  our  patient  for  one  day  and 
stopped.  During  that  time  she  improved  and 
then  became  drowsy  and  comatose.  The  neuro- 
logical findings  are  suggestive  of  an  intra- 
cranial lesion,  probably  vascular  and  I would 
suspect  she  had  a right  cerebral  thrombosis. 
However,  Sorkin  states,  “an  increase  in  musclar 
tone  is  often  present  in  adrenocortical  insuffici- 
ency. This  is  sometimes  associated  with  muscular 
rigidity,  and  pyramidal  tract  signs.” 

The  EKG  on  this  admission  I believe  is  com- 
patable  with  hypokalemia. 

Potassium  may  be  lost  due  to  several  causes— 
one  of  the  most  frequent  causes  is  inability  to 
eat  followed  by  dehydration  and  then  replace- 
ment with  potassium  free  fluids,  especially  if 
there  is  abnormal  gastrointestinal  losses  due  to 
vomiting,  diarrhea  or  suction.  Another  cause  is 
transfer  of  K from  inter  celluler  spaces  to  cells, 
such  as  occurs  in  diabetic  acidosis  with  treat- 
ment with  insulin.  The  potassium  is  utilized  in 
the  metabolism  of  glucose  and  is  fixed  in  the 
cells,  leaving  a low  serum  potassium. 

Administration  of  Doca  as  adrenal  cortical 
extract  or  Cortisone  causes  an  accelerated  renal 


excretion  of  potassium.  No  mention  of  potassium 
containing  fluids  being  given  our  patient  is  made 
until  she  was  practically  dead.  Evidently  they 
were  going  by  the  serum  potassium  level,  which 
as  said  before  is  misleading.  The  EKG  changes 
are  probably  the  earliest  evidence  of  hypoka- 
lemia. These  changes  may  occur  in  other  cardiac 
conditions,  so  must  be  interpreted  according  to 
the  condition  of  the  patient. 

Patients  treated  with  Doca  over  a long  period 
of  time  may  develop  focal  myocardial  necrosis. 
This  was  found  in  7 of  8 cases  in  one  series 
treated  with  Doca  and  more  in  11  cases  who 
died  before  Doca  was  used.  These  same  changes 
of  focal  myocardial  necrosis  can  be  produced  in 
animals  either  by  potassium  deprivation  or  by 
excessive  use  of  Doca. 

My  diagnosis:  Addison’s  disease  with  crisis, 
and  Hypokalemia. 

GEORGE  McKHANN,  M.D.: 

THE  CASE  OF  THE  SALTED  LADY 

This  case  puts  me  in  mind  of  the  man  who 
had  a bear  by  the  tail,  only  this  bear  has  so  many 
tails.  I tried  to  get  Dr.  Thayer  to  hold  some  of 
them  while  I held  others,  but  no  luck. 

Miners  speak  of  an  artificially  enriched  gold 
mine  as  “salted.”  This  case  is  full  of  the  prob- 
lems of  salt.  So  the  title  this  time  is,  “The  Case 
of  the  Salted  Lady.”  I believe  Judge  Dysart  will 
agree  that  is  one  of  the  important  points  of  this 
case.  Never  have  I spent  so  many  hours,— so 
very  profitably— as  on  this  case. 

My  last  case  lacked  laboratory  work-up,  but 
this  one  kept  the  labs  busy  for  years.  Even  to 
repeat  their  reports  would  occupy  all  of  my 
allotted  time,  so  I have  attempted  to  tabulate 
the  reports  to  save  time.  In  table  1,  attention  is 
called  to  the  very  low  NPN  and  urea,  for  which 
I can  offer  no  explanation,  to  the  absence  of 
17-ketosteroids,  which  if  correct,  indicates 
pituitary  hypo-function,  and  to  the  chlorides, 
sodium,  potassium,  and  to  the  sodium  potassium 
ratio. 

Obviously  her  attending  physicians  believed 
that  she  had  Addison’s  Disease.  They  treated  her 
successfully  for  that  for  over  four  years.  With 
them  I shall  agree. 

The  symptoms  of  Adrenal  Cortical  Insuffici- 
ency are  weakness,  easy  fatigability,  abnormal 
pigmentation,  weight  loss  and  dehydration, 
hypotension  and  small  heart  size,  anorexia, 
nausea,  vomiting,  diarrhea,  dizziness  and  syn- 
copal attacks,  nervous  and  mental  symptoms. 
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TABLE  I 


Normal 

Age  in  years 
Hospital  Admission 
Hospital  Days 

Test 

20-40mg  per  lOOcc 

NPN 

10-15mg.  per  lOOcc 

Urea 

80-120mg.  per  100  cc 

Blood  sugar 

130-240mg.  per  lOOcc 

Cholesterol 

6-8Gm.  per  lOOcc 

Protein 

—10  to  Plus  10 

BMR 

Males  45% 

Females  43% 

0.2  to  2mg  in  24  h. 

Hematocrit 

Urinary  corticosteroids 

Female:  5-12mg.  in  24  h. 

Urinary  17- 

mean  lOmg. 

Ketosteroids 

Male:  8-23mg. 
Mean  15mg. 
Female:  5-100 

FSH 

mouse  units  in  24  h. 

Male:  5-30 

107  m.Eq.  per  liter 

Serum  Cl 

142  m.Eq.  per  liter 

Serum  Na 

4-5.4  m.Eq.  per  liter 

Serum  K 

32 

Na/K  Ratio 

changes  in  gonadal  function  and  secondary  sex 
characteristics,  abdominal  pain,  constipation,  salt 
craving,  muscle  pains,  and  symptoms  of  spon- 
taneous hypoglycemia,  such  as  hunger,  head- 
ache, weakness,  loss  of  initiative,  sweating, 
trembling,  emotional  instability,  negativism,  di- 
lated pupils,  blurring  of  vision,  diplopia,  cir- 
cumoral  pallor,  full  pulse,  irregular,  shallow 
breathing,  apprehension,  disorientation,  and  un- 
consciousness with  or  without  convulsions.  These 
signs  of  hypoglycemia  may  appear  with  a blood 
sugar  of  60  mg.  per  100  cc. 

The  laboratory  findings  in  adrenal  cortical  in- 
sufficiency are  decreased  serum  sodium  and 
chloride  concentration,  increased  serum  potas- 
sium and  NPN  (the  increased  NPN  is  due  to 
renal  failure),  increased  urinary  sodium  and 
chlorides  and  decreased  urinary  potassium,  hy- 
poglycemia and  a flat  oral  glucose  tolerance 
curve,  hemoconcentration,  decreased  plasma  and 
blood  volume,  low  urinary  17-ketosteroid  and 
corticoid  excretion,  small  heart  size  on  X-ray, 
low  basal  metabolic  rate,  abnormal  electro- 
cardiogram, abnormal  electroencephalogram. 
X-ray  demonstration  of  healed  or  active  tuber- 
culosis, increase  in  circulating  lymphocytes,  nor- 
mal or  high  levels  of  circulating  eosinophils,  in- 


57 

6OV2 

61  1/12 

61  7/24 

2nd 

3rd 

4th 

5th 

26 

9 

7 

22  hours 

19 

25 

11 

3.8 

50 

109 

69 

52 

120 

236 

174 

5.3 

5 

-8 

0.04 

0 

52 

13 

92 

103 

82 

117 

136.2 

126 

127 

111 

4.45 

4.6 

4.7 

4.2 

26.1 

29.6 

26.8 

30.2 

26.4 

creased  blood  oxygen  capacity,  increased  insulin 
sensitivity. 

Today  the  diagnosis  would  have  been  con- 
firmed by  the  epinephrine  test  for  anterior  pitui- 
tary adrenocortical  integrity,  by  the  ACTH  test 
for  adrenocortical  reserve  function,  by  the  Robin- 
son-Kepler-Power  water  test,  and  perhaps  fur- 
ther proven  by  the  induction  of  hypoclycemia, 
and  the  Cutler-Power-Wilder  test  of  restricting 
sodium  and  chloride  intake  and  increasing  potas- 
sium and  fluid  intake.  She  certainly  had  ample 
proof  of  the  response  to  therapeutic  doses  of 
desoxycorticosterone  acetate,  DOCA. 

The  differential  diagnosis  of  adrenal  cortical 
insufficiency  includes  neurasthenia,  chronic  in- 
fections such  as  tuberculosis  and  brucellosis, 
chronic  intestinal  disease,  myasthenia  gravis  and 
chronic  thyrotoxic  myopathy,  renal  insufficiency 
of  the  salt  losing  type,  hyperparathyroidism,  and 
spontaneous  hypoglycemia. 

Symptoms,  signs,  and  laboratory  findings  of 
adrenal  cortical  insufficiency  our  patient  had. 
Her  course  might  almost  be  said  to  be  classical, 
including  the  progressive  contractures  of  both 
knee  joints  on  treatment,  the  paralyses,  and  the 
recurrent  crises  following  infection  and  trauma. 

1 am  reminded  that  we  in  Arizona  should  be 
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TABLE  II 


THE  EFFECTS  OF  POTASSIUM  ON  THE  ELECTROCARDIOGRAM 

Barring  cardiac  disease  the  electrocardiogram  is  normal  with  a normal  serum  potassium.  Normal 
serum  potassium  ranges  from  4 to  5.4  milliequivalents  per  liter,  or  16  to  21  mg.  per  lOOcc. 


Hypopotassemia  causes  these  changes  in  the 
electrocardiogram,  in  a relatively  progressive 
manner  depending  on  the  degree. 

1.  Prolonged  QT  with  a broad  T wave. 

2.  Lowering  or  inversion  of  T. 

3.  Depressed  S-T  at  about  1.5  milliequivalents. 

4.  Occasionally  a prolonged  P-R,  and  a U-wave 

may  appear.  Myodegeneration  and  pulmon- 
ary congestion  occur  at  this  stage. 


unusually  alert  for  such  cases  by  a recent 
autopsy.  This  man  had  had  tuberculosis  of  the 
lungs  nearly  thirty  years  ago,  and  died  recently 
of  other  causes.  At  autopsy  the  pulmonary  scars 
were  difficult  to  find,  but  both  adrenals  con- 
tained several  tuberculomas  as  large  as  one 
centimeter  in  diameter. 

The  treatment  of  chronic  adrenal  cortical  in- 
sufficiency involves  replacement  of  the  deficient 
hormones  so  far  as  possible.  This  may  be  done 
by  using  aqueous  adrenal  cortex  extract,  or  the 
lipo-adrenal  cortex,  but  these  are  very  expensive. 
So  DOCA  has  been  used  in  the  past.  DOCA  has 
regulated  salt  metabolism  and  thus  prolonged 
life,  but  has  not  always  returned  the  patient  to 
a normal  state  as  regards  energy,  because  of  the 
failure  to  improve  carbohydrate  and  protein 
metabolism.  Today  the  use  of  cortisone  adds 
another  weapon  to  our  armamentarium,— a wea- 
pon which  was  not  available  to  our  patient.  Its 
use  would  have  simplified  the  treatment.  One 
does  wonder  about  the  use  of  cortisone  in  tuber- 
culosis of  the  adrenals. 

On  her  last  admission  she  developed  evidence 
of  recurrent  lack  of  cortical  hormone,  probably 
because  she  had  been  swallowing  her  DOCA. 
She  also  showed  evidence  of  neurological  lesions 
which  at  her  age  may  have  been  arterio-sclerotic 
cerebro-vascular  lesions,  but  much  more  likely 
were  due  to  a relative  hypokalemia  with  paral- 
ysis similar  to  that  seen  in  familial  periodic 
paralysis,  for  such  does  develop  in  adrenal  cases. 
Or  she  may  have  had  both  arterio-sclerosis  of 
the  cerebral  vessels  and  hypopotassemia,  and 
also  some  disease  of  the  pituitary  gland. 


Hyperpotassemia  causes  changes  that  are  some- 
what the  reverse  of  those  caused  by  hypopo- 
tassemia. 

1.  Tall,  peaked  T waves  at  about  7.8  milliequi- 

valents. 

2.  Lower  R waves. 

3.  Absent  P waves. 

4.  Prolonged  QRS. 

5.  Depressed  S-T. 

6.  Biphasic  QRS  and  T waves  with  death  near, 

and  the  serum  potassium  at  or  above  10 
milliequivalents. 

and  limit  their  usefulness. 

The  first  electrocardiogram  of  her  final  ad- 
mission was  consistent  with  a low  serum  potas- 
sium with  S-T-T  wave  changes  and  a QT  ratio 
of  1.31,  much  prolonged.  Or  else  she  had  both 
anterior  and  posterior  wall  myocardial  ischemia, 
or  damage.  Such  myodegeneration  may  occur 
with  a very  low  serum  potassium,  and  leave  ir- 
reversible changes  and  even  scars. 

She  was  given  saline  and  dextrose  to  a total  of 
3000  cc  plus  140  cc  of  aqueous  adrenal  cortical 
extract  in  22  hours  with  the  excretion  of  only 
575  cc  of  urine.  This  was  evidence  of  renal 
failure. 

The  normal  serum  potassium  is  about  4.5  m.Eq. 
per  liter,  but  the  normal  intra-cellular  potassium 
is  115  m.Eq.  per  liter,  which  is  about  23 
times  that  of  the  serum.  The  metabolic  balance 
between  these  two  is  very  delicate,  and  shifts 
may  occure  quite  rapidly.  The  serum  potassium 
may  be  increased  by  increased  intake  of  potas- 
sium, oliguria  and  anuria,  tissue  breakdown  or 
anoxia,  contraction  of  extra-cellular  volume  by 
dehydration,  and  adrenal  cortical  deficiency. 
Exercise,  anoxia,  and  agonal  states  will  send 
potassium  out  of  the  cells,  probably  due  to  in- 
jury to  the  cells,  into  the  serum.  Several  of  these 
factors  were  present  terminally  in  our  patient. 

The  agonal  state  and  the  anoxia  dumped  intra- 
cellular potassium  into  the  blood.  The  renal 
failure  prevented  its  excretion,  resulting  in  hy- 
perpotassemia, and  cardiac  poisoning  by  the 
potassium,  as  evidenced  by  the  ventricular  ecto- 
pics, absent  P- waves,  bizarre  QRS’  of  0.14  second 
duration  with  periods  of  asystole,  and  finally 
ventricular  tachycardia  and  fibrillation.  Accord- 
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ing  to  the  last  electrocardiogram  the  serum 
potassium  must  have  been  close  to  or  above 
10  m.Eq.  per  liter.  Death  results  at  about  that 
level.  Of  course  a coronary  occlusion  might  also 
have  been  responsible  for  that  last  electrocardio- 
gram. So  a coronary  occlusion  may  be  the  “nig- 
ger in  the  wood  pile.’’  But  she  had  no  pain 
suggestive  of  such. 

She  was  given  Coramine  and  Caffiene  Sodium 
Benzoate,  and  of  all  things  with  these  electro- 
cardiographic findings  (which  are  quite  con- 
sistent with  the  last  stages  of  cardiac  potassium 
poisoning),  0.5  cc  of  potassium  chloride  20%  so- 
lution intra-cutaneously  and  then  1 cc  of  20% 
potassium  chloride  I.V.,  a total  dose  of  300  mg., 
but  with  no  improvement.  Estimating  her  extra- 
cellular fluid  volume  at  14  liters  (it  probably  was 
less),  this  dose  added  about  0.7  m.Eq.  per  liter. 
Then  the  electrocardiogram  showed  only  a few 
bizarre  ventricular  complexes,  then  after  45 
minutes  the  heart  stoped,  cyanosis  appeared,  and 

She  died  of  Potassium  Poisoning  of  her 

myocardium.  The  last  medication  assured  her 
death.  Better  to  have  given  her  oxygen,  glucose 
but  no  saline,  plasma,  blood,  cortisone,  and 
adrenalin  which  might  have  transferred  extra- 
cellular potasium  into  the  cells,  or  re-established 
renal  function  to  aid  its  excretion. 

My  diagnosis  is  Chronic  Adrenal  Cortical  De- 
ficiency with  death  due  to  Potassium  Poisoning 
as  proven  by  the  last  electrocardiogram.  As  a 
weak  hedge,  I would  name  as  second  choice 
arterio-sclerosis,  coronary  disease  with  coronary 
occlusion  as  the  actual  cause  of  death  in  a pa- 
tient suffering  from  Chronic  Adrenal  Cortical 
Deficiency. 

Dr.  J.  H.  Means*:  This  is  the  case  of  a woman 
with  a chronic  malady,  which  I am  sure  was 
mainly  one  of  insufficiency  of  the  adrenal  cor- 
tex and  was  characterized  by  a series  of  episodes 
that  seemed  to  be  fairly  classic  Addisonian 
crises  and  finally  a fatal  one.  The  problem,  as 
I see  it,  is  not  whether  she  had  adrenocortical 
insufficiency  but  rather  what  kind  it  was, 
whether  it  was  primary  or  secondary,  what  it 
was  due  to  and  what  else  if  anything  she  had. 

I shall  comment  on  certain  items  in  the  rec- 
ord first.  At  the  age  of  fifty-four,  seventeen  years 
after  the  first  admission,  the  patient  apparently 
had  a personality  change.  She  developed  a crav- 
ing for  sweets,  which  I suppose  may  have  been 
a symptom  of  hypoglycemia.  About  two  weeks 


before  the  second  addmission,  she  had  a series 
of  dental  extractions,  which  in  any  patient  who 
has  insufficient  adrenocortical  function  might 
precipitate  a crisis.  On  the  morning  of  that  ad- 
mission she  had  an  episode  similar  to  the  crises 
seen  in  patients  who  have  proved  adrenal  in- 
sufficiency. At  that  time  there  was  a slight  leu- 
kocytosis. The  fact  that  the  urine  contained  sugar 
may  have  been  connected  with  the  infusion  of 
dextrose;  I cannot  explain  the  acetone.  The  low 
corticosteroid  secretion  and  absence  of  17-  ketos- 
teroids  were  both  strongly  in  favor  of  practically 
no  adrenocortical  function.  FSH  excretion  was 
suggestively  high;  electrocardiographic  findings 
were  similar  to  those  seen  in  hypothyroidism  or 
hypoadrenal  function.  There  was  a small  heart, 
which  is  a characteristic  finding  in  Addison’s 
disease.  The  normal  blood  pressure  is  a little 
troublesome  from  the  point  of  view  of  my  theory. 

At  the  third  admission  the  FSH  was  13  mouse 
units  in  twenty-four  hours,  which  Dr.  Albright 
tells  me  is  not  low.  That  is  very  important.  There 
was  x-ray  evidence  of  a pulmonary  infarct,  but 
nothing  in  the  history  suggesting  the  legs  as  a 
source,  although  they  are  often  involved. 

Could  we  see  the  x-ray  films? 

Dr.  Stanley  M.  Wyman:  These  are  the  original 
films,  showing  clear  lungs;  the  heart  shadow  ap- 
pears to  be  well  within  normal  limits. 

Dr.  Means:  You  mean  it  is  not  larger  than 
normal.  Do  you  think  it  is  smaller  than  normal? 

Dr.  Wyman:  I am  very  hesitant  to  say  that. 

Dr.  Means:  What  about  the  sella  turcica? 

Dr.  Wyman:  The  sella  turcica  seems  normal; 
the  clinoid  processes  show  no  erosion,  and  there 
are  no  abnormal  calcifications  in  the  region.  On 
films  taken  a few  days  after  the  original  chest 
films,  the  heart  appears  a little  larger.  A shadow 
in  the  right  lung  is  seen  overlying  the  right  hilus 
and  appears  to  lie  well  forward  in  the  chest.  It 
is  perfectly  consistent  with  an  infarct  or  with 
atelectasis.  There  is  no  evidence  of  calcification 
above  the  kidneys  in  the  region  of  the  adrenal 
glands. 

I do  not  think  there  is  anything  of  importance 
about  the  degenerative  changes  reported  in  the 
hip  joints  and  symphysis  other  than  those  we 
commonly  encounter. 

Dr.  Means:  Thank  you  very  much.  I might 
just  point  out  in  my  defense  that  some  other 
radiologist  must  have  called  this  a small  heart. 
Just  to  stick  my  neck  out  a little  farther,  I am 
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going  to  guess  that  the  heart  weighed  less  than 
normal. 

During  the  last  admission  the  patient  had  al- 
buminuria, but  I do  not  believe  she  had  any  im- 
portant renal  lesion.  Tests  for  sugar  and  acetone 
were  positive  in  the  urine,  and  the  blood  sugar 
was  somewhat  high  so  that  one  wonders  if  there 
were  bizarre  electrocardiographic  changes,  and 
I should  like  to  have  an  electrocardiographer  tell 
us  what  light  these  changes  throw  on  the  electro- 
cardiogram. 

Dr.  James  H.  Currens:  The  electrocardiogram 
during  the  last  admission  was  very  bizarre.  It 
was  my  impression  that  it  was  consistent  with 
but  not  necessarily  diagnostic  of  a deficiency  of 
intracellular  potassium.  The  electrical  systole  as 
manifested  by  the  QT  interval  was  prolonged, 
and  there  was  significant  depression  of  the  RST 
segments  as  well  as  the  T waves.  The  QRS  in- 
terval was  also  increased.  I should  like  to  point 
out  the  fact  that  somewhat  similar  changes  in 
the  electrocardiogram  have  been  noted  in  rats 
dying  as  a result  of  potassium  deficiency— that  is, 
in  animals  maintained  on  a potassium-deficient 
diet.  The  normal  serum  potassium  is  not  neces- 
sarily disturbing  since  correlation  between  elec- 
trocariographic  changes  and  serum  potassium 
levels  is  nil  at  times. 

Dr.  Means:  I shall  say  this  for  my  diagnosis, 
that  the  chief  factor  was  adrenocortical  insuf- 
ficiency and  the  chief  differential  diagnosis,  it 
seems  to  me  is  between  Addison’s  disease  and 
Simmond’s  disease  or  its  subspecies,  Sheehan’s 
disease.  One  wonders  about  the  significance  of 
that  hemorrhage  after  dilatation  and  curettage. 
Sheehan’s  disease  is  found  in  women  who  have 
severe  post-partum  hemorrhage  followed  by  in- 
farction of  the  pituitary  body  and  panhypopitui- 
tarism. This  patient  did  not  have  a post-partum 
hemorrhage  but  a hemorrhage  from  the  uterus 
after  a dilatation  and  curettage.  Sheehan1,  in  his 
paper,  makes  no  mention  of  this  type  of  syn- 
drome developing  after  any  hemorrhage  other 
than  post-partum  hemorrhage.  Several  years 
later  the  patient  had  a perfectly  normal  meno- 
pause, which  practically  rules  out  Simmond’s 
syndrome.  However,  to  my  way  of  thinking,  the 
absence  of  pigmentation  favors  a diagnosis  of 
adrenocortical  insufficiency  secondary  to  pitui- 
tary failure.  In  primary  Addison’s  disease  pig- 
mentation occurs  in  over  95  per  cent  of  the 
cases,  and  there  is  probably  a higher  incidence 
in  fatal  cases.  Of  course  there  are  panhypopitui- 


tarisms other  than  Simmond’s  disease,  such  as 
those  caused  by  a tumor  impinging  on  the  pitui- 
tary body  or  any  of  the  other  things  that  may 
destroy  the  pituitary  body  or  reduce  its  function. 
Since  there  is  no  evidence  of  a pituitary  lesion, 
however,  I am  very  skeptical  about  a primary 
pituitary  source  for  this  syndrome. 

There  was  only  one  determination  of  the  basal 
meabolic  rate,  which  was  —8  per  cent.  Dr. 
George  Thorn  tells  me  that  in  most  cases  of 
classic  Addison’s  disease,  the  basal  metabolic 
rate  is  around  —20  per  cent.  One  would  expect 
an  even  lower  rate  in  Simmond’s  disease.  Of 
course,  one  test  is  not  very  important. 

The  normal  to  high  FSH,  it  seems  to  me, 
practically  excludes  hypofunction  of  the  pitui- 
tary body;  therefore,  I am  forced  to  say  that  this 
was  primary  Addison’s  disease  and  I do  not 
know  why  there  was  no  pigmentation.  If  it  was 
primary  Addison’s  disease,  which  kind  was  it? 
Was  it  primary  atrophy  or  tuberculosis  of  the 
adrenal  glands?  I do  not  believe  there  is  very 
much  in  the  record  to  suggest  tuberculosis,— 
the  x-ray  films  do  not  show  any,— so  that  I would 
favor  the  atrophic  variety  of  Addison’s  disease. 

Now  the  question  arises,  were  there  any  other 
endocrinopathies  here?  I just  do  not  know  about 
the  thyroid  gland.  Thyroid  was  given  to  the 
patient  so  she  was  considered  to  have  been 
mildly  hypothyroid.  There  is  nothing  that  I can 
see  that  would  justify  my  saying  that  she  had 
any  hypothyroidism.  Toward  the  end  there  was 
a little  flock  of  items  that  suggested  that  she 
might  be  getting  diabetic  but  I cannot  really 
say  that  she  was.  I think  that  Dr.  Mallory  found 
atrophic  to  absent  adrenal  glands,  a normal 
pituitary  body  and  probably  a normal  thyroid 
gland.  I cannot  say  that  he  found  anything  else 
except  a small  heart.  I think  that  is  as  far  as  I 
can  go. 

Dr.  Reed  Harwood:  I would  like  to  add  to 
the  information  in  the  record  that  she  did  look 
like  a patient  with  myxedema. 

Dr.  Means:  Why  should  she  have  had  my 
myxedema  with  Addison’s  disease?  She  should 
not.  She  may  very  well  have  had  myxedema 
with  Simmon’s  diseases,  of  course.  Yet  I cannot 
for  the  life  of  me  see  how  she  could  have  had 
Simmonds’s  disease  with  this  normal  menstrual 
story,  normal  menopause  and  the  normal  to 
elevated  FSH  secretion.  It  just  does  not  make 
sense  as  far  as  my  meager  knowledge  goes. 

Dr.  Harwood:  I would  like  to  point  out  that 
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the  patient  went  four  years  without  any  hyop- 
glycemia,  and  then  it  gave  her  quite  a little 
trouble  during  the  last  month  of  her  life.  I 
should  like  to  ask  Dr.  Albright  why  it  was  that 
she  could  be  brought  out  of  her  crises  for  a 
long  time  and  then  suddenly  did  not  respond 
at  all. 

Dr.  Means:  There  might  have  been  some 
infection,  I suppose,  that  made  her  more  re- 
sistant to  treatment. 

Dr.  Fuller  Albright:  I cannot  answer  Dr.  Har- 
wood’s question.  This  patient  belongs  to  a group 
of  about  5 patient  we  have  seen  in  whom  there 
were  all  the  symptoms  and  findings  of  pan- 
hypopituitarism  except  that  the  FSH  was  nor- 
mal. We  rather  think  that  the  hormones  of  the 
pituitary  body  except  the  FSH  come  from  the 
eosinophil  cells.  We  believe  that  in  these  cases 
there  is  a lack  of  eosinophil  cells  and  normal 
basophils.  This  is  the  first  autopsy  that  we 
have  had  in  any  of  this  group,  and  we  are  very 
anxious  to  see  if  the  eosinophils  have  all  dis- 
appeared. 

Dr.  Jacob  Lerman:  I would  like  to  ask  Dr. 
Means  if  he  places  any  emphasis  on  the  drop  in 
FSH  of  52  to  13  mouse  units?  Does  that  per- 
chance mean  a progressive  destruction  of  the 
pituitary  body?  The  first  one  mentioned  was  52 
mouse  units.  We  assume  that  the  highest  posi- 
tive dilution  is  recorded. 

Dr.  Albright:  There  is  no  evidence  that  there 
was  a drop  in  the  FSH  titer.  The  first  test  was 
“positive  for  52  mouse  units  per  day”,  and  the 
second  was  “positive  for  13  mouse  units  per 
day”.  The  second  test  was  not  assayed  for  52 
mouse  units  and  might  have  been  positive  at 
this  level. 

Dr.  Harwood:  I understand  myself  that  the 
FSH  was  not  quite  as  strongly  positive  on  the 
second  determination. 

Dr.  Albright:  I did  not  say  that  the  FSH  test 
was  not  high;  it  was  not  low  for  the  normal 
mature  woman.  It  may  have  been  low  for  the 
postmenopausal  woman. 

Dr.  Means:  I am  placing  a great  deal  of 

weight  on  the  FSH.  If  there  is  something  phony 
about  that,  my  argument  falls  to  the  ground. 

Dr.  Andries  Querido:  If  this  patient  really 

was  myxedematous,  with  Addison’s  disease,  I 
think  one  would  have  to  consider  biglandular 
disease  with  a normal  pituitary  body.  The  one 
such  case  I have  seen  was  strongly  pigmented. 
I think  that  the  absence  of  pigmentation  may  be 


an  argument  against  a normal  pituitary  body  in 
this  case. 

Dr.  Frederic  C.  Barter:  I wonder  if  possibly 
some  of  the  difference  was  due  to  the  fact  that 
she  was  not  hypothyroid  during  the  entire  time 
but  only  during  the  last  months. 

Dr.  Lerman:  Falta  (2)  has  described  patients 
with  biglandular  disturbance,  Addison’s  disease 
and  myxedema,  but  in  those  cases  I think,  as  Dr. 
Querido  said,  there  was  pigmentation. 

CLINICAL  DIAGNOSIS 
Panhypopituitarism. 

Addison’s  Crises. 

DR.  MEAN’S  DIAGNOSIS 
Addison’s  disease,  atrophic  type. 

ANATOMICAL  DIAGNOSIS 
Atropluj  of  anterior  lobe  pituitary  body,  severe, 
with  hypopituitarism. 

Atrophy  of  thyroid  gland  and  adrenal  cortex, 
secondary. 

Alopecia,  Axillary. 

Pulmonary  tuberculosis,  apical,  bilateral,  healed. 
PATHOLOGICAL  DISCUSSION 

Dr.  Tracy  B.  Mallory:  Autopsy  on  this  patient 
showed  atrophy  of  three  endocrine  organs— the 
pituitary,  the  thyroid  and  the  adrenal  glands. 
The  pituitary  body  showed  a minute  crescent  of 
anterior  lobe,  perhaps  10  per  cent  of  normal 
volume,  surrounding  an  apparently  normal-sized 
posterior  lobe.  Sections  of  the  pituitary  gland  at 
autopsy  are  often  very  difficult  to  interpret 
because  of  postmortem  changes.  I thought  both 
eosinophils  and  basophils  were  markedly  de- 
creased and  that  the  chromophobes  made  up 
the  bulk  of  the  persisting  glandular  tissue. 
Material  was  sent  to  Dr.  A.  E.  Severinghaus, 
of  New  York  City,  because  of  his  expert  knowl- 
edge of  pituitary  cytology.  He  agreed  that  the 
eosinophils  were  markedly  decreased  but  be- 
lieved that  there  was  only  a slight  reduction  in 
the  number  of  basophils.  I have  no  doubt  he  is 
correct,  and  therefore  Dr.  Albright  can  consider 
his  hypothesis  vindicated. 

The  thyroid  gland  weighed  only  5 gm.  and 
showed  extensive  atrophy  and  fibrosis  and  com- 
paratively little  inflammation.  The  two  adrenal 
glands  together  weighed  5 gm.  and  were  almost 
paper  thin.  The  medulla  was  relatively  well 
preserved.  The  cortex  showed  very  marked 
atrophy,  with  almost  complete  lipoid  depletion. 
There  was  also  extensive  fibrosis  in  the  adrenal 
glands  but  no  evidence  of  any  inflammatory 
process.  In  the  lungs  small  scars  of  old  tuber- 
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Ulcerations  of  Large  Intestine 
due  to  Endamoeba  Histolytica 


Ulceration  of  the  large  or  small  intestine,  perforation  of  the  bowel, 
hepatitis  and  hepatic  abscess  are  among  the  serious  complications 
of  intestinal  infestation  with  Endamoeba  histolytica. 


"With  the  proper  choice  of  drugs  and  with  due  consider- 
ation for  the  principles  of  therapy  nearly  all  patients 
with  amebiasis  can  be  freed  of  infection  rapidly  and 
completely.”  The  authors  employ  Diodoquin  for  treat- 
ment of  gastrointestinal  amebiasis.* 

DIODOQUIN' 

(diiodohydroxy  quinoline)  — a 
potent  amebacide  developed  by  Searle  Research  — is  orally 


^Hamilton,  H.  E.,  and  Zavala,  D.  C.:  Amebiasis  in  Iowa:  Diagnosis  and  Treatment, 
J.  Iowa  M.  Soc.  42:1  (Jan.)  1952. 


administered,  tasteless  and  well  tolerated. 

Tablets  of  10  grains  (650  mg.) 
Bottles  of  60  and  500. 


SEARLE 


RESEARCH 


IN  THE  SERVICE  OF  MEDICINE 


WHEN  WRITING  ADVERTISERS  PLEASE  MENTION  THIS  JOURNAL 
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culosis  were  found  at  the  apexes  but  nothing 
active,  and  there  was  one  fibrotic  lesion  that  was 
consistent  with  a healed  infarction.  The  heart 
was  small,  weighing  260  gm.  That  is  not  ex- 
tremely small,  however,  for  a small  woman. 

Dr.  Means:  It  was,  however,  somewhat  small. 
What  was  the  weight  of  the  pancreas? 

Dr.  Mallory:  The  pancreas  weighed  60  gm., 
which  is  considerably  less  than  normal,  but 
microscopically  was  not  very  striking  in  appear- 
ance. One  hyalinized  island  of  Langerhans  was 
found.  The  majority  of  the  islands  looked  quite 
normal.  There  was  no  fibrosis  or  fat  infiltration. 

Dr.  Querido:  The  interesting  point  here  is  the 
question  of  the  etiology  of  this  disease.  If  one 
has  to  stick  to  the  definition  of  Sheehan,  the 
patient  should  not  have  had  anterior  lobe  in- 
sufficiency. It  might  be  that  this  case  was  similar 
to  those  described  by  Falta2  that  have  occasion- 
ally appeared  in  the  literature.  She  may  have 
had  a multiglandular  fibrosis,  and  the  hem- 
orrhage had  nothing  to  do  with  it.  This  would 
be  the  first  case  as  far  as  I know  studied  with 
modern  endocrinologic  methods. 

Dr.  Mallory:  One  of  the  difficulties  with  ac- 
cepting severe  hemorrhage  and  shock-like  states 
as  the  etiology  of  hypopituitarism  is  the  very 
marked  predilection  of  the  disease  for  females, 
whereas  males  suffering  traumatic  injury— battle 
casualties,  for  instance— suffer  as  profound  states 
of  shock,  as  any  pregnant  female  ever  suffered, 
and  yet  a pituitary  insufficiency  rarely,  if  ever, 
develops.  So  far  as  the  Falta  syndrome  is  con- 
cerned, it  assumes  a simultaneous  sclerosis  of 
several  endocrine  glands.  His  cases  were  studied 
only  clinically  without  confirmatory  anatomic 
checks,  and  therefore  his  theory  is  only  an  un- 
proved hypothesis. 
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AN  URGENT  REQUEST 

The  hands  of  your  State  Health  Department 
are  tied  so  far  as  effective  control  of  communi- 
cable disease  is  concerned  unless  we  have  the 
whole-hearted  cooperation  of  every  physician  in 
the  State. 

We  recently  sent  out  a letter  emphasizing  the 
importance  of  accurate  reporting.  For  two  or 
three  weeks  after  this  letter,  reporting  reached 
an  all  time  high  of  60%  of  the  practicing  physi- 


cians. This  week,  however,  the  figure  has 
dropped  back  to  53%. 

In  a recent  week  our  reports  showed  that  58% 
of  the  M.D.’s  reported,  while  69%  of  the  Osteo- 
paths reported  during  the  same  period. 

This  is  a season  of  the  year  when  most  com- 
municable diseases  are  at  their  height,  so  ac- 
curate reporting  is  all  the  more  necessary  in 
order  that  we  may  be  ready  to  give  whatever 
assistance  is  necessary. 

Again  we  earnestly  request  your  whole- 
hearted cooperation  in  this  important  matter. 

C.  G.  Salsbury,  M.D. 

Director  of  Public  Health 
O 

5th  ANNUAL  MID-WINTER 
RADIOLOGICAL  CONFERENCE 

The  5th  annual  mid-Winter  Radiological  Con- 
ference will  be  held  at  the  Ambassador  Hotel, 
Los  Angeles,  California,  on  Saturday  and  Sun- 
day, February  21  and  22,  1953.  A banquet 
preceded  by  cocktails  will  be  held  at  the 
Ambassador  Hotel,  on  Saturday  evening,  Febru- 
ary 21.  Hotel  reservations  should  be  made  as 
soon  as  possible  through  the  Convention  Man- 
ager, Ambassador  Hotel,  Los  Angeles.  The  out- 
of-state  speakers  will  be  Dr.  Fred  J.  Hodges, 
Dr.  H.  Dabney  Kerr  and  Dr.  Ira  H.  Lockwood. 

Conference  reservations  may  be  made  through 
Dr.  M.  M.  Haskell,  615  Times  Building,  Long 
Beach  2,  California.  The  Conference  fee  is 
$20.00,  and  dinner  will  be  $6.00  per  plate. 

Courtesy  cards  are  available  to  radiological 
residents  and  radiologists  in  military  service  by 
pre-registration. 


% 


FOR  SAFETY  AND  ACCURACY  IN  UROGRAPHY 


Clinical  experience  in 
thousands  of  cases  has 
demonstrated  the  notable 
safety  of  urinary  tract 
visualization  with  Neo-Iopax® 
(Sodium  Iodomethamate  U.S.P.). 


NEO-IOPAX 


The  urograms  obtained  have 
always  been  noteworthy 
for  their  clear  delineation 
of  the  kidneys,  ureters, 
and  bladder. 


CORPORATION 

BLOOMFIELD,  NEW  JERSEY 
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l&c  PRESIDENT’S 


THIS  IS  YOUR  JOURNAL 


THOMAS  H.  BATE,  M.  D.,  PRESIDENT 
ARIZONA  STATE  MEDICAL  ASSOCIATION 


IT  IS  WITH  EXTREME  REGRET  THAT  WE  ANNOUNCE  THE  RESIG- 
NATION FROM  THE  EDITORSHIP  OF  THIS  JOURNAL  OF  DR.  FRANK 
MILLOY.  UNDER  HIS  ENERGETIC  AND  ABLE  MANAGEMENT  HAS 
GAINED  IN  STATURE  UNTIL  IT  IS  NOW  RECOGNIZED  AS  ONE  OF  THE 
OUTSTANDING  STATE  MEDICAL  JOURNALS. 


TO  FILL  THE  SHOES  OF  RETIRING  EDITOR,  DR.  R.  LEE  FOSTER 
OF  PHOENIX  WAS  APPOINTED  TEMPORARY  EDITOR  OF  ARIZONA 
MEDICINE.  DR  FOSTER  HAS  BEEN  ON  DR.  MILLOY’S  STAFF  FOR  A 
GREAT  MANY  YEARS  AND  IS  THOROUGHLY  FAMILIAR  WITH  ALL  THE 
MECHANICS  AND  OPERATIONS  OF  ARIZONA  MEDICINE. 


IT  IS  OUR  PURPOSE  TO  SEE  THAT  ARIZONA  MEDICINE  CON- 
TINUES TO  GROW  AND  IMPROVE.  TO  DO  THIS  WE  MUST  HAVE  YOUR 
COOPERATION.  THIS  IS  YOUR  JOURNAL.  IT  BRINGS  YOU  MEDICAL 
NEWS  OF  ARIZONA,  SOCIAL  EVENTS  IN  MEDICAL  CIRCLES  AND  EX- 
CELLENT SCIENTIFIC  PAPERS.  THERE  ARE  PROBABLY  OTHER  SEC- 
TIONS WHICH  YOU  MIGHT  LIKE  TO  BE  DEVELOPED,  PERHAPS  EVEN 
SOME  YOU  MAY  WISH  TO  BE  DELETED.  THE  EDITORIAL  STAFF  IS 
WILLING,  EVEN  ANXIOUS  TO  PATTERN  THE  JOURNAL  ALONG  THE 
LINES  YOU  WISH.  SEND  THEM  YOUR  SUGGESTIONS.  THIS  IS  YOUR 
JOURNAL.  LET’S  HELP  MAKE  IT  INCREASE  IN  IMPORTANCE. 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION.  (See  MEDICAL  WRITING  by  Morris  Fish- 
bein.) 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Submit  manuscript  typewritten  and  double-spaced. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


FRANK  J.  MILLOY,  M.D. 

by  the  enforced  resignation  of  the  secretary 
elected  at  the  1942  meeting  of  the  Association. 
Dr.  Milloy,  a very  busy  internist,  accepted  the 
urging  of  the  Council  to  take  over  the  heavy 
responsibilities  of  this  important  office  and  for 
the  past  ten  years  has  rendered  an  outstanding 
service  to  the  medical  profession  of  the  state. 
In  spite  of  the  employment  of  a full  time  execu- 
tive secretary  and  other  office  help  for  the  details 
of  the  ever  enlarging  affairs  of  the  Association, 
the  duties  of  the  elected  secretary  have  grown 
through  the  years  and  have  been  faithfully  and 
efficiently  carried  on  by  Dr.  Milloy. 

When  Southwestern  Medicine,  the  official  or- 
gan of  the  Association,  suspended  publication 
with  the  December,  1943,  issue,  owing  to  war 


"A  GOOD  AND  FAITHFUL 
STEWARD" 

Just  about  this  time  of  the  year,  ten  years  ago, 
the  Council  of  the  Arizona  State  Medical  Asso- 
ciation drafted  Dr.  Frank  J.  Milloy  to  serve  as 
secretary  of  the  Association.  This  was  in  the 


conditions,  our  Association  was  left  without  a 
medium  of  communication  to  its  membership 
and  for  the  publication  of  its  scientific  material. 
Little  time  was  lost  by  the  Council  in  launching 
ARIZONA  MEDICINE,  which  began  publica- 
tion in  January,  1944.  Dr.  Milloy  accepted  the 
added  responsibility  as  Editor-in-Chief  of  this 


midst  of  the  presidential  term  of  Dr.  E.  Payne  journal,  organized  an  able  editorial  staff,  secured 
Palmer,  Sr.,  when  the  secretaryship  was  vacated  efficient  business  management,  and  has  made 
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our  journal  one  of  the  outstanding  state  medical 
magazines  of  the  country,  in  appearance,  in  edi- 
torial policies  and  in  quality  of  material  pub- 
lished. 

It  will  be  with  deep  regret  that  the  medical 
profession  of  the  state  accepts  the  decision  of 
Dr.  Milloy  to  relinquish  this  dual  responsibility. 
Ten  years  of  voluntary  service  is  quite  a little 
to  expect  of  one  man,  and  it  is  with  gratitude 
to  him  that  we  look  back  over  those  years  of 
faithful  administration  during  the  trying  period 
of  war  and  the  postwar  years  of  readjustment 
of  our  affairs  to  a rapid  growth  of  our  state  in 
population  and  just  as  marked  and  rapid  in- 
crease in  the  numbers  of  medical  men  entering 
into  practice  in  Arizona. 

We  thank  you,  Frank,  for  your  efficient  dis- 
charge of  the  duties  entrusted  to  you,  as  a “good 
and  faithful  steward.” 

W.  Warner  Watkins,  M.D. 

"BIG  SHOES" 

Dr.  W.  Warner  Watkins  who  wrote  the  above 
tribute  to  Dr.  Milloy  knows  whereof  he  speaks. 
He  has  formerly  served  both  as  Secretary  of  the 
Association  and  as  editor  of  Southwestern  Medi- 
cine and  understands  perhaps  as  no  other  man 
the  problems  faced  by  and  the  demands  made  on 
Dr.  Milloy  in  his  years  of  devoted  service.  I do 
not  presume  to  add  to  what  has  been  so  well 
said  but  do  reiterate  our  gratitude  for  a job  so 
well  done. 

It  is  with  many  misgivings  that  I take  up  the 
task  which  Dr.  Milloy  has  felt  he  must  lay  down. 
I’m  fearful  as  I review  the  fine  work  he  has  done 
and  also  the  excellent  record  of  Dr.  Watkins 
before  him.  Metaphorically  these  men  wear  big 
shoes.  I cannot  promise  to  carry  on  the  work 
as  well  as  they  have  done,  but  I can  and  do 
promise  to  try.  To  that  end  I covet  your  co- 
operation. I pray  that  you  will  be  patient  with 
me,  forgiving  my  errors  and  helping  me  with 
your  suggestions. 

This  journal  is  yours.  Will  you  help  me  to 
make  it  speak  for  you?  I’m  rolling  up  my  sleeves; 
and  you—?  Now,— let’s  “have  at  it  ”! 

R.  Lee  Foster,  M.  D. 

WARNING 

YOUR  CONTRACT  OBLIGATION 
MALPRACTICE  INSURANCE 

The  attention  of  all  physicians  is  directed  to 
the  terms  of  your  malpractice  insurance  cover- 


age. Your  policy  is  a binding  contract  between 
YOU  and  the  INSURANCE  CARRIER.  It  is 
incumbent  upon  YOU  on  the  first  pretext  of  a 
possible  malpractice  claim  to  immediately  notify 
your  insurance  company,  either  direct  or  through 
your  agent,  informing  him  of  the  circumstances. 

Recently,  we  came  upon  a case  wherein  the 
insurer,  while  determining  to  defend  the  suit  for 
the  insured,  reserved  full  right  to  deny  any 
liability  for  any  judgment  which  might  be  ren- 
dered because  of  such  breach  of  policy  provision. 
It  so  happened  that  a patient  was  attended  in 
December  of  1947.  In  the  fall  of  1948  the  hus- 
band of  the  patient  saw  the  attending  physician 
and  made  a specific  demand  for  $5,000  in  settle- 
ment of  his  grievance.  The  physician  advised  the 
complainant  that,  in  his  opinion,  there  was  noth- 
ing to  settle.  At  this  point  he  should  have 
promptly  notified  the  insurance  carrier  of  a 
possible  claim.  However,  he  took  no  further 
action  until  he  was  served  in  December,  1949, 
with  notice  of  suit  filed  and  not  until  January, 
1950,  did  he  notify  his  insurer.  The  reason  for 
this  requirement  is  obvious— to  allow  the  insurer 
to  make  an  immediate  investigation,  contact  any 
and  all  witnesses  then  living  for  the  purpose  of 
obtaining  testimony  and  thereby  possibly  avoid 
what  might  otherwise  develop  into  a case  of 
more  serious  proportions  with  the  passing  of 
time.  Fortunately,  in  this  instance,  the  delay  in 
reporting  the  potential  claim  did  not  result  in 
any  prejudice  to  the  insurer  as  the  attorney 
succeeded  in  securing  a verdict  for  the  de- 
fendant. 

It  would  be  well  for  each  physician  to 
thoroughly  acquaint  himself  or  herself  with  the 
provisions  of  his  or  her  malpractice  insurance 
contract  and  thus  avoid  possible  misunderstand- 
ing and  additional  expense. 

O 

MOTION  PICTURES 

The  Committee  on  Medical  Motion  Pictures  of 
the  A.M.A.  has  asked  me  to  transmit  the  follow- 
ing notice  for  release  in  your  journal: 

The  Committee  on  Medical  Motion  Pictures 
has  announced  the  publication  of  a new  revised 
film  list  which  includes  78  medical  films  not  read- 
ily available  from  other  sources. 

This  list  will  be  available  for  distribution  after 
December  1,  1952.  A copy  may  be  obtained 
by  writing  the  Committee  on  Medical  Motion 
Pictures,  American  Medical  Association,  535  N. 
Dearborn  Street,  Chicago  10,  Illinois. 
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RX,  DX,  AND  DRS. 


By  GUILLERMO  OSLER,  M.  D. 


An  odd  experiment  with  unexplained  results  was 
performed  on  a group  of  ‘fortunate’  U.  of  Cincin- 
nati medical  students  by  Dr.  R.  C.  Muehrcke  of 
the  General  Hospital.  . . . Each  student  ate  IV2 
pounds  of  RAW  CALVES’  LIVER  daily  for  4 
weeks.  An  EOSINOPHILIA  occurred  which  last- 
ed from  2V2  to  3 years,  and  which  was  accompan- 
ied by  a notable  good  health  and  freedom  from 
disease.  . . . Cooked  liver,  raw  beef  liver,  and  35 
different  liver  extracts  were  not  similarly  effective. 
. . . The  relationship  to  diseases  and  glands  is  still 
speculative,  tho  interesting. 


How  many  readers  know  the  LEGAL  LIMITS 
OF  A DEBT?  How  long  can  you  let  a bill  go 
without  collection?  . . . Back  in  Indiana  it  was 
6 years  (Too  late  in  Arizona,  Doctor!)  Well,  in 
Illinois  it  was  five.  (Still  too  late  here.)  ...  In 
Arizona  the  LIMIT  IS  3 YEARS,  and  any  debt  is 
outlawed  thereafter.  Repeat,  3 years.  . . . The 
limit  varies  from  2 years  in  Texas  to  8 years  in 
Wyoming. 


INTESTINAL  SYMPTOMS  which  follow  the 
ingestion  of  certain  foods  may  not  be  the  result 
of  an  allergy,  tho  the  possibility  has  been  rightly 
emphasized  in  the  October  ARIZONA  MEDICINE. 
. . . Dr.  Lowell  Goin  has  reported  (in  RADIOL- 
OGY) that  the  guilt  which  follows  the  intake  of 
a forbidden  food  (such  as  pork  by  a Jewish  wo- 
man) may  result  in  psychosomatic  intestinal  symp- 
toms and  x-ray  signs.  Ground  pork,  given  with- 
out knowledge,  produced  no  emotional  or  physical 
reaction  at  all. 


Charles  Cowan  lives  in  Anaheim,  California. 
This  is  fhe  same  town  which  has  been  made  some- 
what well-known  by  Jack  Benny,  whose  railroad 
trains  always  go  Ihru  "Anaheim,  Azusa,  and  Cu- 
camonga!" . . . Mr.  Cowan  has  his  own  claim  to 
fame.  He  was  fhe  first  person  in  the  United  States 
to  receive  INSULIN,  and  the  first  to  change  to  a 
special  CH  diet.  Furthermore,  he  is  84  YEARS 
OF  AGE. 


The  newest  trade-preparation  ANTIBIOTIC  is 
‘Erythrocin’,  of  the  Abbott  Laboratories,  It  will 
more  than  likely  come  into  some  use.  . . . Inves- 
tigation has  shown  it  to  have  a low  toxicity;  rare 
G.-I.  disturbances  from  oral  administration;  and  a 
specially  good  effect  against  gram  positive  organ- 
isms. . . . The  last  mentioned  is  of  value  in  a world 
which  seems  populated  with  penicillin-resistant 
strains.  ...  Its  origin  is  Streptomyces  erythreus, 
and  Erythrocin  is  the  Abbott  name  for  erythromy- 
cin. A special  coating  protects  the  tablets  from 


gastric  digestion.  . . . The  research  groups  con- 
tain the  names  ‘Finland’  and  ‘Herrell’,  which  are 
good  signs. 


The  American  Ass'n.  for  Thoracic  Surgery  (San 
Francisco,  March  27-30,  1953)  always  has  a large 
number  of  non-member  auditors.  This  spreads 
the  information  around,  but  the  members  often 
find  no  place  to  sit.  ...  It  is  too  late  to  suggest 
a remedy  for  1953,  but  here  is  a possibility  for 
later,  — schedule  all  papers  for  8 A.M.,  and  title 
all  topics  on  esophageal  surgery.  They  could  then 
hold  the  sessions  in  a coffee-shop. 

If  the  name  Samson  (Sec'y-  of  AATS)  is  familiar 
to  constant  readers  of  this  journal,  then  Dr.  H. 
Brodie  Stephens  (Chairman  of  reservations)  should 
also  be  well  known  — especially  if  you  follow 
football.  Brodie  caught  the  famous  Tong  pass' 
from  Dr.  Brick  Muller  in  a Rose  Bowl  game 
against  Ohio  State  some  twenty  years  agone.  . . . 
Dr.  Delbert  Secrist  of  Tucson  could  give  details  on 
the  game,  since  he  played  in  the  Bowl  a year  from 
that  time  on  a W.  and  J.  team. 


The  public  prints  tell  of  two  Boston  doctors 
(one  probably  named  White)  who  have  followed 
100  patients  with  chronic  HIGH  BLOOD  PRES- 
SURE for  as  long  as  34  years.  Seventy  one  pa- 
tients are  still  living  and  only  5 are  seriously 
handicapped.  . . . The  same  magazine  summarizes 
the  statistics  on  CHLOROMYCETIN.  Over  8,000,- 
000  patients  have  received  the  drug.  At  least  72 
deaths  from  aplastic  anemia  are  known.  The  F. 
& D.  A.  says  the  drug  may  still  be  used;  a warn- 
ing leaflet  is  to  be  sent  with  every  package;  and 
it  is  to  be  used  only  when  its  risk  must  be  taken 
(typhoid).  Brucellosis,  spotted  fever,  and  typhus 
have  other,  safer  therapeutics. 


About  four  years  ago  this  journal  contained  an 
editorial  on  'ARIZONA  AND  THE  WEATHER'. 
The  engineering  and  commercial  consultants  who 
supplied  the  technical  information  on  AIR-CONDI- 
TIONING agreed  that  refrigeration  cooling  was 
the  ideal  future  method.  Ideal  but  expensive,  and 
definitely  of  the  future.  ...  A room-conditioner 
then  cost  about  $350  to  $450,  and  it  was  said  that 
the  cost  would  not  decrease  more  than  10%  or  so. 
We  believed  that  the  cost  would  come  down  more 
than  that,  what  with  mass  production,  a probable 
demand,  etc.  . . . Now  we  find  air-conditioning  is 
to  be  the  imminent  big  business.  And  an  an- 
nouncement has  just  arrived  of  a new  conditioner 
which  cools,  dehumidifies,  and  circulates  at  a cost 
of  $229.  . . . We  should  have  made  a bet  with  that 
engineer. 


54 


Arizona  Medicine 


December,  1952 


Bauer  and  Black  are  pleased  with  the  results 
obtained  from  the  routine  use  of  ELASTIC 
STOCKINGS  in  the  Mass.  Mem.  Hospital.  . . . 
They  apparently  prevent  pulmonary  embolism 
from  the  legs,  a cause  of  death  in  34,000  patients 
per  year  in  the  U.  S.  . . . Litter  and  Wood  report 
the  progress  of  2,500  patients  who  wore  elastic 
stockings  and  an  equal  number  who  wore  stock- 
inette. There  were  4 fatal  cases  among  the  con- 
trols, none  in  the  treated  group;  there  were  12 
non-fatal  cases  among  the  controls,  2 in  the  treat- 
ed group.  . . . P.S.,  Bauer  and  Black  sells  the  stock- 
ings. 


Dr.  Walter  Alvarez  gently  sprinkles  cold  water 
on  the  B.  F.  Sieve  report  of  a method  of  FER- 
TILITY CONTROL.  ...  A series  of  298  women 
were  supposed  to  be  prevented  from  conception 
by  regular  oral  doses  of  phosphorylated  hesperi- 
din.  Dr.  Alvarez  cautions  against  too  early  ac- 
ceptance on  the  following  points, — it  was  only  one 
fast,  brief  series;  previous  usage  in  mice  was  not 
a success;  other  species  were  not  used;  the  theory 
is  not  an  accepted  one;  the  auspices  or  connections 
were  not  well  known;  one  man  can  become  en- 
thusiastic; the  work  has  not  been  repeated;  the 
results  are  too  nearly  100%;  and  600  people  could 
hardly  be  found  who  would  take  their  pills  with- 
out fail! 

The  prize  article  on  FEE-SPLITTING  is  a hu- 
morous one  from  ‘Medical  Economics’  by  Dr.  Theo- 
dore Kamholtz.  In  the  manner  of  Spooner,  he 
splits  words,  until  it  is  almost  impossible  to  in- 
tentionally say  them  right.  . . . He  says  that  when 
tension  and  tempers  are  not  high,  one  talks  of 
FLEE-SPITTING.  If  the  argument  becomes  warm- 
er, it  can  be  called  SPLEE  FITTING,  or  even  FIT 
SPLEEING.  If  discussors  get  to  the  shouting  stage, 
they  may  arrive  at  SPIT  FLEEING.  . . . The  hum- 
orist then  tinctures  his  good  idea  with  a few 
barbed  shafts  at  the  medical  people  who  do  or 
do  not  spit  flees — flit  splees — . 


Like  old  soldiers  (who  simply  fade  away),  a 
contemporary  of  ARIZONA  MEDICINE  in  Califor- 
nia is  quietly  folding  in  October.  . . . The  'Annals 
of  Western  Medicine  and  Surgery'  has  been  quoted 
in  this  column  at  intervals,  and  has  done  a good 
job  in  presenting  research  reports  from  the  Los 
Angeles  area.  It  was  published  by  the  County 
Medical  Ass'n.  . . . The  only  distress  rocket  was 
sent  up  by  the  editor,  who  claims  that  the  junk- 
ing was  not  necessary. 


Here  is  a brief  story,  not  uncommon,  which 
shows  the  gap  between  a LAYMAN’S  CONCEPT 
and  a PHYSICIAN’S  INTERPRETATION.  . . . 
“Yes,  poor  Gloria  is  dead.  She  had  a tooth  pulled, 
and  then  had  trouble  with  her  jaw.  After  that 
she  got  an  infection  of  her  nervous  system  and 
was  in  the  hospital  for  $3,000.  They  tried  all  sorts 
of  drugs,  and  I think  only  ‘chloromycin’  worked. 
Her  bone  marrow  softened.  She  went  to  her  home 


town  and  they  said  she  had  leukemia  and  she 
died  in  two  weeks”.  . . . Intriguing  to  speculate  on 
the  exact  drug  and  diagnosis. 


PULMONARY  CONCENTRATION  OF  PENI- 
CILLIN has  become  important  with  the  finding 
that  one  form  of  the  drug  loves  the  lung.  . . . 'Neo- 
Penil'  of  Smith,  Kline,  and  French  is  penethamate 
hydriodide  (penicillin  G diethylaminoethyl  ester 
hydriodide).  It  concentrates  in  certain  body  tis- 
sues and  fluids,  especially  in  the  lungs  and  bron- 
chial secretion  where  it  may  be  5 to  10  times  as 
concentrated  as  in  the  blood,  and  as  much  higher 
than  benzylpenicillin  (G).  . . . Very  little  work  has 
been  published  on  the  effects,  but  the  therapeutic 
and  prophylactic  value  is  obvious  and  probable. 
. . . The  ill,  the  aged,  and  the  post-operative  should 
especially  profit. 


Sir  William  Osier,  a strictly  literary  relation  of 
Guillermo,  once  urged  the  use  of  ‘DAYTIGHT 
COMPARTMENTS’  as  a way  of  living.  . . . The 
idea  is  intriguing, — live  from  day  to  day;  do  not 
worry  about  what  is  ahead;  stop  looking  back  over 
the  shoulder.  . . . Probably  even  Sir  William  would 
not  restrict  the  ‘cells’  too  rigidly,  since  what  would 
happen  to  hospital  insurance,  and  to  pathologists! 


The  Clay-Adams  company  has  a wonderful  AD- 
VERTISEMENT FOR  AN  'AUTOCLIP  APPLIER' 
which  closes  operative  incisions  by  the  use  of 
metal  clips.  . . . The  description  has  all  of  the  mys- 
tery and  suspense  of  a 'Whodunit'  short  story.  The 
unanswered  question,  which  leaps  to  the  eye  of  the 
non-surgeon,  is  "How  are  the  clips  removed?".  . . . 
Maybe  it's  a serial  advertisement,  and  next  month's 
issue  will  give  the  answer. 


Speaking  of  MEDICAL  ADVERTISEMENTS, 
The  Birtcher  Corporation,  maker  of  electrical  high 
frequency  instruments,  has  a peculiar  and  remin- 
iscent one  in  current  journals.  ...  (It  reminds 
one  of  the  Florida  politician  who  told  the  natives 
that  his  opponent  was  an  extrovert,  was  secretly 
a student  of  semantics,  and  several  other  words 
open  to  being  misconstrued).  . . . The  Birtcher 
adv’t.  shows  an  attractive,  bare-shouldered  woman, 
and  the  subtitle  reads,  “She’s  Been  Hyfrecated”. 
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New  aureomycin 
minimal  dosage  for  adults 
— four  250  mg. 
capsules  daily,  with  milk. 


a most  widely 
accepted  antibiotic 
in  the  broad-spectrum  field  is 


AUREOMYC 


because 


Hydrochloride  Crystalline 


Physicians  in  the  United  States  and  throughout  the  world  have  recognized  the 
time-saving  value  of  immediate  use  of  aureomycin  in  cases  of  active  infection. 

The  successful  use  of  aureomycin,  as  described  in  publications  by  physicians 
throughout  the  world,  has  increasingly  encouraged  others  to  use  this  antibiotic 
and  publish  reports  thereon.  To  date,  more  than  7,000  original  reports,  editorials, 
brief  comments,  and  similar  notations  have  appeared  in  the  published  literature. 

The  trend  of  the  literature  clearly  indicates  that  in  desperate  situations  caused 
by  infection,  where  previously  cure  would  have  proved  difficult  or  impossible, 
aureomycin  has  saved  the  day. 


Capsules:  50  mg.— Vials  of  25  and  100.  100  mg.— Vials  of  25  and  bottles  of  100.  250  mg. — Vials  of  16  and  bottles  of  100. 
Ophthalmic  Solution:  Vials  of  25  mg.;  solution  prepared  by  adding  5 cc.  distilled  water. 


LEDERLE  LABORATORIES  DIVISION  American Gmuunid company  30  Rockefeller  Plaza,  New  York  2G  j\.  Y. 
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REPORT  OF  THE  EXECUTIVE 
SECRETARY 

CLINICAL  SESSION— AMERICAN 
MEDICAL  ASSOCIATION 
DENVER,  COLORADO 

Your  Executive  Secretary  in  company  with 
Jesse  D.  Hamer,  M.D.,  Association  Delegate  to 
the  AMA,  attended  the  Sixth  Annual  Clinical 
Session  of  the  American  Medical  Association 
held  in  Denver,  Colorado,  December  2-5,  1952, 
with  headquarters  at  Hotel  Shirley-Savoy. 

Monday,  December  1,  1952,  in  advance  of 
the  Clinical  Session,  the  Fifth  Annual  Medical 
Public  Relations  Conference  was  held.  The 
theme:  “Mutual  Understanding— The  Key  to 
Better  Public  Relations.”  Chairman  of  the  Gen- 
eral Session  was  W.  A.  Liggett,  M.D.,  President 
of  the  Colorado  State  Medical  Society.  The 
address  of  welcome  was  delivered  by  George 
F.  Lull,  M.D.,  Secretary  and  General  Manager 
of  AMA.  Edward  J.  McCormick,  M.D.,  Presi- 
dent-Elect of  AMA  delivered  the  keynote  ad- 
dress: “Medical  Public  Relations  Today.”  He 
emphasized:  “Mutual  understanding  can  only 

be  based  on  mutual  knowledge  and  trust.  To 
build  such  understanding  we  must  tell  the 
positive  story  of  American  medicine  again  and 
again.  We  must  describe  the  many  projects 
which  we  are  undertaking  to  benefit  the  health 
of  the  people.  We  must  ask  the  help  of  others 
in  our  programs,  so  that  the  workers  for  the 
cause  of  better  health  will  be  multiplied.  We 
must  share  our  ideas,  our  hopes  and  our  dreams 
with  the  rest  of  America.  Mutual  understanding 
is  a two-way  street.  Mutual  understanding  is 
built  upon  mutual  respect.” 

There  must  be  no  let  up  now  that  we  have  a 
new  Administration.  Every  physician  should  be 
brought  the  message  how  he  can  improve  his 
public  relations.  A two-act  play:  “Practice-ly 
Yours”  was  a presentation  in  point,  staged  by 
the  Denver  University  School  of  Theater,  action 
taken  depicting  a typical  scene  in  the  doctors' 
offices  and  waiting  rooms  of  today,  and  showed 
how  the  receptionist  and  physician  should  and 
should  not  attend  the  patient  PR-wise.  Con- 
tinuing society  discipline  of  its  members  where 
necessary  is  urged.  The  fee  structure,  itemizing 
bills  and  proper  indoctrination  of  medical  assist- 
ants were  discussions  pointing  up  the  need  and 
suggesting  a course  to  further  improve  the 


physician-patient  relationship.  Keeping  up-to- 
date  on  and  participating  in  medicine’s  activities, 
encouragement  and  support  of  hospital  and 
medical  prepayment  plans,  financial  assistance 
to  medical  schools  and  support  of  community 
projects  have  contributed  much  in  the  past  to 
improve  the  physicians’  public  relations  and 
there  should  be  no  letup  to  this  end  lest  the  gains 
of  yesterday  be  lost  tomorrow.  While  in  this 
country  today,  there  are  more  practicing  doctors 
than  elsewhere,  physicians  to  population  ratio, 
many  of  our  societies,  it  is  reported,  are  provid- 
ing scholarships  to  prospective,  qualified  medi- 
cal students  in  an  effort  to  maintain  this  favor- 
able record.  Progress  is  our  achievement  to  date. 

Albert  Williams,  Sr.,  of  Denver,  president  of 
the  United  States  National  Bank,  addressing  the 
luncheon  meeting  said:  “Fear  is  at  the  bottom 
of  all  human  problems.  The  greatest  thing  a 
doctor  can  do  is  to  quiet  the  fears  of  the  people. 
Health  is  a national  asset,  a national  security. 
Doctors  have  the  confidence  of  both  the  sick 
and  the  well.  The  community  thinks  highly  of 
the  doctor  and  expects  much  from  him.  We  must 
work  together  as  Americans  to  protect  America. 
The  future  of  our  country  is  in  his  hands.  With 
the  future  of  the  United  States  in  the  hands  of 
such  intelligent,  God-fearing  and  hard  working 
people,  I’m  not  afraid.” 

As  member  of  the  Executive  Committee  of 
the  Medical  Society  Executives’  Conference,  I 
attended  a half-day  session  devoted  to  the  busi- 
ness affairs  of  the  Conference,  revision  of  By- 
Laws  and  plans  for  the  annual  meeting  in  New 
York;  likewise,  I attended  all  sessions  of  the 
AMA  House  of  Delegates  and  several  of  the 
Reference  Committee  meetings.  Possibly  the 
most  controversial  subjects  presented  for  dis- 
cussion were  those  dealing  with  the  “doctor- 
draft  act  extension”  and  “costly  veterans  hospital 
care,  service-connected  and  non-service  con- 
nected, including  care  of  dependents”.  Dr. 
Hamer  will  report  on  the  proceedings. 

Dr.  John  Matson  Travis  of  Jacksonville,  Texas, 
received  the  gold  medal  and  citation  symbolic  of 
the  honor,  having  been  named  GP  of  the  year 
at  the  opening  session  of  the  House. 

A third  contribution  of  $500,000  by  the  AMA 
to  the  American  Medical  Education  Foundation 
was  announced. 

Member  physicians  registered  included  Jesse 
D.  Hamer,  Phoenix;  Harry  A.  Barnes,  Flagstaff; 
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Question  quiz 

Do  ijou  know  the  answers? 


Q.  Does  the  Hospital  Benefit  Associa- 
ciation  cooperate  with  doctors  and 
hospitals? 

A.  Yes.  The  Association  cooperates  in 


Hospital  Benefit  Association 
To  Honor  Arizona  Hospitals 
In  Christmas  Day  Broadcasts 


every  possible  way.  It  actively  sup- 
ports the  standards  of  the  medical 
profession.  And  payments  are 
made  as  quickly  as  possible  with 
a minimum  of  “paper  work”  for 
doctors  and  hospitals. 

Q.  How  do  hospitals  and  doctors 
benefit  from  the  Association? 

A.  Both  benefit  from  HBA,  because 
member-patients  are  financially 
able  to  pay  hospital  and  surgical 
bills  when  needed— thus  enabling 
hospitals  and  doctors  to  provide 
more  effective  treatment. 

Q.  How  many  Association  members 
are  there  today? 

A.  More  than  35,000. 


Program  of  Christmas  Carols  Will  Be  Broadcast 
On  Nine-Station  Radio  Network,  4:00-4:30  P.M. 


8 


As  a tribute  to  the  fine  work  being  done  by  the  medical  profession  in  Ari- 
zona, the  Hospital  Benefit  Association  will  sponsor  a half-hour  broadcast  on 

- Christmas  Day  to  call  the  public’s  at- 
tention to  the  important  services  being 
rendered  by  the  state’s  hospitals  and 
doctors. 

The  program  will  be  broadcast  over 
a nine-station  network  from  4 to  4:30 
p.m.  It  will  feature  a well-known 
choral  group  singing  favorite  Christ- 
mas carols.  And  it  will  vividly  tell 
about  the  work  being  done  by  doc- 
tors, nurses  and  hospitals  who  are  true 
“Angels  of  Mercy”— not  only  at  Christ- 
mas-time but  throughout  the  year. 

Public  Relations  Program 


* 


a 


« 


% 


(Kfyrtsimas 


Q.  May  HBA  members  choose  their 
own  hospitals  and  doctors? 

A.  Yes.  Member  benefits  are  paid  to 
any  licensed  hospital  or  physician 
(M.D.)  anywhere  in  the  world. 


“I'm  warning  you,  Henry,  one  smart 
crack  like  ‘What’s  Cooking?’  and 
you’ve  had  it!” 


The  directors,  officers  and  staff  of 
the  Hospital  Benefit  Association  want 
to  thank  all  doctors,  nurses  and  every 
staff  member  of  every  Arizona  hospi- 
tal for  their  splendid  cooperation  dur- 
ing the  past  year,  and  to  wish  all  of 
vou  and  your  families  a Merry  Christ- 
mas and  a Happy  New  Year. 


New  A.  M.  A.  Booklet 
Makes  Good  Reading 

The  Hospital  Benefit  Association 
would  like  to  compliment  the  Amer- 
ican Medical  Association  on  the  splen- 
did booklet,  “Winning  Ways  With 
Patients”,  which  was  published  re- 
cently and  sent  to  all  A.M.A.  mem- 
bers. 

This  booklet  contains  many  impor- 
tant hints  which  can  be  of  benefit  in 
doctor-patient  relationships.  If  you 
have  not  already  received  your  copy, 
or  would  like  extra  copies,  write  to 
Lea  Brown,  Director  of  Publications, 
American  Medical  Association. 


This  is  part  of  the  Association’s 
continuing  public  relations  program 
which  has,  on  every  occasion,  whole- 
heartedly supported  the  standards  of 
the  medical  profession.  The  Associa- 
tion has  devoted  considerable  radio 
and  newspaper  advertising  to  combat 
any  form  of  socialized  medicine  or 
compulsory  health  insurance.  It  has 
always  supported  the  recruiting  of 
nurse  trainees.  And  it  publishes  a bi- 
monthly bulletin  for  its  members  fea- 
turing health  articles  by  outstanding 
doctors. 


TUNE  IN  ON  ONE 


OF  THESE 


ARIZONA  STATIONS 

Phoenix 

KTAB 

Tucson 

KVOA 

Yuma 

KYUM 

Prescott 

KYCA 

Globe-Miami 

KWJB 

Safford 

KGLU 

Douglas-Bisbee 

KAWT 

Winslow 

KVNC 

Flagstaff 

KCLS 
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George  D.  Boone,  Tucson;  Ian  M.  Chesser,  Tuc- 
son; Roscoe  A.  Gutekunst,  Phoenix;  Dale  C. 
Hathaway,  Ray;  Elvie  B.  Jolley,  Bisbee;  Samuel 
R.  Joseph,  Phoenix;  Harry  S.  Beckwith,  Wins- 
low; and  Juan  E.  Fonseca,  Tucson.  Others  who 
may  have  been  in  attendance  were  not  yet  listed 
as  of  the  latest  release  available. 

Respectfully  submitted, 

Robert  Carpenter 
Executive  Secretary 
O 

ARIZONA  PHARMACEUTICAL 
ASSOCIATION,  INC. 

The  officers  and  members  of  the  Arizona 
Pharmaceutical  Association  want  to  thank  you 
for  the  opportunity  of  having  this  little  chat  with 
you  every  month.  There  are  many  problems,  in 
this  day  of  multitudinous  laws  and  regulations, 
of  mutual  interest  to  all  who  are  engaged,  in  any 
manner,  in  the  health  and  welfare  of  the  public. 
Every  year  we  are  faced  with  new  interpreta- 
tions of  present  laws  and  with  new  legislation 
and  court  decisions. 

One  of  our  most  stringent  regulatory  measures 
is  the  Harrison  Narcotic  Law,  as  amended.  This 
law,  together  with  the  addition  of  the  new 
amendments  to  the  Arizona  Narcotic  Act,  passed 
by  the  legislature  this  past  year,  provides  more 
teeth  for  enforcement  of  their  respective  pro- 
visions. 

I am  particularly  anxious  to  bring  you  some 
information  relative  to  the  enforcement  of  these 
laws.  As  you  may  now,  the  enforcement  of  the 
Arizona  law  relating  to  the  sale  of  narcotic  drugs 
has  been  invested  in  the  Arizona  State  Board  of 
Health,  together  with  all  other  peace  officers 
and  all  county  attorneys. 

At  the  1952  session  of  our  legislature,  a new 
liquor  control  act  was  passed.  Section  72-103b, 
subsection  9 of  this  act  reads,  in  part,  as  follows: 
“it  shall  be  the  duty  of  the  Superintendant 
of  Liquor  Licenses  and  Control  to  assist  in 
the  enforcement  of  the  provisions  of  law  re- 
lating to  the  possession  and  sale  of  narcotic 
drugs”. 

In  conformity  with  this  new  provision,  the 
Superintendant  setup  a narcotic  squad  within 
the  department  of  Liquor  Licenses  and  Control. 
These  men  have  been  working  closely  with  the 
federal  narcotic  agents  and,  the  latter  part  of 
November,  began  working  with  the  pharmacies 
of  our  state.  They  are  especially  interested  in 


the  acceptance  of  prescriptions  for  narcotics 
over  the  telephone.  Article  172  of  the  Federal 
Act  states: 

“the  furnishing  of  narcotics  pursuant  to  tele- 
phone advice  of  practitioners  is  prohibited, 
whether  prescriptions  covering  such  orders 
are  subsequently  received  or  not”. 

Under  this  article  the  prescription  must  be  in 
the  hands  of  the  pharmacist  prior  to  the  de- 
livery of  the  medicine.  Mailing  narcotic  pre- 
scriptions by  a physician,  after  delivery  is  made 
by  the  druggist,  is  not  allowed.  You,  doctor,  may 
have  been  inconvenienced  by  a request  from 
your  pharmacist  for  the  prescription  before  he 
can  deliver  the  medicine.  It  is  our  hope  that  you 
will  bear  with  us,  in  this  particular.  Every 
pharmacist  is  being  warned,  by  the  officials,  not 
to  fill  prescriptions  pursuant  to  telephoned 
orders.  Failure  to  comply  will  make  them 
subject  to  prosecution  and,  if  convicted,  will 
cause  them  Jo  lose  their  license  to  practice  their 
profession. 

In  order  to  facilitate  this  program,  if  you  do 
phone  a prescription  to  your  pharmacist,  will 
you  leave  the  original  with  your  office  nurse,  or 
if  you  are  on  a house  call,  with  the  patient,  so 
the  pharmacist’s  delivery  boy  may  pick  it  up 
without  undue  delay? 

We  shall  do  everything  within  our  power  to 
expedite  your  prescriptions  and  shall  endeavor 
to  prevent  any  uncalled  for  delay.  The  practice 
of  our  profession  is  of  paramount  interest  to  all 
of  us  but  this  is  one  time  when  we  are  faced  with 
a somewhat  untenable  situation.  We  shall  need 
your  cooperation.  Thanks  loads. 

PAN-PACIFIC  SURGICAL 
ASSOCIATION 

The  executive  office  of  the  Pan-Pacific  Surgical 
Association  announces  that  the  Sixth  Pan-Pacific 
Surgical  Congress  will  be  held  in  Honolulu  in 
November  1954. 

Included  in  the  scientific  program  will  be  ses- 
sions in  all  divisions  of  surgery  and  related  fields, 
with  papers  presented  bv  topflight  surgeons  from 
the  Pacific  Area  countries. 

For  further  information  concerning  the  Sixth 
Congress  or  membership  in  the  Association,  doc- 
tors may  write  to  the  Pan-Pacific  Surgical  Asso- 
ciation, Suite  7,  Young  Building,  Honolulu, 
Hawaii. 
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GLENDALE  CLINIC 


Emergency  Room 


Front  View  of  Glendale  Clinic 


X-Ray  Room 


Reception  Room 


Dr.  Fulk  and  two  of  his  assistants 


Floor  Plans 


MURL  E.  FULK,  M.D. 

PHYSICIAN  and  SURGEON 


Telephone  YEllowstone  7-7240  (Phoenix) 


Lateral  16  and  Glendale  Ave. 


Glendale,  Arizona 
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PHYSICIANS  AND  SELECTIVE 
SERVICE 

This  brief  article  has  been  compiled  to  convey 
as  much  information  as  is  presently  available  on 
the  relationship  of  physicians,  dentists,  and 
veterinarians  to  the  Selective  Service  system.  On 
points  not  made  entirely  clear  it  is  suggested 
that  inquiry  be  made  at  the  Arizona  State  Head- 
quarters of  Selective  Service,  Phoenix,  which  is 
headed  by  Gen.  A.  M.  Tuthill,  or  consult  his 
local  board  or  his  state  advisory  committee. 

Subject  to  Call 

All  physicians  up  to  and  including  the  age  of 
fifty  are  eligible  for  service  under  Special 
Registration,  but  the  younger  doctors  are  gener- 
ally inducted  first. 

Double  Liability 

A registrant  is  said  to  be  “doubly  liable”  for 
service  when  he  ( 1 ) was  born  after  August  30, 
1922,  and  under  the  Universal  Military  Training 
and  Service  Act  of  1951  as  amended,  is  eligible 
for  service  like  any  other  male  born  after  that 
date,  and  (2)  is  eligible  for  service  because  he 
is  a physician,  dentist  or  veterinarian  and 
registered  as  a Special  Registrant  under  Public 
Law  779. 

Most  of  the  younger  professional  men  fall  into 
the  double  liability  group  and  have  received 
temporary  deferments  as  regular  registrants  to 
complete  their  schooling  and  one  year  interne- 
ship.  Upon  completion  of  the  one  year  interne- 
ship,  a local  board,  in  most  cases,  automatically 
reclassifies  a registrant  into  the  classification  for 
which  he  qualifies.  If  he  has  received  a defer- 
ment as  a student  or  intern,  his  liability  as  a 
regular  registrant  is  extended  to  age  35.  If  he 
qualifies  for  and  receives  a 1-A  classification  he 
can  be  ordered  for  induction  as  a private  by  his 
local  board. 

Ry  a thorough  understanding  of  the  laws  and 
regulations  in  these  matters  the  young  profes- 
sional man  may  be  able  to  make  plans  well  in 
advance  of  the  time  they  may  be  required  to 
enter  military  service,  and  have  sufficient  time 
to  accept  commissions  in  the  branch  of  service 
they  prefer,  thus  eliminating  the  possibility  of 
their  being  inducted  as  enlisted  men. 

Any  physician  classified  1-A  by  a local  board 
may  appeal  his  classification  within  ten  days 
after  receipt  of  the  1-A,  by  sending  a letter  direct 
to  his  local  board.  In  the  letter  of  appeal  it  must 


state  “I  hereby  appeal  my  classification”,  with 
reasons  set  forth  for  the  appeal. 

Essentiality 

Local  boards  having  jurisdiction  over  recent 
medical  school  graduates  who  are  liable  for 
service  as  regular  registrants  (recruits)  should 
be  advised  of  the  names  of  the  hospitals  in  which 
these  graduates  are  interning,  and  that  they  are 
essential  to  these  hospitals  in  order  to  maintain 
the  minimum  house  staff  requirements— which  is 
a direct  contribution  to  the  maintenance  of  the 
National  health,  safety,  or  interest.  This  is  to 
insure  these  men  from  being  inducted  into  serv- 
ice before  completion  of  their  one  year  interne- 
ship. 

In  declaring  anyone  not  available  for  military 
service  because  of  teaching  or  research  work  it  is 
necessary  that  they  have  been  engaged  in  this 
work  for  from  four  to  five  years  on  a full-time 
basis.  This  does  not  include  the  training  neces- 
sary to  enter  this  work.  When  a man  is  declared 
essential  to  a medical  school  or  hospital  for  re- 
search or  teaching  it  is  necessary  that  the  uni- 
versity or  hospital  try  to  seek  a replacement. 

The  criterion  for  essentiality  rating— the  phy- 
sician must  have  been  in  the  community  four 
years  in  full  time  practice,  in  a community  with 
limited  medical  facilities,  and  his  entry  into 
active  military  duty  with  the  Armed  Forces 
would  make  the  health  standards  of  the  com- 
munity fall  below  minimum  requirements.  The 
total  population  of  the  community  concerned, 
and  the  surrounding  community  in  which  the 
physician  practices,  should  be  considered,  along 
with  hospital  facilities  available.  Consideration 
must  also  be  given  as  to  how  many  other  physi- 
cians are  within  a reasonable  travel  distance,  and 
how  far  it  is  to  another  town  with  adequate 
medical  facilities,  taking  into  consideration  the 
number  of  physicians  available  to  any  particular 
group. 

A physician  declared  not  available  for  service 
because  of  reasons  of  essentiality  to  a com- 
munity, must  try  to  seek  a replacement  for  him- 
self in  that  community. 

Induction 

A man  ordered  for  induction  as  a Special 
Registrant  may  apply  for  and  accept  a commis- 
sion, so  he  will  not  be  inducted  as  a private.  It 
takes  a minimum  of  ninety  days  for  Navy  and 
Air  Force  commissions  to  be  processed  and  for 
the  men  to  be  appointed.  The  Army  can,  in 
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extreme  cases,  process  a case  within  three  weeks. 

When  a registrant  who  is  also  a Special 
Registrant  is  being  inducted  as  a regular  regis- 
trant, he  will  have  the  same  opportunity  to 
secure  a commission  as  a Special  Registrant,  and 
the  local  board  should  so  advise  him. 

A special  Registrant  who  is  ordered  for  in- 
duction as  a Special  Registrant,  and  who  accepts 
a commission,  will  not  report  for  induction. 
When  ordered  to  report  for  induction  as  a regu- 
lar registrant  he  will  be  inducted  unless  he 
accepts  a commission  and  actually  enters  on 
active  duty  by  the  date  set  for  the  induction. 
O 

U.  S.  HOUSE  OF  RPRESENTATIVES 

At  least  5 M.D.’s  in  the  House  of  Representa- 
tives are  assured  at  this  writing.  Re-elected 
were:  Minnesota— Dr.  Walter  H.  Judd  (R);  Ne- 
braska—Dr.  A.  L.  Miller  (R);  Pennsylvania— 
Drs.  I.  D.  Fenton  (R)  and  T.  E.  Morgan  (D). 
For  a first  term  is  Dr.  Will  W.  Neal  (R)  of  West 
Virginia.  In  Idaho  a very  close  contest  which 
may  result  in  a recount  discloses  Dr.  John  T. 
Wood  ( R ) seeking  re-election  trailing  his  Demo- 
cratic opponent. 


Our  members  are  dairymen  whose  busi- 
ness is  supplying  good  milk  for 

milk  and  milk  products. 

We  are  aware  of  the  importance  of  good 
milk  to  good  health  and  of  our  obligation 
to  supply  a product  which  will  merit  your 
confidence. 

ARIZONA  MILK  PRODUCERS 

422  Heard  Building  Phone  ALpine  3-0893 


FOR  RENT 

Dignified  Quarters  For  Doctor 
Peerless  Location 
Brand  New  Building 
Ample  Parking  Space 

• • • 

L.  L.  STEWARD,  BROKER 

Phoenix,  Arizona 

1414  E.  McDowell  Road— Phone  ALpine  4-1636 


★ * ★ 


THE  WORLD  S PREFERRED 

COGNAC  BRANDY 

Schieffelin  & Co  . New  York  N.Y. 


• WHEEL 
CHAIRS 

HOSPITAL 
& PORTABLE 

• INVALID 
WALKERS 

ADULT  & CHILD  SIZE 
OXYGEN  THERAPY  SERVICE 
Phone  ALpine  8-7511 
Phoenix,  Arizona 
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MAN  BEHIND  THE  TEST 

The  ancient  Hebrews  decreed  that  a warning 
blast  should  be  sounded  on  the  shofar  to  mark 
the  third  case  of  an  infectious  disease  in  a com- 
munity, but  diphtheria  rated  a shofar  warning 
for  the  very  first  case.  Few  diseases  have  been 
so  dreaded  as  diphtheria,  partly  because  it  is 
especially  deadly  for  children  in  the  tender  two- 
to-five  age  bracket.  Last  week  Yeshiva  Uni- 
versity in  New  York  City  held  a special  convo- 
cation to  give  an  honorary  degree  to  a physician 
who  had  done  much  to  take  the  dread  out  of 
diphtheria:  Bela  Schick,  the  little-known  man 
behind  the  famous  Schick  test. 

When  Bela  Schick  was  still  a boy  in  Hungary, 
German  researchers  tracked  down  the  microbe 
which  causes  diphtheria,  and  isolated  the  poison- 
ous secretion  which  makes  a strange,  strangling 
membrane  grow  across  many  a victim’s  throat. 
They  got  as  far  as  developing  a horse  serum 
which  could  be  used  either  as  a preventive 
against  the  disease  or  as  a remedy  after  it  had 
struck.  But  so  many  people  got  sick  from  the 
serum  itself  that  doctors  hated  to  give  it  as  a 
preventive  unless  they  could  be  sure  that  it  was 
really  necessary.  They  needed  a test  to  show 
whether  a patient  had  acquired  immunity  to 
diphtheria. 

As  a young  doctor  in  Vienna,  Schick  worked 
with  Clemens  von  Pirquet  on  serum  sickness  and 
similar  sensitivities.  The  two  coined  the  word 
“allergy.”  Von  Pirquet  hit  upon  the  tuberculin 
test,  which  shows  whether  the  subject  has  (or 
has  ever  had)  tuberculosis,  and  Schick  thought 
the  same  idea  might  be  applied  to  other  diseases. 
What  he  got  was  slightly  different  but  more 
valuable:  a remarkably  accurate  and  fairly 

simple  test  which  shows  whether  a subject  is 
vulnerable  to  diphtheria. 

Schick  announced  the  test  in  1913.  Within  ten 
years,  a new  and  far  safer  immunizing  substance 
(toxoid)  took  most  of  the  risk  out  of  preventive 
measures.  Nowadays,  throughout  most  of  the 
U.S.  and  in  many  another  country,  babies  get 
their  first  protective  shot  by  the  time  they  are 
a year  old.  Years  after  the  first  shot,  the  Schick 
test  (two  injections,  one  in  each  arm)  shows 
whether  the  immunity  has  lasted  or  needs  re- 
newing. And  it  will  show  at  any  time  whether  a 
preventive  shot  has  “taken.” 

Although  the  Schick  test  was  intended  mainly 


for  children,  its  usefulness  extends  to  their 
elders.  For  adults  are  more  likely  than  young- 
sters to  have  allergic  reactions  to  immunization 
shots,  so  it  is  especially  important  in  their  case 
to  give  no  unnecessary  innoculations.  Sensitive 
grown-ups  often  can  be  immunized  by  tiny, 
repeated  doses  of  toxoid. 

Slight,  gentle  Pediatrician  Schick,  75,  childless 
himself,  has  treated  tens  of  thousands  of  children 
in  Vienna  and  (since  1923)  in  New  York  City, 
stil  commutes  by  subway  from  his  Manhattan 
home  for  office  hours  in  Brooklyn.  More  than 
the  medals  he  has  received  he  treasures  a thank- 
you  book  signed  in  1933  by  a million  New  York 
City  school  children.  Yeshiva’s  new  million-dollar 
department  of  pediatrics  is  to  be  named  for  Dr. 
Schick.  His  most  enduring  monument:  the  test 
which  helps  to  save  lives. 

O 

LEST  WE  FORGET!! 

About  to  go  into  the  RED  despite  a continuing 
post-war  boom  is  Britain’s  cradle-to-grave  social 
security  program. 

Collections  from  23  million  adult  Britons  plus 
planned  government  contributions  from  tax 
funds  have  exceeded  benefit  payments  thus  far. 
A reserve  of  about  3 billion  dollars  has  accumu- 
lated. However,  hundreds  of  thousands  of  men 
and  women  are  becoming  eligible  for  retirement 
pensions  and  the  payments  are  about  to  multiply 
rapidly.  For  a weekly  payment  of  70  cents,  plus 
another  60  cents  collected  from  his  employer,  the 
Briton  has  been  promised  complete  protection 
against  poverty  from  before  birth  until  after  he 
is  laid  in  his  grave.  He  and  his  employer  are 
now  asked  to  chip  in  another  10  cents  a piece. 


Monty  LeberFs  Nursery 

And 

Flower  Shop 

Artistic  Flower  Arrangements  for  Every  Occasion 
• • • 

Assorted  Potted  Plants 
Dish  Gardens 

Beautiful  Ceramics 

We  Specialize  In  Planter  Box  Materials 

531  W.  Thomas  Road  Phone  CR  4-0211 

Phoenix,  Arizona 
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FIRST  ANNUAL  MEETING 

ARIZONA  ACADEMY 

- of  - 

GENERAL  PRACTICE 

SAFFORD,  ARIZONA 

JANUARY  24  and  25,  1953 


Program 


SATURDAY,  JANUARY  24,  1953 

8:00  A.M Breakfast  - Safford  Inn 

State  Officers  and  Directors  1952-53 

Morning  Moderator F.  W.  Knight 

Safford,  Arizona 

9:00  A.M William  Moretz 

Professor  of  Surgery, 
University  of  Utah  College  of  Medicine 
“The  Management  of  Injuries  of  the  Hand” 

10:00  A.M John  F.  Waldo 

Professor  of  Medicine 
University  of  Utah  College  of  Medicine 
“The  Differential  Diagnosis  and  Manage- 
ment of  Respiratory  Infections.” 

11:00  A.M Emil  Holmstrom 

Professor  of  Obstetrics 
University  of  Utah  College  of  Medicine 
“The  Management  of  Functional  Bleeding” 
NOON-2:00  P.M. .. Luncheon-Business  Meeting 

Election  of  Officers,  Etc. 

Safford  Inn 

Afternoon  Moderator.  .Calvin  Williamson— Yuma 
2:00  P.M Morton  H.  Leonard,  A.  B.  O.  S. 

El  Paso,  Texas 

“Treatment  of  Severe  Sprains  of  the  Ankle” 


3:00  P.M William  Moretz 

“Recent  Advances  In  Abdominal  Surgery” 

4:00  P.M John  F.  Waldo 

“ The  Diagnosis  and  Management  of  the 
Acute  Phase  of  Poliomyelitis” 

7:00  P.M Cocktail  - Dinner  - Party 

Safford  Inn 

SUNDAY,  JANUARY  25,  1953 

Morning  Moderator Lucille  M.  Dagres 

Phoenix 

9:00  A.M Emil  Holmstrom 

“The  Management  of  R H Problems” 

11:00  A.M John  F.  Waldo 

“The  Modern  Uses  of  the  Anti-Biotics” 

11:00  A.M William  Moretz 

“ Recent  Advances  in  Vascular  Surgery” 

Noon 

to 

2:00  P.M Luncheon  - Safford  Inn 

Question  and  Answer  Type 

ADJOURNMENT 

Saturday  Luncheon  for  Wives:  Arranged 


That  while  the  meeting  is  fundamentally  for  members  of  the  Arizona  Academy 
of  General  Practice  all  general  practitioners  in  the  State  are  cordially  invited  to 
attend  and  if  they  do  so,  will  they  please  contact:  Donald  E.  Nelson,  M.  D.,  Saf- 
ford, Arizona,  stating  their  intentions. 
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SEMINAR  OF  THE  AMERICAN 
CANCER  SOCIETY  IN  ARIZONA 

The  American  Cancer  Society-Arizona  Di- 
vision , in  collaboration  with  the  Arizona  Medi- 
cal Association,  will  hold  the  first  Cancer  Seminar 
of  its  kind  in  the  Southwest,  in  Phoenix  on  Janu- 
ary 15,  16  and  17,  1953.  It  is  hoped  that  this 
type  of  seminar  will  become  an  annual  affair. 
Dr.  Edward  Bregman,  Chairman  of  the  Arizona 
Division  of  the  American  Cancer  Society,  recent- 
ly attended  the  National  Convention  and  brought 
back  the  plans  for  this  regional  seminar.  This 
coming  meeting  is  the  fruition  of  these  plans. 

The  three  day  meeting  will  include  lectures 
by  eminent  men  in  the  field  of  cancer  from  all 
parts  of  the  country.  These  specialists  are  Drs. 
Dudley  Jackson,  D.  A.  Todd,  Lewis  W.  Guiss, 
L.  H.  Garland,  Wm.  S.  McComb,  David  A. 
Wood,  Edward  Banner,  U.  V.  Portmann,  and 
John  C.  Jones.  The  subjects  covered  will  include 
among  others  cancer  of  the  skin,  generative  or- 
gans, stomach,  lung  and  oral  cavities. 

Dr.  Thomas  Bate,  President  of  the  Arizona 
Medical  Association,  will  open  the  convention 
at  noon,  Thursday,  January  15,  1953,  at  the  Para- 
dise Inn  Resort  near  Phoenix.  Each  meeting  will 
have  as  a moderator  eminent  medical  men  of 
Phoenix  and  Tucson  with  discussion  from  the 
floor  and  a question  period  after  each  subject. 
Round  table  lunches  will  help  generate  a closer 
group  discussion  each  day.  There  will  be  a 
banquet  on  Friday  Night,  January  16,  1953. 

The  detailed  program  with  the  names  of  the 
speakers,  their  subjects,  the  names  of  the  modera- 
tors and  other  pertinent  data  will  be  mailed  to 
every  member  of  the  Arizona  State  Medical  So- 
ciety as  well  as  to  members  of  the  State  So- 
cieties of  the  Rocky  Mountain  area,  a total  of 
4500-5000  invitations  being  extended.  Arrange- 
ments are  being  made  to  find  accommodations 
for  all  visiting  medical  men  and  their  wives  either 
at  the  Paradise  Inn  or  other  closeby  resorts,  to 
provide  transportation  to  the  meetings,  if  neces- 
sary, etc. 

It  is  hoped  that  there  will  be  an  excellent  turn- 
out of  local  doctors,  thus  assuring  a continua- 
tion of  these  seminars  on  an  annual  basis. 


CANCER  SEMINAR 
AMERICAN  CANCER  SOCIETY 
Arizona  Division 

In  Association 
With 

ARIZONA  MEDICAL  ASSOCIATION 

PROGRAM 

JANUARY  15  - 16  - 17,  1953 
Phoenix,  Arizona 

All  sessions  of  the  Seminar  will  be  held 
in  the  Convention  Hall  of  Paradise  Inn 

THURSDAY,  JANUARY  15,  1953 

9:00-12:00  A.M.  Registration 
1:30  P.M.  Opening  of  Seminar 

Edward  H.  Bregman,  M.D., 
Chairman,  Board  of  Trustees, 
Arizona  Division,  A.C.S. 
Thomas  H.  Bate,  M.D., 

President, 

Arizona  Medical  Association 
Introduction  to  the  Seminar 
Charles  S.  Cameron,  M.  D. 
Medical  and  Scientific  Direc- 
tor, American  Cancer  Society, 
New  York 

2:00  P.M.  Cancer  of  the  Breast 
Moderator: 

Arthur  J.  Present,  M.D. 
Radiologist,  Tucson 
Speakers : 

Dudley  Jackson,  M.D. 

Director  of  Nix  Tumor  Clinic 
Assoc.  Professor  of  Surgery 
Baylor  University, 

San  Antonio,  Texas 
D.  A.  Todd,  M.D. 

Pathologist,  Nix  Tumor  Clinic 
San  Antonio,  Texas 
3:30  P.M.  Cancer  of  the  Colon 
Moderator: 

Royal  W.  Rudolph,  M.D. 
Surgeon,  Tucson 
Speakers: 

Lewis  W.  Guiss,  M.D. 

Asst.  Professor  of  Surgery, 
School  of  Medicine,  U.S.C. 

Los  Angeles,  California 
L.  H.  Garland,  M.D. 

Professor  of  Radiology, 
Standard  Univ.  Medical  School 
San  Francisco,  California 
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FRIDAY,  JANUARY  16,  1953 

10:00  A.M.  Cancer  of  the  Skin 
Moderator: 

J.  Madison  Greer,  M.D. 

Surgeon,  Phoenix 
Speakers: 

William  S.  McComb,  M.D. 

Assoc.  Surgeon,  Chief, 

Head  and  Neck  Service 
M.D.  Anderson  Hospital, 
Houston,  Texas 
David  A.  Wood,  M.D. 

Professor  of  Oncology, 
University  of  California 
School  of  Medicine, 

San  Francisco,  Calif. 

11:30  A.M.  Cancer  of  the  Stomach 
Moderator: 

Henry  G.  Williams,  M.D. 
Surgeon, 

Grunow  Clinic,  Phoenix 
Speakers : 

Lewis  W.  Guiss,  M.D. 

L.  H.  Garland,  M.D. 

12:30  P.M.  Round  Table  Discussion— Luncheon 
2:00  P.M.  Cancer  of  the  Ovary 
Moderator: 

Karl  S.  Harris,  M.D. 

Surgeon,  Phoenix 
Speakers: 

Edward  A.  Banner,  M.D. 

Mayo  Clinic, 

Rochester,  Minn. 

U.  V.  Portmann,  M.D. 

Director  of  Radiation  Therapy 
Cleveland  Clinics, 

Cleveland,  Ohio 

3:30  P.M.  Hospital  Pathologist  & Radiologist 
In  Cancer  Problems 
Moderator: 

Norman  A.  Ross,  M.D. 

Surgeon,  Phoenix 
Speakers: 

L.  H.  Garland,  M.D. 

David  A.  Wood,  M.D. 

SATURDAY,  JANUARY  17,  1953 

10:00  A.M.  Cancer  of  the  Oral  Cavity  and 
Pharynx 


Moderator: 

Thomas  A.  Hartgraves,  M.D. 
Director  of  Laboratories 
Grunow  Clinic,  Phoenix 
Speaker: 

William  S.  McComb,  M.D. 

11:00  A.M.  Cancer  of  the  Lung 
Moderator: 

D.  W.  Melick,  M.D. 

Surgeon,  Phoenix 
Speakers: 

John  C.  Jones,  M.D. 

Thoracic  Surgeon 
Los  Angeles,  California 
David  A.  Wood,  M.D. 

12:30  P.M.  Round  Table  Discussion— Luncheon 
2:00  P.M.  Cancer  of  the  Uterine  Cervix 


Moderator : 

Preston  T.  Brown,  M.D. 
Gynecologist,  Phoenix 
Speakers: 

Edward  A.  Banner,  M.D. 

U.  V.  Portmann,  M.D. 

3:30  P.M.  A Research  Project  for  Arizona 
Speaker: 

Charles  S.  Cameron,  M.D. 
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OUTLINE  OF  THE  NURSES'  LOAN 
PROJECT 

I.  The  Nurses’  Loan  Fund  was  established  in 
1950. 

II.  The  fund  was  about  $600.00. 

a.  The  money  was  derived  from: 
Contributions  from  members  at  large. 
One  dollar  per  member  from  four  county 

auxiliaries. 

Sixty  dollars  from  interested  members  in 
Phoenix  and  other  board  members. 

b.  In  1951  Maricopa  County  Auxiliary  gave 

$300.00  to  the  fund  because  of  its  keen 
interest  in  the  project. 

c.  The  Woman’s  Auxiliary  to  the  Arizona 

Medical  Association  has  most  gener- 
ously augmented  the  fund  each  year  in 
order  to  help  insure  the  success  of  the 
project  and  to  help  more  applicants. 
Each  member  of  the  State  and  County 
Auxiliaries  will  have  paid  $5.00  to- 
ward the  fund  over  a five  year  period. 
All  members  at  large  who  have  not  con- 
tributed are  urged  to  do  so.  Send 
your  checks  to  the  State  Treasurer, 
Mrs.  R.  Lee  Foster,  2215  North  11th 
Avenue,  Phoenix,  Arizona. 

d.  In  the  three  years  since  its  appointment, 

the  Committee  has  loaned  $2450.00  to 
eleven  young  women  to  go  through 
nurses  training. 

III.  Requirements: 

a.  R average  in  high  school. 

b.  Good  moral  character. 

Three  references  are  required. 

c.  Must  show  proof  of  needing  financial  as- 

sistance. 

d.  Must  pass  a strict  physical  examination. 

e.  Must  be  accepted  by  one  of  the  four  ac- 

credited schools  of  nursing  in  Arizona. 
These  hospitals  are: 

Good  Samaritan,  Phoenix,  Arizona 
St.  Joseph’s  Hospital,  Phoenix,  Arizona 
Memorial  Hospital,  Phoenix,  Arizona 
St.  Mary’s  Hospital,  Tucson,  Arizona 

f.  Must  have  a personal  interview  with  a 

member  of  the  committee. 


IV.  Repayment  of  the  Loan. 

a.  The  Loan  requested  must  not  exceed 

$300.00,  is  interest  free.  Repayment  of 
the  loan  must  start  six  months  after  the 
girl  receives  her  state  license  to  work 
at  the  rate  of  not  less  than  $12.50  a 
month. 

b.  If  the  girl  does  not  finish  her  training  she 

must  start  repayment  within  30  days 
after  leaving  school.  She  must  repay 
the  loan  at  not  less  than  $12.50  a 
month. 

c.  Applications  who  receive  the  loans  are 

required  to  sign  contracts  with  the 
Auxiliary.  A parent,  or  guardian,  is 
also  required  to  co-sign  with  the  girl 
to  repay  the  loan. 

V.  Where  the  girls  who  have  received  loans  are 

now. 

a.  Only  one  girl  has  graduated  since  the 

fund  was  established.  She  is  living  in 
Pennsylvania  and  has  repaid  $60.00  of 
the  $100.00  loan. 

b.  St.  Mary’s  Hospital  in  Tucson 

One  senior. 

One  freshman  in  the  September  Class 
of  1952. 

c.  Good  Samaritan  Hospital,  Phoenix. 

One  girl  who  is  a senior  and  who  has 
a brilliant  record. 

Two  freshmen  students,  September 
class  of  1952. 

d.  St.  Joseph’s  Hospital,  Phoenix. 

One  senior  girl. 

Three  young  women  in  their  second 
year. 

One  freshman  girl  who  entered  in  Sep- 
tember class  of  1952. 

e.  Families  of  the  girls  who  have  received 

loans  live  in  Kingman,  Morenci,  Clif- 
ton, Globe,  Tucson,  Prescott,  and 
Phoenix. 

VI.  How  Committee  gets  applicants. 

a.  Each  January  a letter  is  sent  to  all  high 
school  principals  in  Arizona  telling  of 
the  availability  of  the  loan  and  listing 
the  qualifications.  Two  duplicate  let- 
ters are  enclosed,  one  for  the  school 
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nurse  or  vocational  director  and  one 
for  the  bulletin  board. 

b.  Last  year  an  appeal  was  made  through 

Arizona  Medicine  to  all  doctor’s  wives 
to  help  inform  their  communities  of  the 
project. 

c.  Last  year  most  county  auxiliaries  had  a 

Nurse  Recruitment  Week  to  inform  the 
public  of  the  great  need  for  more  train- 
ed nurses,  and  to  interest  high  school 
girls  in  going  through  nurses’  training. 
With  the  cooperation  of  the  hospitals 
who  arranged  lectures,  tours,  and  even 
luncheons  for  these  girls  the  project  was 
most  successful.  Tucson  had  a large 
tea  to  start  its  program.  This  was  an 
excellent  way  to  publicize  the  Nurses’ 
Loan  Project,  and  showed  results. 

Mrs.  Carlos  C.  Craig, 

Nurses’  Loan  Chairman 
Phoenix,  Arizona. 

O 

IF  YOU  CHANGE  YOUR  ADDRESS 

Your  copy  of  Arizona  Medicine  is  addressed  to 
you  several  months  in  advance  of  the  publica- 
tion date;  so  if  you  change  your  address,  please 
notify  us  at  least  three  weeks  in  advance. 


Send  your  old  address  together  with  the  new, 
preferably  clipping  the  name  and  address  from 
your  last  copy  of  Arizona  Medicine. 

Copies  mailed  to  your  old  address  will  not  be 
forwarded  by  the  Post  Office,  unless  you  provide 
the  Post  Office  with  the  forwarding  fee. 

Send  your  change  of  address  to: 

Arizona  Medicine 
112  N.  Central  Avenue 
Heard  Bldg. 

Phoenix,  Arizona 


METAL  OFFICE  FURNITURE 
G.  F.  STEEL  DESKS 
ALUMINUM  CHAIRS 
CARDINEER  ROTARY  & VICTOR 
VISIBLE  FILES 

Heinze  Bowen  & Harrington,  Inc. 

228  West  Washington  St. 

Phone  ALpine  4-4179 
PHOENIX  ARIZONA 


YOUR  MAN  OF 
DISTINCTION 
IS  WEARING 


68 


Arizona  Medicine 


December,  1952 


PROFESSIONAL  X-RAY  AND  CLINICAL  LABORATORY 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 
CLINICAL  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

TISSUE  PATHOLOGY  BY  QUALIFIED  PATHOLOGIST 

R.  Lee  Foster,  M.D.,  Director  John  W.  Kennedy,  M.D.,  Radiologist 

W.  W.  Watkins,  M.D.,  Consultant  Radiologist 
Diplomates  of  American  Board  of  Radiology 


CALL  YOUR  RED  CROSS  TODAY/ 

* NATIONAL  BLOOD  PROGRAM  * 
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Medical  Arts  Bldg. 

543  E.  McDowell  Rd. 

PHOENIX,  ARIZONA 


Telephone 
ALpine  8-1601 


‘DiaytuMttc 


A Complete  Analytical  and  Laboratory  Service  To  The  Medical  Profession  of  Arizona 


Protein  Bound  Iodine 
Blood  Cholinesterase 
17-Ketosteroids 
Corticosteroids 
Phophatases 

Vitamin  Determinations 

Blood  Volume 

Blood  pH  Values 

Electrolytes 

Toxicology 

Autopsies 

Papanicolaou  Stains 
Liver  Function  Tests 
Porphyrins 


Streptolysin  Titres 
Rh  Antibody  Titres 
Quantitative  Serology 
Heterophile  Titres 
Autogenous  Vaccines 
Hematology 
Bacteriology 
Parasitology 
Gastric  Analysis 
Friedman  Tests 
Frog  Pregnancy  Tests 
Mycology 

Enzyme  Chemistry 
Spectroscopic  Analysis 


Radiography 

Pelvimetry 

Electrocardiography 

Basal  Metabolism 

Vital  Capacity 

Salpingograms 

Cholecystograms 

Bronchograms 

Gall  Bladder  Series 

G.I.  Series 

Pyelograms 

Myelograms 

Cystograms 

Electrometric  Analysis 


Maurice  Rosenthal,  M.D. 
Diplomate,  American 
Board  of  Pathology 


Radiology  by  a Qualified 
Radiologist 


George  Scharf,  M.D. 
Diplomate,  American 
Board  of  Pathology 


SANATORIUM  AND  REST  HOMES  DIRECTORY 


BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics. 

• Excellent  Food. 

• Television. 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 

LA  SIESTA  LODGE 

A clean  and  comfortable  Rest  Home 
1032  E.  Chmelback  Rd.  — Phoenix,  Arizona 
Telephone  AM  6-7473 

: 

LOMA  LINDA  REST  HOME 

ARIZONA  HOME  FOR  AGED 

Miss  lone  Wilson,  Director 

• A Clean  and  Comfortable  Home 

(Mr.  and  Mrs.  W.  G.  Maulsby,  Managers) 

For 

• Convalescents  and  Aged. 

• Quiet  and  Home-like. 

• Home-cooked  food. 

• Home  Cooking  — Special  Diets. 

• Private  and  Semi-Private  Rooms. 

• 24  Hour  Nursing  Care. 

• Excellent  Care. 

Telephone  ALpine  2-2095 

Telephone  Glendale  8256 

2316  S.  22nd  Ave.  — Phoenix,  Arizona 

3101  West  Northern  Ave.  Phoenix 
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SANATORIUM  DIRECTORY 


LIVERMORE  SANITARIUM 


• The  Hydropathic  Department 
devoted  to  the  treatment  of  gen- 
eral diseases,  excluding  surgical 
and  acute  infectious  cases.  Special 
attention  given  functional  and  or- 
ganic nervous  diseases.  A well 
equipped  clinical  laboratory  and 
modern  X-ray  Department  are  in 
use  for  diagnosis. 


• The  Cottage  Department  (for 
mental  patients)  has  its  own  fa- 
cilities for  hydropathic  and  other 
treatments.  It  consists  of  small 
cottages  with  homelike  surround- 
ings, permitting  the  segregation  of 
patients  in  accordance  with  the 
type  of  psychosis.  Also  bungalows 
for  individual  patients,  offering 
the  highest  class  of  accommoda- 
tions with  privacy  and  comfort. 


GENERAL  FEATURES 

1.  Climatic  advantages  not  excelled  in  United  States.  Beautiful  grounds  and  attractive  surrounding  country. 

2.  Indoor  and  outdoor  gymnastics  under  the  charge  of  an  athletic  director.  An  excellent  Occupational  Department. 

3.  A resident  medical  staff.  A large  and  well-trained  nursing  staff  so  that  each  patient  is  given  careful  individual  attention. 

Information  and  circulars  upon  request.  CITY  OFFICES  • 

Address:  O.  B.  JENSEN,  M.D. 

Superintendent  and  Medical  Director  SAN  FRANCISCO  OAKLAND 

Livermore,  California  450  Sutter  Street  1624  Franklin  Street 

Telephone  313  GArfield  1-5040  GLencourt  1-5988 


SANATORIUM  AND  REST  HOMES  DIRECTORY 


Treatment  for  Alcoholism 
as  prescribed  by  Family  or  Panel  Doctor 

HYGEIA  SANITORIUM 

2534  Beverly  Boulevard  — Los  Angeles,  California 
Phone  DUnkirk  8-8178 

Recognized  by  the  American  Medical  Association 

HILLCREST  SANATORIUM 

Cheerful  Private  Rooms 
Excellent  Food 
Homelike  Atmosphere 
Reasonable  Rates 

North  3rd  and  Adams  Phone  4-1562 

Tucson,  Arizona 

MARICOPA  REST  HOME 

THIS  SPACE  FOR  SALE 

Luella  Baker  — Manager 

FOR  INFORMATION  AND  RATES 
write  to 

• Bed  Patients 

• Home  Like 

ARIZONA  MEDICINE 

• Diets  a Specialty 

• Quiet  Surroundings 

426  Heard  Bldg. 

Telephone  ALpine  3-3249 

Phone  ALpine  2-4884 

2048  W.  Maricopa  Phoenix 

PHOENIX,  ARIZONA 
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ARIZONA'S  FINEST  SANATORIUM 


FOR  NON-CONTAGIOUS  DISORDERS 


AMherst  6-7238 


Open  Medical  Staff 
Flexible  rates 
Open  all  year 
Your  inspection  invited 


5055  N.  34th  St. 
Phoenix 


Location:  East  Camelback  Road  and  North  34th  St. 


k 1 * 
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SANATORIUM  AND  REST  HOME  DIRECTORY — (Cont'd) 


ALCOHOLISM 


There  is,  today,  a rapidly  increasing,  nation-wide 
awareness  of  alcoholism  as  a disease,  as  a major  health 
problem  and  as  a responsibility  of  the  medical  pro- 
fession. 

Physicians  throughout  the  country  are  recognizing 
the  need  of  special  facilities  for  the  proper  care  and 
treatment  of  the  victims  of  this  disease. 

In  THE  FRANKLIN  Phoenix  has  a modern  center 
for  care  and  treatment  of  acute  and  chronic  cases 
of  alcoholism. 

All  treatment  at  THE  FRANKLIN  is  under  the 
supervision  of  a licensed  physician.  Patients  may 
retain  their  own  physicians  or  may  be  attended  by  a 
staff  physician  of  THE  FRANKLIN. 

Nursing  care  is  continuous,  24  hours  a day,  under 
supervision  of  a registered  nurse;  with  a staff  of  un- 
derstanding, experienced  people. 

Hospital  License  No.  68 


^Jhe  ^ranhlin 


ALCOHOLIC  PROBLEMS  - EXCLUSIVELY 
367  N.  21st  Ave.,  Just  Above  Van  Buren 
Telephone  ALpine  3-4751 
Phoenix,  Arizona 


VALLEY  OF  THE  SUN  REST  HOME 

PHOENIX,  ARIZONA 


126  W.  Maryland  AMherst  5-3055 

Bed  Patients  — Convalescents 

Accommodations  for  Aged  and  Confused 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 


SCHER  REST  HOME 

Ambulatory  and  Semi-Mental  Patients 
24  Hour  Nursing  Service 
Quiet  and  Home-Like 

2919  East  Granada  Rd.  — Phoenix,  Arizona 
Phone  BRidge  5-5516 


PASADENA,  CALIFORNIA 


MEDICAL  STAFF 

CHARLES  W.  THOMPSON,  M.D.,  F.A.C.P.,  Director 
CLIFTON  H.  BRIGGS,  M.D.,  F.A.C.S.,  Associate  Director 
ETHEL  FANSON,  M.D.  CARLOS  F.  SACASA,  M.D. 

DOUGLAS  R.  DODGE,  M.D.  HERBERT  A.  DUNCAN,  M.D. 
KENNETH  P.  NASH,  M.D. 


IT  A R I U M 
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SANATORIUM  AND  REST  HOME  DIRECTORY— (Cont'd) 


GLENDALE  NURSING  HOME 

Arizona’s  newest,  modern  nursing  home  for 

DESERT  REST  HOME 

the  convalescence  and  recuperation  of  non-con- 
tagious conditions.  Designed  and  built  espe- 

(Convalescent) 

daily  for  this  type  patient. 

Ray  and  Ruth  Eckel 

• 24  Hour  Nursing  Care 

• Special  diets.  Quiet. 

Proprietors 

Located:  Lat.  16%  North  of  E.  Glendale  Ave. 

409  E.  Townley  Avenue  Phone  AM  6-2049 

Glendale  — Phone  Glendale  7064 
Margaret  C.  Bonnie,  R.N. 

Phoenix,  Arizona 

HIGHLAND  MANOR 

(Mr.  & Mrs.  Marley  Karns) 

• Convalescent. 

• Personalized  Diets. 

• 24  Hour  Nursing  Care. 

• Located  in  a Quiet  Zone. 

1411  E.  Highland  Ave.  Phoenix,  Arizona 

Telephone  AM  5-2552 


EVANS  REST  HOME 

5255  N.  43rd  Avenue,  Glendale,  Arizona 
Telephone  ALpine  4-6511  or  Glendale  8335 

Ethical  — Efficient 
24  hour  care  for  YOUR  patients 
Any  non-contagious  case  treated  as  you  direct 


THIS  SPACE  FOR  SALE 

OCOTILLO  CONVALESCENT  HOME 

FOR  INFORMATION  AND  RATES 

write  to 

ARIZONA  MEDICINE 

• Convalescent  Cases 

• Quiet  & Restful 

• 24  Hour  Nursing 

• Best  of  Food 

426  Heard  Bldg. 

• Diets 

Phone  ALpine  2-4884 

3434  E.  McDowell  Road  — Phone  BRidge  5-0462 

PHOENIX,  ARIZONA 

Phoenix,  Arizona 

HOSPITAL  DIRECTORY 

Stork's  Nest  Maternity  Lodge 

THIS  SPACE  FOR  SALE 

(Licensed  and  Certified.  A-l  Rating) 

• Complete  service  for  mother  and  infant. 

FOR  INFORMATION  AND  RATES 

• New.  Recently  opened  to  the  public. 

write  to 

• 24  hour  service.  Quiet  and  homelike. 

• Completely  equipped  to  give  safe  delivery  of 

ARIZONA  MEDICINE 

babies. 

• Trained  staff.  Inspection  invited. 

426  Heard  Bldg. 

• Private  and  semi-private  rooms. 

Phone  ALpine  2-4884 

North  Central  Ave.  near  Northern 

PHOENIX,  ARIZONA 

Phone  471  — Glendale,  Arizona 

DRUGGIST  DIRECTORY 


SOLANO  PHARMACY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

7tth  Ave.  & Bethany  Home  Rd.  — CR  4-2452 

write  to 

MELROSE  PHARMACY 

ARIZONA  MEDICINE 

4320  N.  7th  Ave.  AM  5-8411 

PHOENIX 

426  Heard  Bldg. 
Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

74 


Arizona  Medicine 


December,  1952 


DRUGGISTS1  DIRECTORY 


WAYLAND’S 

☆ 

« 

Wayland's  Prescription  Pharmacy 
13  E.  Monroe  Street 
Phone  ALpine  4-4171 
PHOENIX.  ARIZONA 

☆ 

FREE  DELIVERY 


28  Registered  Pharmacists 

Tucson  Casa  Grande 


PRESCRIPTION 

Complete  line  of 

Hospital  Beds,  Crutches,  Trusses  and 
Surgical  Garments 

THE  PRESCRIPTION  SHOP 

45  East  Broadway  Phone  3-4701 

TUCSON 

D.  F.  Scheigert  L.  J.  McKenna 


CREIGHTON  PHARMACY 

Telephone  BR  5-2441 
2345  E.  McDowell  Rd.  — Phoenix,  Arizona 
CHARLES  E.  BILL  M.  GERTRUDE  BILL 


FAIRMONT  PHARMACY 

Telephone  BRidge  5-1331 
3231  E.  McDowell  Rd.  Phoenix 


COLLINS  DRUGSTORE 

(Prescriptions) 

115  W.  Van  Buren  Tolleson 

Telephone  ALpine  4-2353 


JOHNS  DRUG  CO. 

“PRESCRIPTIONS” 

3444  E.  Van  Buren  - Phone  BR  5-1161 
Phoenix,  Arizona 
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DRUGGIST  DIRECTORY 


Open  9:00  A.M.-11:00  P.M.  Call  ALpine  2-1123 
We  Deliver 

BLUE  CROSS  PHARMACY 

PRESCRIPTION  SPECIALISTS 
1924  East  Van  Buren 

Surgical  Appliances  — Private  Fitting  Room 


JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 

“Service  you  will  like” 

Corner  Speedway  and  Park  Avenue 
Phone  2-8865  Tucson,  Arizona 


FELSHER  PRESCRIPTION 
PHARMACY 

Sick  Room  Supplies  — Vitamins 
650  N.  First  Avenue  — Phone  ALpine  3-2070 
Phoenix,  Arizona 


STONE  AND  3RD  PHARMACY 

749  N.  Stone  — Phone  3-6041 

ENCANTO  PARK  DRUG  CO. 

3352  E.  Speedway  — Phone  5-3102 
Tucson,  Arizona 


MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 


ENSMINGER  PHARMACY 

RELIABLE  PRESCRIPTIONS 
121  North  Cortez 

Phone  188  Prescott,  Arizona 


PULLINS 

Prescriptions 
400  E.  Glendale 
Phone  Glendale  9848 
Glendale,  Arizona 
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CAMPBELL  DRUG  CO. 

1007  N.  7th  St.  - Phone  AL  3-1992 
Phoenix 

“See  our  separate  Liquor  Dept.” 


CAPITAL  DRUG  STORE 

“Prescriptions” 

1646  W.  Jefferson  Phoenix 

Phone  AL  4-1616 


THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX.  ARIZONA 


EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phone  4587 
Mesa,  Arizona 


THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 


LAIRD  & DINES 

The  REXALL  Store 

Reliable  Prescription  Service 
Tempe  422  Mill  Ave.  & 5th 

Tempe,  Arizona 


Where  Your  Doctor  Speaks  and  Your  Druggist  Serves 

SIMON'S  DRUGS 

Prescriptions  • Hospital  Supplies  • Sick  Room 
Supplies  • Pharmaceuticals  • Baby  Needs 
Trusses  • Crutches  • Abdominal  Supports 

2829  W.  Van  Buren— Phones  AL  3-8411  - AL  8-2106 
Phoenix,  Arizona 

Ample  Parking  Space  — City- wide  Free  Delivery 


THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

426  Heard  Bldg.  Phone  ALpine  2-4884 

PHOENIX,  ARIZONA 


MacALPINE 

DRUG  CO. 

A complete  line  of  . . . 

PHOTOGRAPHIC  SUPPLIES 
COSMETICS 
LIQUOR  AND 
PRESCRIPTION  DEPT. 

Prompt  FREE  delivery 

2303  North  7th  St., 
PHOENIX,  ARIZONA 

phones:  ALpine  4-2606 

or  ALpine  2-1573 

5fC.  THE  REXALL  STORE 


PHOENIX’S 

NEWEST  DRUG  STORE 
Prescriptions  - Sundries  - Fountain 

DIERDORF  PHARMACY 

2315  N.  24th  Street  - BRidge  5-5212 
(Food  King  Shopping  Center) 
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DOCTORS'  DIRECTORY 


DOCTORS  DIRECTORY  ESTABLISHED 
1920 

ALpine  3-4189 

Emergency  calls  given  special  attention  We  will 
locate  your  doctor  before  or  after  office  hours. 
BERTHA  CASE,  R.  N.,  Director 
ADA  JOY  CASE 
1541  East  Roosevelt 
Phoenix,  Arizona 


DOCTOR'S  CENTRAL  DIRECTORY 

Minnie  C.  Benson  R.N.,  Manager 
24  Hour  Service 
Phone  5-1551  — E.  Hedrick  Dr. 

Tucson,  Arizona 
Established  In  1932 


Telephone  Answering  Message  Service 


PHYSICIANS'  BUREAU 

GENERAL 

Message  and  Reminder  Service 

PHONE  AMherst  6-1291 

ALpine  8-2521 

347  E.  Mariposa  Phoenix,  Arizona 

24  Hour  Confidential  Service  — Bonded 

128  N.  1st  Ave.  — Phoenix,  Arizona 

MINERAL  WELLS  DIRECTORY 


• 27  Private  Baths  — 8 Whirlpool  Baths 

• 9 Massage  Rooms 

• 2 Lounge  Rooms 

• 10  Acres  Beautiful  Grounds 

Open  8 a.m.  to  8 p.m.  Daily 

Natural  Hot  Mineral  Baths 

(7  mi.  East  on  Apache  Trail 
Phone  Mesa  7316  — Mesa,  Arizona 

DESERT  BATHS 

Hot  Mineral  Water  Baths 
Massage  • Lodging 

7 Mi.  East  of  Mesa,  Arizona 
Route  2,  Box  311  — Mesa 

AMBULANCE  SERVICE  DIRECTORY 

X-RAY  COMPANY 

ARIZONA’S  FINEST 

GENERAL  ELECTRIC  CO. 

Charter 

X-RAY  DEPARTMENT 

And  Ambulance  Service 

Phone  BRidge  5-5302  — Day  or  Night 

FOR  SALE 

Brand  new  four  drawer  film  filing  cabinets. 

ARIZONA  AIRMOTIVE 

Available  for  immediate  delivery.  General  Electric 

Phoenix  Sky  Harbor 

X-Ray,  ALpine  4-0181,  ask  for  Mr.  M.  A.  Schroeder. 

MEDICAL  BOOKS 

NURSES'  DIRECTORY 

ROBERTA  DAVEY  HALL 

DISTRICT  NO.  1 

MEDICAL  BOOKS 

ARIZONA  STATE  NURSES  ASS'N 

Of  All  Publishers 

MRS.  MARJORIE  E.  KASUN,  R.N., 

PROMPT  HANDLING  OF  ALL  ORDERS 

Registrar 

To  order:  Telephone  AMherst  5-1062 
40  East  Rose  Lane 

Nurses'  Professional  Registry 

Phoenix,  Arizona 

711  East  Monroe  Phoenix  Ph.  ALpine  4-4151 
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NEUROLOGY  and  PSYCHIATRY 

OTTO  L.  BENDHEIM,  M.D. 

NEUROLOGY  and  PSYCHIATRY 

ROBERT  L.  BEAL,  M.D. 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 

Certified  by  American  Board  of 
Psychiatry  and  Neurology 

Practice  Limited  To  Psychiatry  and  Neurology 

753  E.  McDowell  Rd.  — Phone  ALpine  8-2241 
Phoenix,  Arizona 

Plastic  and  Reconstructive  Surgery 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

HOWARD  C.  LAWRENCE,  M.D. 

write  to 

ARIZONA  MEDICINE 

Diplomate  of  the 
American  Board  of  Plastic  Surgery 

426  Heard  Bldg. 
Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

709  Professional  Building 
15  E.  Monroe  Street  Phone  ALpine  8-4101 

Phoenix,  Arizona 

NEUROLOGICAL  SURGERY 

ANESTHESIOLOGY 

THIS  SPACE  FOR  SALE 

LOUISE  BEWERSDORF,  M.D. 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

F.  A.  C.  A. 

ANESTHESIOLOGY 
208  West  Glenrosa 

Phone  AMherst  5-4471  — ALpine  3-5101 
Phoenix,  Arizona 

UROLOGY 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 

write  to 

W.  G.  SHULTZ,  M.D.,  F.  A.  C.  S. 

Diplomate  of  The  American 
Board  of  Urology 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

E.  R.  UPDEGRAFF,  M.D. 

1010  N.  Country  Club  Road 
Telephone  5-2609  Tucson,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.  A.  C.  S. 

DONALD  B.  LEWIS,  M.D. 

Certified  American  Board  of 
UROLOGY 

UROLOGY 

Certified  by  the  American  Board  of  Urology 

1313  N.  Second  Street  Phone  ALpine  3-1739 

123  So.  Stone  Ave.  Phone  2-7081 

PHOENIX,  ARIZONA 

Tucson.  Arizona 

Vol.  9,  No.  12 


Arizona  Medicine 


79 


PHYSICIANS'  DIRECTORY 


U ROLOGY — (Cont'd.)  INTERNAL  MEDICINE 


ROBERT  H.  CUMMINGS,  M.D. 

J.  REICHERT,  M.D. 

Diplomate  of  the 

General  Practice 

American  Board  of  Urology 

CARDIO  VASCULAR  DISEASES 

808  Professional  Building 

15  East  Monroe  Phone  ALpine  4-3577 

ELECTROCARDIOGRAPHY  ! 

303  W.  McDowell  Rd.  - Office  Phone  ALpine  4-7028 

Phoenix,  Arizona 

Phoenix,  Arizona 

ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDIOLOGY  and  ELECTROCARDIOGRAPHY 
1118  Professional  Building 
Phone  ALpine  4-1078 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

KENT  H.  THAYER,  M.D. 

JESSE  D.  HAMER,  M.D. 

F.  A.  C.  P. 

F.  A.  C.  P. 

INTERNAL  MEDICINE 

Diplomate  of  the 

INTERNAL  MEDICINE 

American  Board  of  Internal  Medicine 

CARDIOLOGY 

ROBERT  H.  STEVENS,  M.D. 

Suit  910  Phoenix 

INTERNAL  MEDICINE  ALLERGY 

15  E.  Monroe  St.  Arizona 

1313  N.  Second  St.  Phone  ALpine  4-8841 

Phoenix,  Arizona 

FRANK  J.  MILLOY,  M.D. 

JOSEPH  BANK,  M.D. 

F A C P 

Diplomate  of 

American  Board  of  Internal  Medicine 

INTERNAL  MEDICINE 

American  Board  of  Gastroenterology 

611  Professional  Building 

GASTROENTEROLOGY,  GASTROSCOPY 

Phone  ALpine  4-2171 

800  North  First  Avenue  Phone:  ALpine  4-7245 

Phoenix,  Arizona 

PHOENIX,  ARIZONA 

ROBERT  E.  RIDER,  M.D. 

DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 

INTERNAL  MEDICINE 

ELECTROCARDIOGRAPHY 

1850  N.  Laurel  Avenue  — Phone  ALpine  4-7970 

Del  Sol  Hotel  Bldg.  Phone  3-3721 

Yuma,  Arizona 

Phoenix,  Arizona 
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ORTHOPEDIC 

SURGERY 

GEORGE  L.  DIXON,  M.D. 
PHILIP  G.  DERICKSON,  M.D. 

ORTHOPAEDIC  SURGERY 

Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  5-1533 

TUCSON,  ARIZONA 

GEO.  A.  WILLIAMSON,  M.D., 
F.A.C.S. 

LEO  L.  TUVESON,  M.D. 

ORTHOPAEDIC  SURGERY 

800  North  First  Ave.  Telephone  ALpine  2-2375 

PHOENIX,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D., 
F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic 
Surgery 

ROBERT  W.  WEBER.  M.D. 

ORTHOPAEDIC  SURGERY 
1014  N.  Country  Club 
TUCSON,  ARIZONA 

STANLEY  S.  TANZ,  M.D.,  F.A.C.S, 

ORTHOPAEDIC  SURGERY 
Diplomate  American  Board  of  Orthopaedic  Surgery 

2530  East  Broadway  Telephone  5-0114 

Tucson,  Arizona 

HOSPITAL 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

H.  B.  LEHMBERG,  M.D. 

J.  T.  O'NEIL,  M.D. 

Casa  Grande  Clinic  Phone  4495 

Casa  Grande,  Arizona 

CHILDREN'S  DISEASES 

WM.  F.  SCHOFFMAN,  M.D. 
CECILIA  H.  SHEMBAB,  M.D. 
JOHN  R.  KEEFREY,  M.D. 

DOCTORS  BUILDING 

316  W.  McDowell  Rd.  - Telephone  ALpine  4-7287 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 

FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

CLINIC 

NELSON  CLINIC 
D.  E.  NELSON,  M.D. 
A.  H.  ERICKSON,  M.D. 

503  Fifth  Avenue 
SAFFORD,  ARIZONA 

SUN  VALLEY  CLINIC 

34  North  Macdonald 
MESA.  ARIZONA 
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PROCTOLOGY 

ALLERGY 

WALLACE  M.  MEYER,  M.D. 

E.  A.  GATTERDAM,  M.D. 

PROCTOLOGY 

ALLERGY 

903  Professional  Bldg. 

Phone  ALpine  2-2822  — ALpine  3-4189 
Phoenix,  Arizona 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  11  A.  M.  to  5 P.  M. 
Phoenix,  Arizona 

MALIGNANT  DISEASE 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

JAMES  M.  OVENS,  M.  D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Allied  Diseases 
608  Professional  Bldg.  Phone  ALpine  4-1973 

Phoenix,  Arizona 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

KENNETH  C.  BAKER,  M.D. 

DERMATOLOGY 

Telephone  3-0602  729  N.  Fourth  Ave. 

Tucson,  Arizona 

PATHOLOGICAL 

LABORATORIES 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

426  Heard  Bldg. 

Phone  ALpine  2-4884 
PHOENIX,  ARIZONA 

Professional  X-ray  and  Clinical 
Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 
R.  LEE  FOSTER,  M.D.,  Director 

G.  0.  HARTMAN,  M.D. 

MEDICAL  CENTER  LABORATORY 

PATHOLOGICAL  LABORATORY 

1313  N.  Second  St. 

20  E.  Ochoa  St.  Phone:  3-4861 

Phoenix,  Arizona 

TUCSON,  ARIZONA 

W.  Warner  Watkins,  M.D.,  Director 
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EYE,  EAR,  NOSE 

and  THROAT 

DUNCAN  G.  GRAHAM,  M.D. 

EYE,  EAR,  NOSE  and  THROAT 
Certified  by  American  Board  of  Otolaryngology 

114  West  Pepper  Street 
Mesa,  Arizona 

BERNARD  L.  MELTON,  M.D. 
F.A.C.S.,  F.I.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 

Certified  by  American  Board  of  Ophthalmology 
Certified  by  American  Board  of  Otolaryngology 
Certified  by  International  College  of  Surgeons 

605  Professional  Bldg.  Phone  ALpine  3-8209 

PHOENIX,  ARIZONA 

JOHN  J.  McLOONE,  M.D. 

Diplomate  American  Board  of  Otolarynogology 

OTORHINOLARYNGOLOGY 

BRONCHOESOPHAGOLOGY 

316  W.  McDowell  Rd.  — Phone  ALpine  2-1865 
Phoenix,  Arizona 

JOHN  S.  MIKELL,  M.D. 

OTORHINOLARYNGOLOGY 

BRONCHOESOPHAGOLOGY 

2508  East  Sixth  Street  Phone:  5-7191 

Tucson,  Arizona 

SURGERY 

EDWARD  L.  KETTENBACH,  M.D. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  5-2605 

Tucson,  Arizona 

DELBERT  L.  SECRIST,  M.D., 
F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  2-3371  Home  Phone  5-9433 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 

DONALD  A.  POLSON,  M.D. 

GENERAL  SURGERY 
Certified  by  the  American  Board  of  Surgery 
800  North  First  Avenue 
Phone  ALpine  4-7245 
Phoenix,  Arizona 

W.  R.  MANNING,  M.D.,  F.A.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 

620  North  Country  Club  Road  Phone  5-2687 

Tucson.  Arizona 

JAMES  E.  O'HARE,  M.  D. 

Diplomate  American  Board  of  Surgery 
PRACTICE  LIMITED  TO  THORACIC  SURGERY 

1613  N.  Tucson  Blvd.  Phone  4-1151 

Tucson,  Arizona 


THOMAS  H.  BATE,  M.D. 

F.A.C.S..  F.I.C.S.M.Sc.  (Surgery) 

PRACTICE  LIMITED  TO  SURGERY 
Diplomate  American  Board  of  Surgery 

15  E.  Monroe  — Office  Phone  ALpine  4-3326 
Phoenix,  Arizona 
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CHEST  DISEASES  AND  SURGERY 

OBSTETRICS  and 

GYNECOLOGY 

GEORGE  A.  BOONE,  M.D. 

HARRY  J.  FELCH,  M.D. 

Physician  and  Surgeon 

DISEASES  AND  SURGERY  OF  THE  CHEST 
1608  N.  Norton  Telephone  6-2429 

TUCSON,  ARIZONA 

Residence 
325  W.  Granada 
Phoenix,  Arizona 
Residence  ALpine  3-1151 

Office 

703  Professional  Bldg. 
15  E.  Monroe  Street 
Office  ALpine  3-1151 

RADIOLOGY 


GOSS  - DUFFY  LABORATORY 

W.  WARNER  WATKINS,  M.D. 

F.A.C.P.,  F.A.C.R.  1 

X-RAY  AND  CLINICAL  DIAGNOSIS 

(Diplomate  in  Radiology) 

316  West  McDowell  Road 

Diagnostic  Roentgenology,  X-Ray  and  Radium 
Therapy 

Phoenix,  Arizona 

Medical  Center  Laboratory 

1313  N.  Second  St.,  Phoenix,  Arizona 

DRS.  HAYDEN,  PRESENT,  WELSH 
AND  HILEMAN 

MARCY  L.  SUSSMAN,  M.D., 

Diplomates  of 

F.A.C.R. 

American  Board  of  Radiology 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  ROENTGENOLOGY 

801  North  Second  Ave. 

23  East  Ochoa 

Telephone  ALpine  3-4179 
Phoenix,  Arizona 

Tucson 

R.  LEE  FOSTER,  M.  D. 
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